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LACTINEX— -a  viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  hulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
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Neo-Synephrine  is  a standard  among 
topical  vasoconstrictors.  It  is  unsurpassed 
for  reducing  nasal  turgescence  in  colds; 
and  a most  valuable  aid  in  preventing 
and  treating  sinusitis. 

Neo-Synephrine  stops  the  boggy  feeling  of 
colds  at  once— works  against  factors  that 
induce  sinusitis.  With  Neo-Synephrine 
nose  drops,  spray  or  jelly,  turbinates  shrink 
on  contact,  obstructed  ostia  open  and 
drainage  is  re-established. 


In  sinusitis,  Neo-Synephrine  helps  to  pro- 
mote drainage  and  hasten  recovery.*  Used 
promptly,  it  helps  clear  the  stagnant  sinus 
and  lessen  the  chances  of  chronicity. 

Neo-Synephrine  HCI  is  available  in: 

VaVo  solution  for  infants 

V4'7o  solution  for  children  and  adults 

Va'^o  pediatric  nasal  spray  for  children 

’A^Zo  solution  for  adults 

Va^Zo  nasal  spray  for  adults 

V2°Zo  jelly  for  children  and  adults 

Wo  solution  for  adults  (resistant  cases) 


♦Proctor,  D.  F.:  The  Nose,  Paranasal  Sinuses,  and 
Ears  in  Childhood,  Springfield,  III.,  Charles  C 


Winthrop  Laboratories.  New  York,  N.Y.  10016 

In  colds  and  sinusitis 


(brand  of  phenylephrine  hydrochloride) 


soiutions/sprays/jelly 


Shadow  or  substance 


Marcus  J.  Smith,  MD,  Santa  Fe,  New  Mexico 


Fractures  of  sternum  following  diving  injury 


Apothegm 

He  leaped  through  the  air  with  the  greatest  of  ease. 
Not  knowing  that  soon  his  poor  sternum  he’d 
squeeze. 


Fig.  1 


Clinical  data 

A ten-year-old  boy  dove  into  the  shallow  end  of  a 
regulation  size  swimming  pool,  striking  the  bottom 
of  the  pool  with  his  head.  There  was  no  loss  of 
consciousness,  no  evidence  of  bruising  or  laceration. 
Precordial  pain  was  present  as  well  as  tenderness  over 
the  upper  sternum.  He  walked  with  his  head  bent 
slightly  forward.  No  other  abnormal  physical  finding 
was  present. 

X-ray  study 

Chest  films  were  obtained  and  on  the  lateral  view 
a fracture  of  the  manubrial  portion  of  the  sternum 
was  seen,  with  loss  of  the  usual  convexity  of  the 
anterior  surface  of  this  bone.  Fig.  1 shows  the  frac- 
ture site  later  as  healing  occurred.  No  treatment  was 
given  and  the  bone  healed  completely.  There  were  no 
clinical  sequelae. 

Epkrisis 

Fractures  of  the  sternum  are  infrequent;  they  may 
follow  direct  blows  on  the  front  of  the  chest  or  hyper- 
flexion injuries.  The  latter  mechanism  undoubtedly 
occurred  in  this  patient.  He  struck  his  head  on  the 
pool  bottom,  the  forces  were  transmitted  to  the 
chin,  driving  it  into  the  sternum  as  he  hyperflexed  his 
spine.  We  have  seen  one  additional  injury  like  this, 
that  of  a boy  who  fell  down  stairs  onto  his  head,  frac- 
turing his  sternum  and  also  showing  several  compres- 
sion fractures  of  the  lower  thoracic  vertebrae.  In 
neither  case  was  the  head  injured,  showing  how  hard- 
headed  boys  are.  A review  of  the  literature  fails  to 
disclose  any  previous  reports  of  a sternal  injury  fol- 
lowing diving.  The  purpose  of  the  present  report  is  to 
alert  physicians  as  to  this  possibility. 
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the  “extra”  benefits 
give  you  the 
option  of  b.i.d.  dosage 


12  hours 
between 
doses 


DECLOM  YCI IV 

DEMETHYLCHLORTETRACYCLINE 


150  mg.  CAPSULES 


an  added  assurance 
of  optimum  response 
with  all  oral  dosage  forms 
capsules/syrup/pediatric  drops 


n permits  dosage  adjustment  to  eliminate  mealtime  interference 

□ reduces  the  risk  of  “skipped^*  doses 

□ eliminates  the  need  for  disturbing  the  sleeping  patient 

Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and 
others— in  the  young  and  aged— the  acutely  or  chronically  ill— when  the  offending 
organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proc- 
titis, nausea,  diarrhea,  vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organ- 
isms. Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advisable) 
and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal 
function.  The  possibility  of  tooth  discoloration  during  development  should  be 
considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy, 
in  the  neonatal  period,  and  in  early  childhood.  Increased  intracranial  pressure  in 
infants,  reversible  upon  discontinuation  of  dosage,  is  a remote  possibility. 
Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCI.  Average  Adult 
Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  given  at  least  one  hour  before  or 
two  hours  after  meals. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 


And  now. . . 


for  all  you  cold  sufferers  who’ve  been  looking  for  a cure-all. 

They  can't  cure  a cold.  We  can't  cure  a cold.  You  can’t  cure  a cold.  But  what  you  can  do  is  relieve  the  symptoms, 
, making  the  patient  comfortable  and  the  cold  bearable. 

I The  patient  suffering  from  head  cold  congestion,  for  instance,  should  breathe  easier  when  you  prescribe 
Novahistine  LP. 

) Novahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physi- 
ologic mechanisms  which  prevent  infection  of  the  respiratory  tract.  Two  tablets  in  the  morning  and  two  in  the  evening 
will  provide  around-the-clock  relief  by  helping  to  keep  congested  air  passages  clear,  thus  enabling  your  cold  patient 
to  enjoy  normal  and  free  breathing. 

Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention.  Tell 
patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenyle- 
phrine hydrochloride, 25  mg.,  and  chlorpheniramine 
maleate,  4 mg. 

PITMAN-MOORE 

Division  of  The  Dow  Chemical  Company,  JndianapoMs,  U.S.  A. 

For  relief  of  nasal  congestion. 


Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Va  (Warning-May  be  habit  forming),  Phenacetin  gr.  2V2, 
Aspirin  gr.  31/2,  Caffeine  gr.  V2. 


Keeps  the  Promise  of  Pain  Relief 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. , TUCKAHOE,  N.Y. 


in  scalp  dermatitis 


(flmdnolone  acetonide) 

the  results  show  ...the  treatment  doesn’t 

. .50  of  the  85  patients  enjoyed  complete  remission.. .. 
Thirty-one  patients  exhibited  moderate  improvement....”* 

Synalar  Solution  provides  the  most  potent 
topical  corticosteroid,  fluocinolone  acetonide, 
at  the  site  of  the  problem— without  the  stain, 
odor,  residue  of  lotions  and  other  scalp  medi- 
cations. 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella) . Not  for  ophthalmic  use. 

Precautions : In  some  patients  with  dry  lesions,  the 
solution  may  increase  dryness,  scaling,  or  itching. 

Application  to  denuded  or  fissured  areas  may  pro- 
duce burning  or  stinging.  Although  propylene  glycol 
has  some  antiseptic  activity,  infected  lesions  require 
appropriate  evaluation  and  therapy.  As  with  all  drugs. 


use  with  caution  in  pregnant  patients.  Side  Effects: 
Side  effects  are  not  encountered  ordinarily  with 
topically  applied  corticosteroids.  As  with  all  drugs, 
however,  a few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  Availability: 
Synalar  (fluocinolone  acetonide)  Solution  0.01%  in 
a vehicle  of  propylene  glycol  with  citric  acid  as  pre- 
servative—20  cc.  and  60  cc.  plastic  squeeze  bottles. 

*Lubowe,  I.  I,:  Scalp  dermatoses:  Treatment  with  fluocinolone 
acetonide  in  propylene  glycol.  Skin  3:267  (Sept.)  1964. 


fluocinolone  acetonide  — an  original  steroid  fron^ 

SYNTEX^ 


LABORATORIES  INC..  PALO  ALTO.  CALIF. 


On  Stelazine  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HCI 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN... 


4.50  mg.  oxycodone  HCI  (Warning:  Maybe  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
Literature  on  request  (Warning:  May  be  habit-forming),  0.38  mg.  hom- 

atropine terephthalate,  224  mg.  aspirin,  160  mg. 

ENDO  LABORATORIES  INC.  Carden  City,  New  York  phenacetin,  and  32  mg.  caffeine. 

•U.s.  Pats.  2,628,185  and  2,907,768 


Code* 


To  the  Editor: 

I want  to  thank  you  for  the  Editorial  page  in  the 
December  issue  of  the  Rocky  Mountain  Medical 
Journal. 

Finest  I have  read  in  a medical  journal  and  the 
first  indication,  for  me,  that  perhaps  doctors  will, 
sooner  or  later,  reject  the  “conditioning”  going  on 
daily  “on  the  hour,  every  hour,”  “via  the  boob  tube” 
and,  as  you  mention,  printed  lies. 

George  S.  Richardson 
Roswell,  New  Mexico 


To  the  Editor: 

In  the  Rocky  Mountain  Medical  Journal  of  Oc- 
tober, 1965,  Volume  62,  No.  10,  page  42,  there  is 
the  following  statement:  “Plantar  verruca  may  no 
longer  remain  a problematic  enigma  refractory  to 
many  modes  of  therapy  as  they  now  appear  amen- 
able to  topically  applied  Idoxuridine.” 

In  the  British  Journal  of  Dermatology,  Volume  77, 
Nos.  8-9,  August-September,  1965,  page  473,  there 
is  a communication  referring  to  the  unsuccessful  trial 
of  Idoxuridine  in  verruca  vulgaris. 

Warts  are  notoriously  capricious  and  renowned  for 
their  suggestibility.  Hence  it  will  require  a prolonged 
trial  to  demonstrate  that  Idoxuridine  is  superior  to 
any  of  the  folklore  remedies  employed  with  moderate 
success  by  our  great  grandparents  to  “charm”  away 
plantar  warts. 

Egbert  J.  Henschel,  MD 
Denver 


To  the  Editor: 

Congratulations  on  the  editorials  in  the  December 
number.  They  said  some  things  that  badly  needed 
saying. 

I tore  out  that  page  and  sent  it  to  the  editor  of  the 
Salt  Lake  Tribune. 

Best  wishes  for  the  future. 

E.  R.  Huckelberry,  MD 
Salt  Lake  City 


FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 

with  DICARBOSir  antacid 

■ effective  neutralizing  power -Two  tablets  in  vitroi, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste  — A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (1^  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif.  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  Tti- 
silicate  0.006  Gm. 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 
319  South  4th  Street  • St.  Louis,  Missouri  63102 
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Announcing 

EUTRON' 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 

for  control  of 
moderate  to  severe 
hypertension 


Unique  combination  produces  greater 
antihypertensive  effect  with  lower  doses 


Eutron  is  the  combination  in  a single  tablet 
of  25  mg.  Eutonyl  (pargyline  hydrochlo- 
ride) and  5 mg.  Enduron  (methyclothia- 
zide). This  combination  produces  greater 
therapeutic  effect  than  that  of  either  com- 
ponent used  alone.  Side  effects  may  be 
milder,  too,  as  dosages  are  generally  lower. 
The  effective  dosage  is  usually  one  tablet, 
once  daily.  Tablets  are  scored  for  greater 
dosage  flexibility. 


Each  Eutron  tablet  contains  two  proven  antihypertensives 
in  the  ratio  shown  to  be  most  effective  in  most  patients. 

TM— TRADEMARK 


/or  January,  1966 
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New  EUTRON 

extends  your  range 
of  treatment  in 
moderate  to  severe 
hypertension 


A single  product 
you  can  use  even 
in  the  presence 
of  congestive  heart 
failure  or  edema 


Eight  out  of  10  patients  respond 

In  clinical  trials,  Eutron  produced  normo- 
tension  or  a significant  reduction  in  blood 
pressure  in  eight  out  of  10  patients  studied. 
The  rationale  for  the  product  is  this: 
Eutonyl  used  alone  is  a potent  antihyperten- 
sive. Its  antihypertensive  action  is  markedly 
enhanced  by  Enduron,  a potassium-sparing 
thiazide. The  combination  (Eutron) 
thus  produces  greater  antihypertensive  ef- 
fect with  lower  dosages  of  the  Eutonyl  com- 
ponent, and  milder  side  effects  may  be  seen. 


1.  Torosdag,  S.,  Schvartz,  N.,  Fletcher,  L.,  Fertig,  H., 
Schwartz,  M.  S.,  Quan,  R.  F.  B.,  and  Bryant,  J.  M., 
Pargyline  Hydrochloride  as  an  Antihypertensive  Agent 
With  and  Without  A Thiazide,  Am.  J.  Cardiol.,  12:822, 
Dec.,  1963. 

2.  Pollack,  P.  J.,  Pargyline  Hydrochloride  and  Meth- 
yclothiazide  Combined  In  The  Treatment  of  Hyperten- 
sion, Cur.  Thera.  Res.,  7:10,  Jan.,  1965. 

3.  Bryant,  J.  M.  et  al..  Antihypertensive  Properties  of 
Pargyline  Hydrochloride,  New  Non-Hydrazine  Mono- 
amine Oxidase  Inhibitor  Compared  with  Sulphonamide 
Diuretics,  J.A.M.A.,  178;  406,  Oct,,  1961. 
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BP  reductions  in  the  recumbent  and  sitting  posi- 
tions often  are  nearly  as  great  as  in  the  standing. 
In  clinical  trials,  the  average  recumbent  BP 
reduction  was  36/18  mm.  Hg. 


The  average  standing  reduction  in  clinical  trials 
was  45/22  mm.  Hg.  Thus  the  difference  between 
the  standing  and  recumbent  readings  was  only 
9/4  mm.  Hg. 


Significantly  lowers 
blood  pressure  in  all 
body  positions; 
less  likelihood  of 
orthostatic  hypotension 

In  clinical  trials,  the  average  reduction  in 
standing  blood  pressure  was  45/22  mm. 
Hg.;  in  the  sitting  position  it  was  48/20 
mm.  Hg.;  and  in  the  recumbent  position, 
36/18  mm.  Hg. 

Because  Eutron  effectively  reduces  blood 
pressure  in  all  body  positions,  there  is  re- 
duced likelihood  of  orthostatic  symptoms 
or  hypotension. 

This  was  reflected  in  the  relatively  mild 
character  of  side  effects  seen  in  clinical  trials 
(see  below). 

Smooth  and  gradual  onset 

Onset  of  antihypertensive  action  is  usually 
quite  smooth.  Initial  reduction  of  systolic 
and  diastolic  readings  is  usually  seen  within 
a week  — maximum  reduction  in  seven  to 
ten  days. 

Less  troublesome 
side  effects  may  be 
seen;  frequent 
improvement  in 
“sense  of  well-being” 

Fewer  than  1%  of  patients  studied  discon- 
tinued Eutron  therapy  because  of  side  ef- 
fects. This  is  due  in  part  to  the  relatively  low 
dosage  needed  with  the  combination.  Usual 
recommended  dose  is  one  tablet  daily— that 
is,  25  mg.  Eutonyl  with  5 mg.  Enduron.  This 
is  about  half  the  usual  therapeutic  dose  of 
Eutonyl  given  alone.  As  a consequence  side 
effects  may  be  milder.  And,  as  with  Eutonyl 
given  alone,  the  patient  may  well  note  an 
increased  sense  of  well  being, 

This  is  in  distinct  contrast  to  most  I 

Other  antihypertensive  therapy, 


/or  January,  1966 
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Prescribing 
information  for 

EUTRON 


INDICATIONS:  Eutron (pargyline hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 


CONTRAINDICATIONS:  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyldopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 

WARNINGS:  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnotics,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  Va  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depletion  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 

512214 


been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 

PRECAUTIONS:  When  determining  the  anti- 
hypertensive effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
including  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 


SIDE  EFEECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite 
symptomatic  therapy  or  reduction 
of  the  dose,  discontinue  the  drug. 
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at  Merck  Sharp  & Dohme... 


understanding...  precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

’ Marty  problems  connected  v>/ith  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge  thus  acquired  might  comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  wili  lead  to  important  new 
therapeutic  agents. 

©MERCK  SHIRP&  DOHME  Division  ol  Merck  & Co..  Inc,,  West  Point,  Pa. 

Where  today's  theory  is  tomorrow’s  therapy 


for  January,  1966 
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When  I 

tetracycline 
is  indicated  in 
these  candidates 
for  Candida... 


New 

low-cost 

tetracycline/ 

antifungal 

therapy 

Tetrex-F 

tetracycline 
phosphate  complex 
— nystatin 


Because  new  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  is  the  most 
economical  therapy  of  its  kind  that  you 
can  prescribe,  it  is  a sound  choice  whenever 
tetracycline  therapy  is  indicated  in 
patients  predisposed  to  monilial  infections. 
Who  are  these  candidates  for  Candida?’’ 
diabetic  patients 

2.nonpregnant  women  with  a history  of 
recent  or  recurrent  monilial  vaginitis 
d.  elderly  or  debilitated  patients 

4.  patients  with  a past  history  of  moniliasis 

5.  patients  on  long-term  tetracycline  or 
corticosteroid  therapy. 

For  these  patients,  Tetrex-F  provides 
efficient  tetracycline  therapy  against  a 
broad  range  of  infections  plus  protection 
against  superinfection  associated  with  the 
overgrowth  of  C . albicans  in  the  G.I.  tract. 
Priced  for  savings 

Tetrex-F  is  lowest  in  cost— priced  20% 
lower  than  most  tetracycline/antifungal 
products. 

BRISTOL  THERAPEUTIC  SUMMARY 

For  complete  information,  consult  Official  Package  Circular. 

Indications:  Infections  of  respiratory,  gastrointestinal,  and 
genitourinary  tracts  and  skin  and  soft  tissues  due  to  tetracycline- 
sensitive  organisms.* 

Contraindications : The  drug  is  contraindicated  in  patients  hyper- 
sensitive to  its  components. 

Warnings:  Photodynamic  reactions  have  been  produced  by  tetra- 
cyclines. Natural  and  artificial  sunlight  should  be  avoided  during 
therapy.  Stop  treatment  if  skin  discomfort  occurs.  No  cases 
of  photosensitivity  have  been  reported  with  Tetrex.  With  renal 
impairment,  systemic  accumulation  and  hepatotoxicity  may  occur. 

In  this  situation,  lower  doses  should  be  used.  Tooth  staining  and 
enamel  hypoplasia  may  be  induced  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period  and  childhood). 

Precautions : Bacterial  superinfection  may  occur.  Infants  may 
dev^elop  increased  intracranial  pressure  with  bulging  fontanels. 

In  gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months. 

Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may  occur. 

Usual  Adult  Dose:  250  mg.  q.i.d.  Continue  therapy  for  10  days  in 
beta-hemolytic  streptococcal  infections.  Administer  one  hour  before 
or  2 hours  after  meals. 

Available:  Capsules,  tetracycline  phosphate  complex,  250  mg.,  and 
nystatin,  250,000  units. 

•In  patients  with  increased  susceptibility  to  monilial  infections. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltowir 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 
Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

4^4  WALLACE  LABORATORIES 

xinCranbury,  N.J. 


This  is  the  first* of  a series  of 
informational  articles  on 


THE  MEDICARE  LAW 

PL-89-97 


and  how  it  may  affect  you  and  your  patient 


*T his  first  supplement  was  prepared  by  Ralph  Latimer,  Director  of  Public  Relations,  Colo 
rado  Blue  Cross  and  Blue  Shield. 

Watch  for  additional  supplements  on  how  Medicare  affects  you  and  your  patients. 
Future  articles  will  cover  new  regulations  as  they  are  developed. 


This  is  designed  for  re- 
moval from  RMMJ  and 
we  urge  you  to  place  it 
in  your  permanent  file 


This  supplement  will  answer  many  questions  being  asked 
regarding  Blue  Cross-Blue  Shield,  its  relationship  with  Medicare 
and  whether  or  not  your  patients  should  hold  any  present 
insurance  coverage. 

After  years  of  contention  over  its  merits,  the  Federal  Government’s  program  of  Health 
Insurance  for  the  Aged  has  now  become  law. 

Health-care  benefits  for  the  elderly  are  provided  under  Title  XVIII  of  the  Social  Security 
Amendments  of  1965,  signed  by  the  President  on  July  30th  of  last  year.  Further  health- 
care provisions  are  contained  in  Title  XIX  of  the  Social  Security  health  legislation.  Title 
XIX — known  as  the  Medical  Assistance  Program — embraces  what  is  presently  known  as 
the  Kerr-Mills  benefit  program,  plus  other  state-aided  programs. 

It  provides  for  necessary  hospital  and  medical  services  “at  the  highest  level  existing” 
in  an  individual  state’s  assistance  program.  It  matches  a state,  dollar  for  dollar,  to 
medically  assist  people — regardless  of  age — who  fall  below  a certain  income  level  estab- 
lished by  the  state.  It  also  includes  assistance  for  the  blind,  disabled,  and  dependent 
children  of  the  low  income  group. 

Of  paramount  public  interest,  however,  is  the  Medicare  Program  itself  (Title  XVHI). 
Medicare  becomes  effective  July  1,  1966.  At  that  time,  approximately  19  million  persons 
age  65  and  over  will  be  entitled  to  benefits  for  hospital  care,  out-patient  diagnostic 
service  and  for  certain  health  services  in  the  home.  Benefits  for  care  in  an  extended 
care  facility  (a  qualified  nursing  home  or  convalescent  center  associated  with,  or  part  of, 
a hospital)  will  be  available  on  January  1,  1967. 

Known  as  Part  A of  Medicare,  the  above  benefits  are  provided  to  each  eligible  person 
without  cost  to  him.  With  few  exceptions,  any  person  who  was  born  prior  to  1903,  and 
who  is  now  receiving  Social  Security  or  Railroad  Retirement  benefits  will  be  automati- 
cally covered  under  Part  A.  Those  eligible  for,  but  who  are  not  receiving  Social  Security, 
must  apply  for  Part  A through  local  Social  Security  offices. 

Part  B — Voluntary  Supplementary  Medical  Insurance  Plan — provides  benefit  for  physi- 
cian’s services  and  other  health-care  needs.  Part  B is  provided  only  to  persons  age  65  and 
over  who  specifically  apply  for  it,  and  who  agree  to  pay  $3.00  per  person  per  month.  The 
government  will  match  this  with  an  additional  $3.00  from  federal  funds.  Obviously,  a 
program  of  benefits  valued  at  $6.00  per  month  which  can  be  obtained  for  an  out-of- 
pocket  cost  of  only  $3.00  per  month  should  be  viewed  as  a bargain,  and  all  informed 
sources  are  advising  aged  persons  to  enroll  in  Part  B during  the  current  enrollment 
period  which  ends  March  31,  1966. 

To  facilitate  enrollment  in  Part  B,  the  Social  Security  Administration  is  conducting  a 
massive  direct  mailing  to  all  Social  Security  beneficiaries.  The  mailing  includes  a de- 
scriptive pamphlet  and  pre-identified  enrollment  card  requiring  only  a “yes”  or  “no” 
reply.  To  date,  the  response  has  been  disappointing,  and  the  government  is  concerned 
that  less  than  two-thirds  of  the  persons  who  were  sent  enrollment  cards  have  responded. 
Of  those  who  did  reply,  however,  the  overwhelming  majority  elected  to  enroll.  Although 
the  government  recognizes  that  lack  of  response  can  to  a great  extent  be  attributed  to 
procrastination  on  the  part  of  the  individual  (deadline  for  enrollment  is  three  months 
away),  it  is  nonetheless  worried  that  many  persons  will  inadvertently  miss  out  on  the 
supplementary  medical  insurance  portion  of  the  coverage  through  indecision. 

In  seeking  reasons  for  this  apparent  reluctance  to  enroll,  the  Social  Security  Administra- 
tion recently  conducted  a nationwide  survey  of  5,500  beneficiaries.  The  sampling  included 
those  who  enrolled,  those  who  refused,  and  those  who  failed  to  return  the  enrollment 
card.  When  the  Administration  completes  a study  of  the  results,  it  hopes  to  increase  the 
effectiveness  of  its  present  and  future  enrollment  materials. 


Local  observations  suggest  that  individuals  are  purposely  delaying  return  of  the  Part  B 
enrollment  card  for  the  following  reasons: 

A.  They  are  seeking  the  advice  of  their  physicians,  Blue  Cross  and  Blue  Shield, 
other  insuring  organizations  and  family  and  friends. 

B.  They  are  confused  about  the  $3.00  monthly  premium,  or  feel  they  cannot  afford 
a monthly  charge. 

C.  They  are  fearful  that  their  individual  physicians  will  not  acknowledge  Medi- 
care, or  they  will  not  receive  the  same  high  level  care  they  are  accustomed  to 
receiving  from  their  physicians. 

D.  They  simply  do  not  understand  the  difference  between  Parts  A and  B. 

The  government  faces  still  another  problem.  It  is  estimated  that  nationwide,  there  are 
nearly  five  million  oldsters  who  are  not  presently  receiving  Social  Security  benefits,  but 
who  are,  by  virtue  of  age,  eligible  for  Medicare.  These  individuals  must  make  application 
for  coverage  under  both  Part  A and  Part  B.  The  Social  Security  Administration  has  no 
direct  communications  with  these  persons,  and  it  must,  therefore,  seek  the  cooperation 
of  other  government  agencies  and  public  communications  to  effectively  reach  these  eli- 
gibles. 

In  Colorado,  approximately  162,000  persons  age  65  and  over  will  be  eligible  for  Medicare 
when  it  becomes  effective  July  1.  According  to  local  Social  Security  officials,  over  65% 
of  these  persons  are  now  receiving  Social  Security  benefits,  and  will  automatically  be 
covered  under  Part  A.  They  will  also  receive  enrollment  materials  for  Part  B.  Those 
remaining  must  make  application  for  both  Parts  A and  B. 

A vast  number  of  these  persons  will  be  reached  by  the  Colorado  Blue  Cross  and  Blue 
Shield  Plans  through  distribution  of  newsletters,  to  non-group  and  group  Blue  Cross 
and  Blue  Shield  members.  These  newsletters  summarize  the  benefits  of  Medicare — serve 
to  advise  members  to  continue  their  present  coverage  until  Medicare’s  effective  date,  urge 
enrollment  in  Part  B,  and  outline  the  steps  the  Plans  will  take  in  developing  and  announc- 
ing a Blue  Cross  and  Blue  Shield  program  designed  to  complement  Medicare  benefits. 

The  highlights  of  Medicare  are  as  follows: 

Part  A~Basic  Hospital  Plan 

IN-PATIENT  HOSPITAL  SERVICES:  for  up  to  90  days  in  each  spell  of  ill- 
ness. The  patient  pays  the  first  $40  for  covered  services  for  the  first  60  days, 
plus  $10  a day  for  the  61st  through  the  90th  day.  Hospital  services  include  al- 
most all  those  ordinarily  furnished  by  a hospital  to  its  in-patients.  In-patient 
psychiatric  hospital  service  is  included,  but  there  is  a lifetime  limitation  of 
190  days. 

OUT-PATIENT  HOSPITAL  DIAGNOSTIC  SERVICES:  patient  pays  the  first 
$20  and  20%  of  the  balance  for  diagnostic  tests  given  in  each  20-day  period. 

POST  HOSPITAL  HOME  HEALTH  SERVICES:  up  to  100  visits  during  an 
illness  by  visiting  nurses,  home  health  aides  and  therapists  during  the  365- 
day  period  following  discharge  from  a hospital  or  extended  care  facility  after 
a stay  of  at  least  3 days. 

EXTENDED  CARE  FACILITIES:  after  the  patient  is  transferred  from  a 
hospital,  after  3 or  more  days  stay,  coverage  for  up  to  100  days  in  each  spell 
of  illness,  but  after  the  first  20  days  of  care,  the  patient  will  pay  $5  a day. 


Part  B — Voluntary  Supplementary  Medical  Insurance  Plan 

Patient  pays  first  $50  per  year  and  20%  of  the  cost  of  listed  services.  The 

government  pays  the  remaining  80%  for  the  following  services: 

Doctor’s  services  (at  home,  office  or  hospital). 

Services  and  supplies  that  are  incidental  to  doctor’s  service. 

Diagnostic  x-ray,  laboratory  tests,  and  other  diagnostic  tests. 

X-ray,  radium,  and  radioactive  isotope  therapy. 

Surgical  dressings,  splints,  casts,  etc. 

Rental  of  wheel  chairs,  hospital  beds,  etc.  for  use  in  the  home. 

Ambulance  service  (under  certain  circumstances). 

Artificial  arms,  legs,  eyes,  braces,  certain  other  prosthetic  devices. 

Home  health  care — up  to  100  visits  a year  by  visiting  nurses,  home  health 

aides  and  therapists  (no  prior  hospitalization  required). 

Treatment  of  mental  patients  outside  hospitals— 50%  rather  than  80%  of  cost 

of  services  up  to  a total  of  $250  per  year. 

It  should  be  noted  that  Medicare  benefits  will,  in  a large  measure,  duplicate  Blue  Cross 
and  Blue  Shield  benefits  now  in  effect  for  those  65  and  over.  Therefore,  continuation 
of  Blue  Cross  and  Blue  Shield  in  its  present  form  by  those  covered  under  Medicare  would 
not  be  practical  after  July  1,  1966.  The  Colorado  Plans  are,  therefore,  preparing  a special 
plan  which  will  complement,  rather  than  duplicate.  Medicare  benefits. 

This  special  program  will  assume  that  the  individual  is  eligible  for  benefits  under  both 
Parts  A and  B of  Medicare.  Its  primary  purpose  will  be  to  fill  in  some  of  the  gaps  in 
Medicare  and  to  help  the  Medicare  patient  meet  some  of  the  out-of-pocket  expenses 
required  under  the  government  plan.  Medicare  eligibles  who  do  not  enroll  in  Part  B will 
be  entitled  to  continue  their  present  Blue  Shield  coverage.  However,  from  a practical 
point  of  view,  they  would  be  better  off  under  Part  B since  it  provides  benefits  for  many 
professional  services  not  covered  by  existing  Blue  Shield  Membership  Certificates. 

When  the  details  of  enrollment  procedures  and  benefit  structure  are  finalized,  the  new 
Blue  Cross  and  Blue  Shield  complementary  program  will  be  given  wide  publicity.  In 
the  meantime.  Blue  Cross  and  Blue  Shield  members  would  be  urged  to  continue  their 
present  coverages  until  July  1,  1966,  and  to  enroll  in  Part  B of  Medicare. 

We  have  touched  only  the  basics  of  Medicare.  A vast  amount  of  functional  planning  lies 
ahead.  While  it  is  now  certain  that  the  Colorado  Blue  Cross  Plan  will  serve  as  the  fiscal 
intermediary  for  Part  A,  no  decision  has  been  made  as  to  who  will  serve  in  a similar 
capacity  under  Part  B.  The  Colorado  Blue  Shield  Plan  has  notified  the  Social  Security 
Administration  of  its  desire  to  serve.  At  this  time,  however,  no  decisions  have  been  an- 
nounced by  the  government. 

For  the  moment,  PL  89-97  must  be  looked  upon  only  as  broad  ‘^enabling”  legislation.  At 
the  present  time  six  technicfd  committees  of  the  Department  of  Health  Education  and 
Welfare  are  attempting  to  promulgate  literally  thousands  of  Medicare  regulations  for 
application  of  the  various  programs  to  be  made  operational  under  the  law.  The  AMA  has 
representation  on  each  of  these  technical  committees  and  is  making  an  effort  to  make 
the  rules  and  regulations  as  palatable  as  possible  for  the  medical  profession.  Until  such 
regulations  are  established,  we  would  suggest  that  you  urge  your  patients  to  keep  their 
present  insurance  coverage,  whatever  it  may  he,  but  to  obtain  answers  to  all  other  questions 
on  their  relationship  to  the  Medicare  program  directly  from  the  Social  Security  office 
administering  the  law  at  local  level. 


Proof?  See  inside— 


Only 

Filter  Queen 
deans  the 


DRAMATIC  TEST  PROVES  FILTER  QUEEN  TRAPS 


1  Place  a fresh  Sanitary  Filter  Cone  in  the 
FILTER  QUEEN  container.  (I*  takes  only  a 
moment  to  open  the  machine  and  replace 
the  old  Filter  Cone.) 


2  Now  unfold  a clean  white  handkerchief  and 
drop  it  into  the  Sanitary  Filter  Cone.  (Even 
the  daintiest, sheerest  handkerchief  may  be 
used  with  perfect  safety.)  Then  replace  the 
turret  top  on  the  container. 


3  Now  turn  the  machine  over  to  any  one 
witnessing  the  demonstration,  and  have  her 
start  the  machine  and  apply  the  nozzle  to  any 
place  where  there  is  obvious  dirt  and  dust. 
Keep  themachineoperatingforafull  minute. 


NO  DUST  ON 
HANDKERCHIEF 


filter  traps  dirt 
%;V  in  container. 


Remove  the  top  of  the  container,  and 
lift  out  the  handkerchief.  You'll  find 
it  spotless  as  it  was  when  it  went  in! 
(Where  did  the  dirt  go?  Look  in  the 
bottom  of  the  container.) 


DUST  AS  NO  "VACUUM  CLEANER"  CAN  1 


Revolutionary... and  in  a class  by  itself! 

FOLTIEI^  QUIEEINI 

has  the  scientific  cleaning  features  that 
hospitals  need  most 


All  “vacuum”  cleaners  were  much  the  same  until  the 
FILTER  QUEEN  SANITATION  SYSTEM  was  designed. 
FILTER  QUEEN’S  patented  Sanitary  Filter  Cone  eliminates 
the  need  for  messy  bags,  traps  practically  all  airborne  con- 
taminants passingintothemacliin8(Harvard  Medical  School 
Report  in  Journal  of  the  American  Medical  Association, 
November  25, 1958).* 

Experienced  hospital  housekeepers  know  this  well.  That 
is  why  FILTER  QUEENS  have  replaced  every  type  of 
vacuum  cleaner  in  hundreds  of  hospitals  throughout  the 
world. 

FILTER  QUEEN-has  no  porous  bag  that  permits  dust  and 
dirt  to  reenter  the  room.  FILTER  QUEEN  operates  on  an 
entirely  different  principle,  “Cyclonic  Cleaning  Action.” 
Here's  how  it  works:  Inrushing  air,  laden  with  dirt  and 
dust,  is  deflected  by  a patented  inlet  guide  as  it  enters  the 


container;  then  is  whirled  by  centrifugal  force  away  from 
the  cone.  Dust  and  dirt  are  dropped  to  the  bottom  of  the 
container.  (See  illustration.)  Air,  being  lighter,  is  funnelled 
to  the  center  of  the  “cyclone,"  filters  through  the  Sanitary 
Filter  Cone  and  returns  to  the  room  dust-free. 

Why  not  ask  your  local  FILTER  QUEEN  Distributor  to 
make  the  dramatic  handkerchief  test  (pictured  at  left)  in 
your  hospital?  There  is  no  better  way  to  prove  the  improve- 
ment in  cleaning  ability  between  a FILTER  QUEEN  SAN- 
ITATION SYSTEM  and  a^type  of  vacuum  cleaner.  (You'll 
find  your  distributor  listed  in  the  Yellow  Pages;  or  write 
Health-Mor,  Inc.  direst). 

* Wr®  will  be  glad  to  send  you  a reprint  of  this  report  on  request. 


What  hospital 
administrators  say 
about  FILTER  QUEEN 

“I  heartily  recommend  to  any  hospital  administrator  who  is 
presently  unhappy  with  the  type  of  cleaning  machine  in  use, 
that  he  try  FILTER  QUEEN  for  only  two  days  and  the  machine 
will  sell  itself." 

"The  FILTER  QUEEN  is  great— a very  important  factor  in 
patient  areas,  and  is  constructed  so  as  to  prevent  air  turbu- 
lence of  dust  at  floor  level.  Filtering  of  the  air,  while  in  general 
operation,  is  also  a very  important  and  desirable  factor.” 

“One  of  the  most  pleasing  features  of  the  machine  is  its 
quietness.  We  can  even  clean  in  the  rooms  while  occupied  by 
the  patients,  and  many  have  commented  on  how  pleasant  it  is 
not  to  be  disturbed  by  noisy,  old-fashioned  vacuum  cleaners 
anymore. " 


"The  air  exhaust  at  the  top  of  the  unit  is  a wonderful  fea- 
ture, and  the  Sanitary  Filter  Cone  is  certainly  our  answer  for 
working  in  closely  confined  patient  areas. " 

"We  thought  we  had  a clean  hospital  and  a fairly  good  method 
of  achieving  acceptable  sanitation,  but  this  little  machine 
made  us  revise  our  thinking  and  our  methods." 


"A  quiet  motor  which  possesses  excellent  cleaning  power 
and  the  convenience  of  having  to  clean  out  the  cleaning  com- 
partment only  once  a month,  has  proved  very  advantageous. 
One  of  the  most  important  points  ...  is  that  there  is  no  bag 
to  empty. " 


FIILTEIR  QUEEINi 

In  Csntda:  Filter  Queen  Carp.,  Ltd.,  252  Victoria  Street,  Toronto,  Ont  • In  (Ssiico:  Industriis  Filter  Queen,  S.A.,  Av.  Jardin  #330, Col.  del  Gas,  Mexico  15,  D.F. 

A Product  of  HEALTH-MOR,  INCORPORATED,  203  North  Wabash  Avenue,  Chicago,  Illinois  60601 


Low 

host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  Ilosone* 


Occasionally,  therapeutic  failure  is 
due  to  the  patient’s  inability  to 
mobilize  his  defenses  sufficiently  to 
overcome  infection.  Typical  of  this 
is  the  debilitated  patient,  the 
premature  infant,  or  the  diabetic. 

It  is  in  these  patients  that  the  high 
levels  of  antimicrobial  activity  of 
Ilosone  are  especially  useful.  Ilosone 
has  demonstrated  antibacterial  levels 
two  to  four  times  those  of  erythro- 
mycin base  or  stearate.  Furthermore, 
it  attains  them  earlier  and  maintains 
them  longer.  Even  the  presence  of 
food  does  not  appear  to  affect  the 
activity  of  Ilosone. 


Contraindications:  Ilosone  is  contraindicated  in 
patients  with  a known  history  of  sensitivity  to  this 
drug  and  in  those  with  preexisting  liver  disease 
or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  Ilosone  on  the  alimentary  tract.  Al- 
though allergic  manifestations  are  uncommon  with 
the  use  of  erythromycin,  there  have  been  occasion- 
al reports  of  urticaria,  skin  eruptions,  and,  on  rare 
occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— ^25  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 

Ilosone 

Erythromycin  Estolate 

Additional  information  arailable  to  physicians 
upon  request.  EH  Lilly  and  Company, 

Indianapolis,  Indiana.  501280  
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Ready  for  Medicare? 


Laving  fought  a good  fight — but  lost  it — next 
July,  up  until  now,  has  looked  far  away.  But  it 
isn’t,  and  it  is  not  too  soon  to  do  more  serious 
thinking,  make  some  plans,  and  decide  how  to 
live  with  Medicare!  At  the  recent  special  session 

of  the  AMA  House 
of  Delegates,  a few 
of  our  colleagues 
were  pledged  to  avoid 
all  association  with 
Medicare,  but  the  majority- — and  we  believe  for- 
tunately— are  ready,  though  reluctant,  to  learn 
how  to  live  with  it.  The  October  meeting  was  the 
second  special  session  this  year,  a rare  event  in- 
deed, there  having  previously  been  but  four  spe- 
cial sessions  in  the  AMA’s  long  history.  Col- 
leagues who  would  not  participate  learned  that  if 
as  an  organized  group  they  demanded  non-partici- 
pation, the  group  would  risk  prosecution  under  the 
Sherman  Antitrust  Act. 

This  Journal,  in  its  leading  editorial  of  our 
November  issue,  emphasized  that  participation  or 
non-participation  is  a private  decision  on  the  part 
of  an  individual.  Medicare  will  cross  state  lines,  of 
course,  as  it  involves  nationwide  insurance  carriers, 
health  plans,  and  our  institutions.  This  is  com- 
merce and,  as  such,  organized  doctors  cannot 
legally  interfere  with  it.  There  appears  to  be  two 
alternatives  for  us  to  choose  in  how  to  go  along 
with  the  plan  from  a billing  standpoint.  The  phy- 
sician may  charge  the  usual  regional  fee,  procure 
an  assignment  from  the  patient  and  be  paid  80 
per  cent  of  it  by  the  administering  agency  in  his 
locality.  He  would  then,  if  fortunate,  collect  20  per 
cent  from  the  patient.  Or  he  may  collect  (by  ad- 
vance agreement)  from  the  patient,  give  him  a 
receipt,  and  let  the  patient  claim  reimbursement. 
Some  delegates  are  all  for  giving  the  latter  a trial 
run.  Our  eloquent  past  president  of  the  AMA,  Dr. 
Edward  R.  Annis,  urged  our  working  closely  with 
the  Department  of  Health,  Education  and  Welfare 
(HEW).  How  else,  said  he,  can  we  study  Medi- 
care and  learn  how  ultimately  to  defeat  it?  Other 
delegates  did  not  agree.  Dr.  Annis’  recommenda- 
tion is  in  accord  with  the  action  of  the  AMA  trus- 


tees. Dr.  D.  N.  Sweeney  of  Michigan  made  a com- 
ment for  the  records:  “ . We 

are  reluctant  participants  in  a shotgun  wedding 
between  medicine  and  government.  But  we  want 
to  continue  to  have  a say  in  what  to  name  the 
baby.”  The  best  way  for  us  to  be  assured  of  this 
is  to  do  our  best  to  make  it  work.  From  here  we 
predict  that  it  may  be  one  of  the  most  difficult 
administrative  problems  in  history,  but — if  we  do 
otherwise — our  voices  will  be  less  respected  in  the 
future  when  efforts  are  eventually  made  to  extend 
federal  control  also  to  people  under  65! 


T. 


HE  American  Medical  Association,  through 
its  Judicial  Council,  will  sponsor  a Medical  Ethics 
Essay  Contest,  open  during  this  academic  year  to 
junior  and  senior  students  in  accredited  medical 
schools  in  the  United  States.  The  contest,  to  be 

known  as  the 

1966  Norman  A.  Welch,  MD  Norman  A. 

Essay  Contest  on  Welch,  MD 

Medical  Ethics  Essay  Con- 

test, is  anoth- 
er step  in  the  Judicial  Council’s  Expanded  Pro- 
gram on  Medical  Ethics.  Cash  prizes  totaling 
$1,000  made  possible  by  a special  appropriation 
by  the  AMA’s  Board  of  Trustees,  will  be  awarded 
to  the  winning  essays.  First  prize  will  be  $500, 
second  prize  $300,  and  third  prize  $200. 

The  contest  is  being  named  in  honor  of  the  late 
Norman  A.  Welch,  MD,  a leading  figure  in  Ameri- 
can medicine  for  many  years,  who  died  September 
3,  1964,  while  serving  as  the  II  8th  President  of 
the  AMA.  Complete  contest  rules,  as  well  as  sug- 
gested essay  topics,  are  available  upon  written 
request  from  the  Department  of  Medical  Ethics, 
American  Medical  Association,  535  N.  Dearborn 
Street,  Chicago,  Illinois  60610.  They  also  may  be 
obtained  at  the  offices  of  the  medical  school  deans. 

June  1,  1966,  has  been  set  as  the  deadline  for 
entries  in  the  contest,  which  the  Judicial  Council 


for  January,  1966 
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hopes  will  be  continued  on  an  annual  basis. 
Awards  in  the  1965-66  contest  will  be  announced 
at  the  AMA  Clinical  Convention,  in  November, 
1966.  Judging  of  the  contest  will  be  by  a Medical 
Ethics  Essay  Contest  Committee,  composed  of 
prominent  physicians,  and  by  members  of  the 
Judicial  Council. 


Spare  the  Television 
and  Save  the  Child 


L HE  TEMPERATURE  was  70  degrees  on  that 
cloudless  evening  in  early  June,  and  trees  shaded 
the  yard  from  heat  of  the  low-hanging  sun.  The 
setting  was  ideal  for  a barbecue,  a bike  ride,  a 
walk,  or  a game  of  ball  in  the  gentle  breeze.  I 

bounced  through 
the  front  door  and 
announced  my  ar- 
rival home  from  the 
office,  then  strode 
through  the  kitchen  and  into  the  family  room. 
Sitting  on  the  floor,  clustered  tightly  around  the 
television  were  my  three  children  and  an  equal 
number  of  their  neighborhood  playmates.  They 
remained  oblivious  to  my  presence  as  the  din  of 
hoofbeats  and  yells  provided  background  for  the 
chase  across  the  western  plains. 

On  an  evening  like  this  these  children  should 
be  outside  at  play,  I thought  as  I restrained  myself 
from  putting  my  foot  through  the  picture  tube. 
How  can  these  youngsters  be  held  captive  by 
TV’s  violent  and  pointless  dramas,  and  the 
repetitious  harangue  of  advertisers?  This  twentieth 
century  monster  could  surely  cause  intellectual 
idleness  and  physical  weakness  unless  I as  a 
parent  intervened.  The  next  afternoon  I was  in 
the  county  library,  searching  the  literature  for  any 
basis  to  my  fears. 

I was  appalled  to  learn  from  a report  to  the 
FCC  that  the  average  child  from  the  age  of  five 
till  he  reaches  fourteen  will  have  witnessed  the 
violent  destruction  of  13,000  human  lives  on  TV! 
Facts  indicated  that  children  spend  more  time 
watching  television  than  any  other  activity  ex- 
cepting sleep  and  school.  The  sensitive  and  intro- 
spective child  is  most  likely  to  become  addicted 
to  the  flickering  fantasy  world  of  TV.  1 discovered 
also  that  the  type  of  programs  presented  during 
the  “children’s  hours”  (5  till  9 p.m.)  were  light 
in  intellectual  exchange,  and  that  several  lay 


groups,  such  as  the  NAFBRAT  (National  Associa- 
tion for  the  Betterment  of  Radio  and  Television) 
had  been  formed  to  fight  the  menace  to  our  chil- 
dren of  poor  quality  television  programs. 

Looking  for  more  ammunition  I then  went  to 
our  local  hospital’s  medical  library.  I found  what 
I was  looking  for  in  several  scientific  articles  on 
the  subject  of  children  and  television.  Several 
neurologists  had  reported  television  induced  epi- 
lepsy attacks.  Two  airforce  pediatricians  reported 
a large  number  of  cases  of  what  they  termed  the 
“Tired  Child  Syndrome.”  The  illness  underwent 
prompt  remission  if  the  child  was  sent  out  to  play 
during  the  daylight  hours  or  if  given  a book  to 
read  after  dark.  The  effects  on  physical  fitness 
produced  by  long  hours  in  front  of  the  television 
were  obvious. 

Television  is  capable  of  producing  wholesome 
and  diverting  entertainment  for  our  children,  but 
let’s  not  delude  ourselves  into  thinking  of  it  as  an 
educational  tool.  Several  British  and  American 
authorities  studied  television  as  a teaching  modali- 
ty for  medical  students,  interns,  and  residents. 
They  concluded  that  television  is  not  a substitute 
for  established  methods  of  teaching,  and  to  learn 
effectively,  demonstration  must  be  followed  by 
reading  and  doing.  Furthermore,  knowledge 
gained  from  video  is  apt  to  be  superficial  and 
quickly  forgotten.  Based  on  these  experiences  with 
a select  group  of  students  with  superior  learning 
abilities,  how  can  we  expect  our  children  to  learn 
anything  lasting  or  worthwhile  from  TV? 

America’s  crime  rate  is  among  the  highest  in 
the  world  and  is  rising  steadily.  A senate  subcom- 
mittee reported  that  violence  in  television  is  ir- 
refutably related  to  juvenile  delinquency.  Yet 
parents  are  willing  to  use  the  television  as  a baby 
sitter,  and  without  references  at  that.  Our  chil- 
dren are  guinea  pigs  in  the  experiment  of  televi- 
sion. Never  before  have  youngsters  been  exposed 
to  such  vivid  excesses  of  crime,  violence,  sex, 
wealth,  and  unreality.  I cannot  envision  a good 
result,  and  I agree  with  a statement  made  by 
Senator  Abraham  Ribicoff.  “If  a child  is  permitted 
to  sit  like  a vegetable,  pursuing  moronic  murders 
and  ceaseless  crime,  he  suffers  and  his  parents  do 
too  in  the  end.  Parents  must  learn  to  say  ‘No,  you 
may  not  listen  to  or  look  at  that,’  as  well  as 
‘yes,’  or  just  shrug  and  say  ‘O.K.’  ” 

ROBERT  V.  BROADBENT.  MD 

Reno,  Nevada 
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Diagnosis  and  management  of 
functional  indigestion 

Edward  J.  Donovan,  MD,*  Denver 


One  of  the  most  common  and  at  times  the  most 
difficult  problems  of  diagnosis  and  therapy  is 
functional  indigestion  of  a patient.  The  majority 
of  patients  who  consult  a physician  for  gastroin- 
testinal symptoms  will  be  found  to  have  a structur- 
ally and  organically  sound  gastrointestinal  tract, 
but  suffer  from  numerous  symptoms  as  a result  of 
physiological  dysfunction.  This  dysfunction  is  the 
result  of  autonomic  nervous  system  imbalance 
acting  to  produce  motor,  secretory  and  vascular 
system  malfunction  in  the  organs  involved. 

Patients  with  functional  disorders  frequently 
receive  little  medical  attention  adequately  orient- 
ed to  relieve  them  of  their  distressing  symptoms. 
This  is  a direct  reflection  of  past  and  current  med- 
ical school  teaching  wherein  little  time  is  spent  in 
properly  instructing  young  physicians  in  the  diag- 
nosis and  treatment  of  functional  problems  other 
than  to  refer  them  to  the  already  overburdened 
psychiatric  service.  It  is  small  wonder  then,  that 
the  majority  of  practicing  physicians  directly  in- 
volved in  the  care  of  this  large  group  of  patients 
feel  a sense  of  inadequacy  and  frustration  in  their 
management.  One  of  the  great  tragedies  of  our 
profession  is  the  current  trend  of  medical  teaching 
that  emphasizes  laboratory  reports  rather  than  de- 
velopment of  the  ability  of  the  young  physician  to 
sit  down  and  record  an  accurate  history  and  phys- 
ical examination  from  his  patient  in  an  atmosphere 
of  sympathy,  compassion,  and  understanding.  To 
understand  and  recognize  functional  gastrointes- 
tinal problems  a physician  must  have  a sound 
knowledge  of  organic  disease,  but  therapeutically 
more  important  is  a generous  endowment  of  the 
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above  qualities  that  form  the  foundation  of  the 
art  of  medicine. 

Diagnosis 

The  diagnosis  of  a functional  gastrointestinal 
problem  should  be  suggested  to  the  physician 
when,  after  a careful  history  and  physical  ex- 
amination, supported  by  laboratory  and  radio- 
graphic  reports  adequate  enough  to  satisfy  his 
conscience  and  reassure  the  patient,  no  evidence 
of  organic  disease  that  explains  the  patient’s  symp- 
toms is  found.  Such  a diagnosis  can  and  should 
be  made  at  the  end  of  a careful  history  and  physi- 
cal examination,  but  its  confirmation  depends 
upon  a thorough  analysis  of  each  individual’s 
problem.  Organic  disease  within  the  gastro- 
intestinal tract  may  closely  mimic  functional  dis- 
ease, and  the  latter  is  often  a complicating  as- 
sociation of  organic  disease,  and  the  two  must  be 
accurately  separated  for  successful  management 
of  such  patients.  The  following  significant  ob- 
servations obtained  in  the  history  and  physical 
examination  are  helpful  in  alerting  the  physician 
to  the  probability  of  a functional  gastrointestinal 
problem. 

General  observations 

1.  Elimination  of  organic  disease  adequate  to 
explain  the  patient’s  symptoms  by  careful 
history  and  confirmed  by  suitable  physical, 
laboratory,  and  roentgenological  examina- 
tions. 

2.  Long  continued  symptoms  without  signifi- 
cant impairment  in  the  patient's  general 
health. 

3.  History  of  numerous  previous  studies  re- 
peatedly inadequate  to  explain  patient’s 
symptoms. 

4.  Functional  disturbance  strongly  suggested 
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in  the  presence  of  globus,  aerophagia, 
functional  vomiting,  and  hysterical  bloating. 

5.  Failure  of  the  symptoms  to  conform  to  the 
pattern  of  any  recognizable  organic  disease. 

6.  Pain  with  bizarre  radiation  to  anatomically 
unrefated  areas. 

7.  Pain  (often  constant)  characterized  by 
burning. 

8.  Close  relationship  of  symptoms  to  stress  and 
emotional  upsets. 

9.  Abnormal  emotional  reaction  to  the  symp- 
toms. 

10.  Constancy  of  symptoms  (often  over  years). 

1 1.  Disappearance  of  symptoms  at  night. 

12.  Bizarre  timing  of  symptoms. 

13.  The  occurrence  of  gastrointestinal  symptoms 
in  a patient  with  other  symptoms  of  an 
emotional  disorder.  These  include  chronic 
fatigue,  nervousness,  anxiety,  tension,  head- 
ache, insomnia,  light  headedness,  tremor, 
numbness  in  toes  and  fingers,  palpitation, 
blushing,  tachycardia,  sighing  respiration, 
axillary  sweating,  cold  clammy  hands  and 
feet,  and  neuropsychiatric  symptoms. 

14.  The  patient  who  brings  in  a list  of  com- 
plaints referable  to  various  bodily  systems 
rather  than  symptoms  limited  to  one  organ. 

15.  Recurrence  of  symptoms  a few  months 
after  an  operation. 

16.  History  of  many  operations  or  of  taking  a 
large  number  of  medications. 

17.  History  of  not  being  able  to  take  any  medi- 
cation or  of  strange  and  unusual  reactions 
to  any  treatment  or  an  inability  to  be  helped 
by  large  doses  of  any  medication. 

18.  Patient  with  a history  of  migraine  or  bilious 
vomiting. 

19.  The  teen  aged  boy  always  accompanied  by 
his  mother. 

20.  The  60  year  old  woman  who  attempts  to 
look  and  act  like  an  18  year  old  girl. 

21.  Patient  who  sits  on  the  edge  of  the  chair 
anticipating  each  question. 

2.  An  oversolicitous  spouse  or  relative. 

3.  The  wife  or  husband  who  is  present  and 
answers  questions  for  the  patient. 

24.  The  patient  who  describes  severe  pain  with 
a smile. 

25.  The  patient  who  must  have  an  immediate 
appointment,  who  considers  his  problem  a 
grave  emergency,  even  though  he  has  had 
the  symptoms  for  months  or  even  years. 

26.  The  female  patient  whose  husband  makes 
the  appointment. 

27.  The  patient  who  does  not  look  sick  or 
worried. 

28.  The  patient  who  always  has  “terrible”  pains, 
“horrible”  aches,  and  all  symptoms  are 
“terrific.” 

Physical  examination 

1.  Vital  Signs:  Among  the  vital  signs  of  signifi- 
cance are  the  presence  of  a rapid  pulse. 


elevation  of  blood  pressure,  temperature  of 
90  to  100,  and  nervous  sighing  type  of 
respiration. 

2.  Skin  and  Appendages:  Blushing,  flushing  of 
the  neck,  dermographism,  excessive  per- 
spiration, and  neurodermatitis  are  all  hall- 
marks of  an  overactive  autonomic  nervous 
system.  Chronically  chewed  nails  indicate 
much  inner  tension. 

3.  Eyes:  Widely  dilated  pupils,  tics  and  twitch- 
es, and  fluttering  eyelids.  The  inappropriate 
use  of  dark  glasses  commonly  is  seen  in 
neurotic  individuals. 

4.  Mouth  and  Throat:  Perioral  quivering, 
vocal  tremor,  whining  or  weepy  voice,  and 
overactive  gag  reflex.  Extensive  dental  caries 
may  indicate  patient’s  fear  of  going  to  the 
dentist  rather  than  lack  of  finances  to  do  so. 

5.  Chest:  Overactive  heart  on  auscultation  and 
positive  evidences  of  the  hyperventilation 
syndrome. 

6.  Abdomen:  Multiple  scars  of  previous  sur- 
gery, aerophagia  with  belching,  hyperre- 
action to  abdominal  examination,  and  the 
“tender  aorta  syndrome.” 

7.  Rectum  and  Genitalia:  Hyperreaction  to  ex- 
amination, particularly  pelvic  examination. 
An  intact  hymen  in  a married  woman  of 
some  duration.  Normal  stool  on  procto- 
scopic examination  with  diarrhea  history. 

Following  the  careful  history  and  physical  ex- 
amination of  the  patient  the  diagnostic  studies 
needed  must  be  dictated  by  a highly  individualized 
analysis  of  that  particular  patient’s  problem.  Com- 
plete diagnostic  studies  are  necessary,  not  only  so 
that  proper  treatment  may  be  planned,  but  also 
because  of  the  therapeutic  value  of  being  able  to 
reassure  the  patient  on  the  absence  of  organic 
disease.  Thus,  the  need  for  additional  examina- 
tions such  as  endoscopy,  jejunal  biopsy,  pancre- 
atic secretion  study,  and  duodenal  drainage  will 
be  dictated  by  a careful  analysis  of  the  patient’s 
symptoms.  It  is  equally  important  that,  in  the 
presence  of  other  organic  disease  in  the  digestive 
tract,  such  as  cholecystic  disease,  peptic  ulcer, 
diverticulitis,  and  pancreatitis,  a coexisting  func- 
tional problem  be  recognized  and  the  two  ade- 
quately separated  and  individually  treated. 

Management 

The  aim  of  treatment  is  the  elimination  of  all 
the  causative  factors  and  therefore  must  be  highly 
individualized.  The  concept  that  in  nearly  all  cases 
there  is  a combination  of  somatic  and  psychic 
factors  is  an  important  one.  Neglect  of  one  or  the 
other  has  been  responsible  for  most  of  the  thera- 
peutic failures  in  the  management  of  this  commori 
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problem.  It  cannot  be  emphasized  too  strongly 
that  successful  therapy  makes  it  mandatory  to 
treat  the  entire  individual  rather  than  just  his 
symptoms.  It  is  certainly  true  that  a diagnostic 
problem,  a psychosomatic  problem,  and  a thera- 
peutic gastrointestinal  problem  demand  the  skill 
of  a physician  who  is  competent  and  willing  to 
handle  all  three  issues. 

There  are  three  important  phases  of  therapy, 
all  of  which  are  equally  important — the  diagnosis 
must  be  definitely  established;  the  cause  must  be 
thoroughly  determined;  and  the  treatment  must  be 
adequate.  A detailed  history  and  careful  physical 
is  the  only  way  to  lay  the  foundation  for  an  ac- 
curate diagnosis  of  the  patient  with  gastrointestinal 
symptoms.  The  physician  must  be  positive,  final, 
and  unequivocal  in  his  evaluation  of  such  patients 
and  this  can  only  be  based  upon  a highly  individ- 
ualized approach  to  each  patient  and  his  problem. 
The  application  of  the  proper  supplementary  diag- 
nostic studies  needed  to  adequately  reassure  both 
physician  and  patient  of  the  correctness  of  the 
diagnosis  of  a functional  gastrointestinal  problem 
can  only  be  dictated  by  such  an  approach. 

The  etiological  factors  involved  in  most  func- 
tional gastrointestinal  problems  fall  into  two  cate- 
gories; namely,  psychogenic  and  abuse  of  the 
gastrointestinal  tract.  The  two  principal  factors 
concerned  with  the  nervous  and  emotional  causes 
are  the  quality  of  the  individual  and  the  quantity 
of  the  trauma.  The  causes  of  such  emotional 
stress  are  to  be  found  in  careful  evaluation  of  the 
marital,  financial,  occupational,  sexual,  and  re- 
ligious factors  in  addition  to  fear  of  disease,  con- 
flicts with  parents  or  “in-laws,”  and  economic  or 
social  complications  of  physical  disability.  The 
taking  of  a careful  family,  marital,  and  social  his- 
tory provides  the  physician  with  an  easy  excuse  to 
touch  on  potentially  sensitive  areas  without 
arousing  the  antagonism  of  the  patient.  If  the 
area  of  conflict  is  obscure,  the  patient  may  be 
told  that,  at  times,  symptoms  such  as  his  may  be 
due  to  tension  or  stress,  and  he  may  be  asked 
whether  he  is  aware  of  any  particular  stress  or 
strain.  Abuse  of  the  gastrointestinal  tract  is  to  be 
found  in  a whole  host  of  irritating  chemical  or 
mechanical  factors  such  as  diet,  drugs,  laxatives, 
enemas,  improper  eating  habits,  and  surgical  or 
obstetrical  procedures. 

In  the  treatment  of  such  patients  the  physician 
has  at  his  disposal  several  avenues  of  approach; 
(1)  psychologically,  in  which  he  attempts  to  un- 
cover and  resolve  sources  of  emotional  stress  and 


tension;  (2)  somatically,  in  which  he  applies  the 
large  armamentarium  of  available  drugs,  in  ad- 
dition to  correcting  the  abusive  factors  irritating 
the  gastrointestinal  tract  and  (3)  socially,  where- 
by attempts  are  made  to  modify  the  social  and 
environmental  factors  of  stress.  It  must  be  empha- 
sized that,  with  the  exception  of  sedatives,  drugs 
have  a relatively  unimportant  place  in  the  therapy 
of  functional  gastrointestinal  problems,  and  the 
majority  of  these  patients  are  over-medicated  as 
well  as  over-operated.  The  majority  of  therapeutic 
failures  occur  because  attention  is  focused  on  the 
symptoms  and  not  the  cause.  The  conflicts  which 
cause  functional  disorders  are  always  psychologi- 
cal, and  it  is  useful  for  purposes  of  management  to 
distinguish  between  conflicts  in  which  the  principal 
source  of  stress  is  intrinsic  and  those  in  which  it  is 
extrinsic.  In  those  of  extrinsic  origin  the  symp- 
toms are  of  more  recent  onset,  are  usually  closely 
correlated  in  time  of  onset  with  the  development 
of  the  conflict  situation,  are  more  pronounced 
when  in  contact  with  the  stress  source,  and  tend 
to  subside  when  the  patient  is  alone  and  unoc- 
cupied. Those  of  intrinsic  origin  are  usually  deep 
and  reflect  poor  emotional  adjustment  in  infancy, 
childhood  or  adolescence.  One  usually  obtains  a 
history  of  an  unhappy  or  disturbed  childhood, 
long  standing  neurotic  disturbances,  frequent  ner- 
vous breakdowns,  multiple  marriages,  and  other 
evidences  of  inadequate  social  and  psychological 
adjustment.  As  a result  of  such  background  the 
patient’s  symptoms  are  usually  more  pronounced 
when  alone  and  unoccupied.  If  the  conflict  factors 
are  predominantly  intrinsic  in  origin  the  patient 
may  best  be  treated  with  the  additional  help  of  a 
competent,  sympathetic,  and  understanding  psy- 
chiatrist. 

Summary 

The  important  principles  involved  in  the  diag- 
nosis and  management  of  patients  with  the  com- 
mon problem  of  functional  gastrointestinal  dis- 
orders have  been  discussed.  The  cornerstone  of 
diagnosis  rests  upon  a careful  and  thorough  initial 
history  and  physical  examination,  which  dictates 
the  necessary  additional  diagnostic  studies  needed 
to  confirm  such  an  impression.  The  relatively 
minor  effectiveness  in  therapy  of  numerous  and  ex- 
pensive drugs  is  emphasized,  and  the  hope  ex- 
pressed that  the  patient  may  be  fortunate  enough 
to  consult  a kind,  sympathetic,  and  understanding 
physician  who  will  treat  him  somatopsychically 
instead  of  psychosomatically.  • 
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Echoencephalography  in  a large  city  hospital* 


Lowell  H.  Hansen,  MD,  and  Joseph  H.  Holmes,  MD,  Denver 


Application  of  an  old  physical  principle 
to  modern  radiologic  diagnostic  technic 

The  use  of  sound  waves  in  the  detection  of  spe- 
cific objects  or  interfaces  has  been  known  for  a 
number  of  years.  Bats  have  been  using  it  for  ages 
to  keep  from  flying  into  the  side  of  the  cave.  It 
was  apparently  first  used  by  man  during  wartime 
for  the  detection  of  submarines  by  sonar.  Its 
peacetime  uses  include  the  location  of  schools  of 
fish,  depth  sounding,  for  materials  testing,  and  for 
evaluating  the  fat  content  of  meat  in  cattle. 

The  medical  use  of  sound  waves  is  of  more  re- 
cent origin.  In  1942,  Dussik^  was  the  first  re- 
corded investigator  to  experiment  with  ultrasonic 
waves  in  the  detection  of  intracranial  lesions.  His 
technic,  which  involved  immersing  the  upper  part 
of  the  patient’s  head  and  the  transducers  in  a 
water  bath,  was  abandoned  as  somewhat  unwieldy 
and  impractical  for  routine  use.  Some  work  was 
subsequently  done  by  Japanese  investigators, ^ but 
echoencephalography  as  we  know  it  today  was  de- 
veloped primarily  by  Leksell  in  1954.^  Further 
corroborative  studies  have  been  carried  out  by 
Ford  and  Ambrose,^  Gordon,®  de  Vlieger,®  Gross- 
man,'^  and  others  with  a reported  accuracy  of  90- 
95  per  cent  in  detecting  midline  shift.  While  com- 
pound scan  ultrasonography,  which  has  been  ef- 
fectively used  in  examining  other  parts  of  the 
body,  offers  the  ideal  approach  to  detecting  intra- 
cranial lesions,  its  development  is  still  in  an  in- 
vestigative stage.  It  is  our  primary  purpose  to  dis- 
cuss echoencephalography  as  used  in  a large  city 
hospital  and  the  various  problems  encountered  in 
establishing  the  technic. 

Principles 

When  ultrasonic  waves  are  generated  by  puls- 
ing a ceramic  crystal  and  then  transmitted  through 
a tissue  medium,  there  is  no  reflection  until  an 
interface  is  met.  If  the  interface  is  at  right  angles 
to  the  transmitted  signal,  the  echo  will  be  re- 
flected directly  back  to  the  crystal  which  then 
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acts  as  a receiver.  However,  an  interface  not  at 
right  angles  will  scatter  the  signal  and  only  minute 
echoes  will  return  to  the  source. 

When  ultrasonic  waves  at  a frequency  of  1 
megacycle  are  pulsed  into  the  head,  there  are  3 
major  echo-producing  interfaces:  the  outer  table 
of  the  skull,  the  inner  table,  and  a midline  echo 
representing  the  third  ventricular  walls,  septum 
pellucidum,  or  calcium  in  the  pineal  gland.  When 
sensitivity  is  increased,  then  additional  echoes  may 
appear  such  as  those  at  the  lateral  ventricle-brain 
interface.  Each  one  of  these  is  capable  of  re- 
flecting an  ultrasonic  pulse  back  to  the  source 
since  they  are  at  right  angles  to  the  transmitted 
signal  when  applied  to  the  side  of  the  head.  In 
addition  to  these  normally-occurring  interfaces,  an 
echo-producing  interface  may  exist  between  the 
brain  and  a subdural  hematoma  or  tumor. 

By  use  of  a receiver-amplifler  system,  the  echo 
information  is  displayed  on  an  oscilloscope  screen. 
The  distance  an  ultrasonic  impulse  travels  from 
its  source  to  the  point  of  reflection  may  be  visual- 
ly translated  into  a peak  along  a line  whose  dis- 
tance is  calibrated  to  give  an  accurate  measure 
of  the  distance  to  the  interface.  A photograph 
may  be  made  of  the  tracing  and  used  for  calcula- 
tions and  a permanent  record.  Several  instru- 
ments are  commercially  available  for  this  pur- 
pose. There  are  controls  for  varying  the  intensity 
of  the  transmitted  and  received  signals,  the  time 
scale,  etc.  The  echoencephalograph  is  equipped 
with  2 transducers,  only  one  of  which  originates  a 
pulsed  ultrasonic  signal.  The  second  is  used  as  a 
receiver  for  calibrating  the  machine. 

Technic 

The  patient  is  made  comfortable  so  that  his 
head  can  be  held  still  for  a short  period  of  time. 
The  primary  site  of  application  of  the  transducer 
is  at  the  upper  anterior  edge  of  the  ear.  In  this 
position,  the  midline  is  usually  found  to  be  one 
or  both  walls  of  the  third  ventricle  and  may  be  a 
single  or  a double  echo  (M  echo).  It  is  the  easiest 
midline  echo  to  obtain.  A midline  signal  may  also 
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be  obtained  from  a site  approximately  2 cm.  above 
the  first  site.  The  signal  here  is  more  difficult  to 
obtain  and  is  probably  from  the  septum  pellucid- 
um.  In  this  position,  echoes  may  also  arise  from 
the  walls  of  the  lateral  ventricles.  At  a third  posi- 
tion, between  the  first  two  and  1 to  2 cm.  pos- 
teriorly, good  midline  echoes  may  be  obtained, 
possibly  from  the  pineal  gland.  The  transducers 
are  applied  to  the  first  position  on  both  sides  of 
the  head  after  moistening  with  a lubricant.  With 
the  machine  set  for  calibration,  the  echo  at  the 
transmitting  side  is  set  at  zero,  since  this  repre- 
sents the  transducer-skin  interface.  The  second 
echo  represents  the  time  required  for  the  signal 
to  traverse  the  skull  and  be  received  by  the  other 
transducer.  This  is  the  same  time  that  would  be 
required  for  a signal  to  be  reflected  from  the  true 
midline  and  return  to  the  transmitter.  The  sec- 
ond echo  is  therefore  adjusted  so  that  it  is  in  the 
middle  of  the  scale.  A time  exposure  is  taken  with 
a Polaroid  camera.*  The  receiving  transducer  is 
then  put  aside  and  the  controls  set  for  sending 
and  receiving  a signal  from  the  transmitting  trans- 
ducer. By  arbitrary  agreement,  the  signal  is  made 
upright  when  transmitted  from  the  right  and  in- 
verted when  transmitted  from  the  left.  The  trans- 
ducer is  applied  to  the  proper  site  and  moved 
slightly  until  a prominent  midline  echo  is  obtained 
along  with  a good  signal  from  the  opposite  inner 
table.  A second  exposure  is  made.  The  signal  is 
then  inverted  by  flipping  a switch  and  the  same 
procedure  is  carried  out  on  the  left,  making  a 
third  exposure.  The  film  is  then  developed  and 
removed.  The  entire  procedure  can  usually  be 
performed  in  less  than  five  minutes. 

Measurements  are  made  as  follows:  (See  Fig. 
1)  On  the  tracing  made  from  the  right  side, 
distance  A is  measured  from  the  midline  to  the 
opposite  inner  table,  which  would  be  the  left 
side.  A'  is  the  distance  from  the  midline  to  the 
right  inner  table  measured  on  the  tracing  made 
from  the  left  side.  Distance  A minus  A'  divided 
by  2 is  the  amount  of  shift  of  the  midline.  A minus 
value  would  represent  shift  to  the  left;  a positive 
value,  a shift  to  the  right.  A midline  shift  of  less 
than  3 mm.  is  considered  within  normal  limits. 
A 3 mm.  shift  is  borderline  and  anything  over 
3 mm.  is  considered  a significant  shift. 

In  performing  echoencephalography,  we  have 
discovered  that  certain  factors  must  be  con- 
sidered in  obtaining  an  accurate  record.  First  of 

* This  has  been  done  only  in  the  latter  part  of  the  study  in 
order  to  serve  as  a reference  point  for  identifying  the  true 
midline. 


Fig.  1.  Normal  echoencephalogram,  demonstrating 
method  of  measurements. 

all,  the  transducers  must  be  covered  completely 
with  a lubricant  so  that  all  air  is  eliminated  from 
between  the  transducer  and  the  skin.  Otherwise, 
a strong  signal  will  not  be  transmitted  into  the 
head.  Second,  the  sensitivity  of  the  machine  should 
be  turned  low  so  as  to  obtain  only  the  strongest 
echoes.  A higher  sensitivity  results  in  many  con- 
fusing echoes  hard  to  differentiate.  Third,  the 
shape  of  the  skull  or  the  presence  of  surgical  de- 
fects may  influence  the  tracing  and  such  pictures 
should  be  interpreted  with  reservation. 

It  is  obvious  that  one  should  be  sure  he  is  ob- 
taining an  echo  from  the  midline  structures  in 
order  to  achieve  an  accurate  recording.  This  is 
not  always  as  easy  as  it  might  appear.  At  times, 
one  can  get  a very  strong  echo  from  the  wall  of 
the  lateral  ventricle.  At  other  times,  the  midline 
echo  is  very  weak,  due  to  tilting  of  the  third 
ventricle  wall  or  scattering  of  the  signal  by  other 
interfaces.  We  have  found  that  the  midline  echo 
is  more  difficult  to  obtain  in  cases  of  very  severe 
trauma  to  the  brain.  If  the  echo  has  pulsation  it 
is  more  apt  to  be  the  true  midline.  When  there  is 
true  midline  displacement,  the  two  midline  echoes 
should  straddle  the  calibration  midline. 

Results 

From  November  5,  1964,  to  March  26,  1965, 
we  performed  200  echoencephalograms.  The 
series  was  not  unselected,  since  we  were  only 
doing  examinations  on  patients  with  suspected 
intracranial  pathology.  At  the  present  time,  we 
are  trying  to  do  echoencephalograms  on  all  pa- 
tients sent  to  the  Radiology  Department  for  skull 
films.  Since  we  have  had  five  false  positives,  we 
are  also  attempting  to  get  repeat  tracings  by  a 
different  examiner  in  all  cases  of  a positive  shift. 
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At  present,  the  procedure  is  done  by  a physician. 
Several  x-ray  technicians  know  the  mechanical 
procedure  and  are  able  to  do  it  satisfactorily. 
However,  we  do  not  feel  that  it  has  reached  the 
stage  where  a technician’s  results  are  completely 
reliable,  especially  since  our  own  technic  is  sub- 
ject to  occasional  doubt.  It  is  said  that  the  op- 
erator should  perform  about  200  examinations 
before  considering  himself  proficient  and  we 
would  agree. 

In  our  first  200  cases,  we  obtained  the  following 
results:  (Table  I)  Of  27  positive  shifts  of  the  mid- 
line, over  3 mm.,  1 1 were  proven  by  angiography 
to  be  correct,  5 were  false  positives,  and  1 1 had 
no  further  studies  to  prove  whether  they  had  a 
shift  or  not.  These  did  not  have  enough  clinical 
indication  to  warrant  angiography.  The  false  posi- 
tives generally  were  due  to  misinterpretation  of 
a signal  from  the  lateral  ventricle  as  coming  from 
the  midline.  We  think  we  have  learned  from  this 
experience  to  differentiate  the  two  echoes  more 
accurately  at  this  time,  which  is  borne  out  by  the 
fact  that  4 of  the  5 false  positive  occurred  in  thhe 
first  100  cases.  Of  the  11  proven  cases,  there  were 
2 brain  tumors,  5 acute  subdural  hematomas,  1 
chronic  subdural  hemotoma,  and  3 intracranial 
hemorrhages. 

TABLE  I 

RESULTS  IN  200  CASES 


PROVED 

UNPROVED 

false 

TOTAL 

Positive  Shift 
(over  3 mm.) 

11 

11 

5 

27 

No  Shift 

(under  3 mm.) 

22 

135 

1 

158 

Borderline 
(3  mm.) 

7 

1 

8 

Inconclusive 

7 

Total 

200 

Of  158  patients  with  no  apparent  shift,  less 
than  3 mm.,  22  were  proved  by  angiography  or 
a calcified  pineal  gland  to  have  had  no  shift,  135 
were  not  studied  by  other  diagnostic  technics,  and 
there  was  1 false  negative.  On  review,  this  case 
was  a poor  tracing  and  should  probably  have 
been  regarded  as  inconclusive.  In  addition,  it 
was  not  confirmed  by  a repeat  tracing.  Seven 
studies  were  inconclusive  because  of  the  lack  of 
a good  midline  echo,  8 had  borderline  shifts  of 
3 mm.,  of  which  7 had  no  angiogram.  One  of  these 
had  a skull  defect  which  apparently  resulted  in 
a false  reading.  One  had  a positive  angiogram 
showing  a shift  in  the  same  direction  which  the 


echoencephalogram  indicated,  but  about  10  mm., 
rather  than  3 mm. 

We  would  like  to  present  several  case  reports 
to  illustrate  that  echoencephalography  can  con- 
tribute significantly  to  a diagnostic  evaluation  of 
patients  with  suspected  intracranial  pathology. 

Case  reports 

Case  1.  A 73  yr.  old  white  female  entered  the 
hospital  complaining  only  of  loss  of  memory  and 


r/g.  2.  Case  1.  Echoencephalogram,  showing  a 
marked  shift  of  the  midline  echo  to  the  left. 


Fig.  3.  Case  1.  A.P.  view,  right  carotid  angiogram, 
showing  marked  shift  of  the  ant.  cerebral  vessels 
to  the  left  and  a "tumor  stain”  in  the  right  frontal 
region. 
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slight  left  leg  weakness.  Examination  revealed  slight 
left-sided  weakness  and  questionable  papilledema. 
An  echoencephalogram  revealed  a shift  to  the  left 
of  about  10  mm.  (Fig.  2).  A skull  x-ray  was  nega- 
tive. A brain  scan  done  at  Colorado  General  Hospital 


Fig.  4.  Case  1.  Lateral  view,  right  carotid  angio- 
gram, demonstrating  a “tumor  stain”  in  the  right 
frontal  lobe. 


showed  an  area  of  increased  activity  deep  in  the 
right  frontal  lobe.  A carotid  angiogram  revealed  a 
tumor  mass  deep  in  the  right  frontal  lobe  (Figs.  3 & 
4).  At  surgery,  a Grade  III  astrocytoma  was  in- 
completely excised.  Postoperative  radiation  resulted 


Fig.  6.  Case  2.  A.P.  view,  left  carotid  angiogram. 
There  is  a right  parietal  fracture.  However,  the 
poorly-filled  vessels  show  a midline  shift  to  the  right 
due  to  a chronic  left  subdural  hematoma.  (Re- 
touched.) 

in  considerable  improvement.  Recently,  repeat  trac- 
ings have  shown  no  shift  of  the  midline.** 

Case  2.  A 60  yr.  old  man  fell  while  intoxicated, 
became  comatose,  then  regained  consciousness.  Ex- 
amination revealed  a dilated  left  pupil  and  a right 
Babinski  response.  A skull  x-ray  showed  a fracture 
of  the  right  parietal  region.  The  echoencephalogram 
indicated  a 5 mm.  shift  toward  the  right,  the  side  of 

**  After  preparation  of  this  paper,  the  patient  sufEered  a 
recurrence  of  the  tumor,  confirmed  by  a midline  shift  on 
repeat  echoencephalogram. 


Fig.  5.  Case  2.  Echoencephalogram.  showing  a shift  Fig.  7.  Case  3.  Echoencephalogram.  showing  a shift 
of  the  midline  echo  to  the  right.  of  the  midline  to  the  right. 
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Fig.  8.  Case  3.  A.P.  view,  left  carotid  angiogram, 
showing  a shift  of  the  midline  to  the  right  due  to  an 
acute  left  subdural  hematoma. 


the  fracture,  and  this  was  confirmed  on  repeat  trac- 
ings (Fig.  5).  Subsequently,  a carotid  angiogram 
revealed  a moderately  large  chronic  subdural  hema- 
toma on  the  left  (Fig.  6).  Surgery  confirmed  the 
presence  of  about  75  cc.  of  old  hematoma  on  the 
left.  On  the  right  was  a very  small  amount  of  old 
blood.  The  patient  improved  considerably  following 
surgery. 

Case  3.  A 42  yr.  old  Negro  male  was  found  un- 
conscious. There  was  no  family  or  friend  to  give  a 
history.  An  echoencephalogram  showed  a 4 mm. 
shift  to  the  right  (Fig.  7).  A left  carotid  angiogram 
confirmed  the  presence  of  a shift  due  to  an  acute 
subdural  hematoma  (Fig.  8).  The  patient  responded 
well  following  evacuation  of  the  hematoma. 

Summanj 

Based  on  an  initial  series  of  200  cases,  we  have 
confirmed  observations,  made  previously  by  other 
investigators,  of  some  of  the  advantages  and  dis- 
advantages of  echoencephalography. 

Advantages:  1.  The  machine  is  portable  and 
may  be  used  anywhere  in  the  hospital,  such  as 
the  emergency  room,  ward,  or  surgery,  with  much 
less  trouble  than  a portable  radiographic  unit. 

2.  The  examination  time  is  short,  being  less 
than  that  required  for  ordinary  skull  films. 

3.  It  is  completely  safe  and  may  be  performed 
repeatedly  with  no  danger  or  discomfort  to  the 


patient.  It  provides  a feasible  approach  for  re- 
peated studies  in  following  head  injuries  and 
post-craniotomy  cases. 

4.  It  is  useful  as  a screening  procedure  in  cases 
where  further  workup  may  not  seem  indicated  be- 
cause of  a lack  of  localizing  signs  or  the  presence 
of  confusing  symptoms.  It  may  be  more  useful  as 
a screening  procedure  in  head  injuries  than  a 
routine  skull  film,  especially  when  serial  measure- 
ments are  made. 

5.  It  has  been  used  in  many  instances  to  pro- 
vide supplemental  information  in  patients  with  an 
abnormal  EEG. 

6.  As  a screening  procedure,  it  may  also  indi- 
cate additional  studies  that  would  be  most  in- 
formative. For  instance,  a shift  to  the  right  would 
call  for  a left  carotid  angiogram.  A suspicion  of 
ventricular  dilatation  would  indicate  a pneu- 
moencephalogram . 

7.  The  day  will  probably  come  when  the  ex- 
amination may  be  performed  by  a technician  with 
a suspected  shift  only  being  confirmed  by  a re- 
peat examination  by  a physician. 

8.  There  was  only  1 known  false  negative, 
which  suggests  its  effectiveness  when  used  as  a 
screening  procedure. 

Disadvantages:  1.  There  is  occasional  difficulty 
in  obtaining  a definite  midline  echo  (7  out  of  200 
in  this  series). 

2.  There  is  difficulty  in  eliminating  other  con- 
fusing echoes.  In  this  regard,  it  must  be  ascer- 
tained that  the  echo  is  not  from  the  lateral  ven- 
tricle wall  and  interpreted  as  the  midline. 

3.  Its  diagnostic  usefulness  is  limited  to  those 
lesions  with  a midline  shift,  or,  in  some  cases, 
ventricular  dilatation.  In  cases  of  bilateral  sub- 
dural hematoma,  there  may  be  no  shift  of  the 
midline  in  spite  of  a significant  lesion.  With  more 
experience,  this  might  be  overcome  by  obtaining 
an  echo  from  the  brain-hematoma  interface  and 
demonstrating  its  distance  from  the  inner  table. 
However,  this  would  seem  to  require  a great  deal 
of  acquired  experience  in  the  significance  of  other 
echo  patterns. 

4.  Although  we  have  very  little  experience  with 
infants,  it  is  said  that  echoencephalography  is  not 
reliable  in  diagnosing  neonatal  intracranial  hemor- 
rhage. In  infants,  however,  it  does  have  use  in 
detecting  possible  hydrocephalus. 

5.  The  accurate  localization  of  tumors,  borders 
of  hematomas,  abscesses,  etc.,  is  not  possible  at 
the  present  time  with  the  simple  scanning  used.  Its 
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applications  are  similar  to  those  provided  by  the 
calcified  pineal  gland  in  simple  skull  films. 

Conclusion 

We  believe  that  echoencephalography  has  a dis- 
tinct usefulness  in  evaluation  of  intracranial  pa- 
thology in  a city  hospital,  particularly  in  the  emer- 
gency room.  It  will  not  replace  any  present 
neuroradiologic  procedure  but  will  serve  as  a 
valuable  adjunct,  particularly  for  screening  pur- 
poses. • 

We  wish  to  express  our  deep  appreciation  to  the  Automa- 
tion Industries,  Inc.,  Boulder,  Colo.,  for  the  use  of  the 
Sperry  Echoencephalograph. 

Supported  in  part  by  U.S.P.H.S.  grant  No.  H-2115. 
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Current  concepts  of  fat  embolism 

Robert  G.  Volz,  MD,  Denver 


The  author  lucidly  dispels  the  doubts  and 
mysteries  associated  with  fat  embolism. 

Today,  in  spite  of  the  rapidly  advancing  perime- 
ters of  knowledge  of  the  acutely  traumatized  pa- 
tient, considerable  confusion  still  exists  in  regards 
to  the  embolization  of  fat  in  such  patients.  This 
by  no  means  implies  a lack  of  interest  or  investi- 
gation of  the  subject,  but  rather  an  incomplete  un- 
derstanding of  the  clinical,  laboratory,  and  patho- 
logical aspects  of  fat  embolism.  The  following  re- 
port summarizes  the  current  knowledge  surround- 
ing this  fascinating  subject. 

Embolization  of  fat  is  not  a recent  medical 
reality.  As  early  as  1669  medical  experimentation 
related  to  fat  embolism  was  undertaken  by  Lower^^ 
who  injected  large  quantities  of  milk  intravenous- 
ly into  dogs.  In  1821,  Magendie^-  observed  the 
mechanical  blockage  of  capillary  beds  following 
the  embolization  of  fat,  but  failed  to  note  any  clin- 
ical application  in  man,  although  the  clinical  signs 
and  symptoms  of  dyspnea,  fever,  rales  and  pul- 
monary consolidation  were  noted  in  animals  sub- 
jected to  the  intravenous  injection  of  fat. 
Virchow,^®  in  1862,  injected  oil  intravenously 
and  noted  the  presence  of  a foamy  sputum,  a sign 
often  associated  with  fat  embolism.  Zenker-®  was 
the  first  physician  to  observe  the  blockage  of  the 


pulmonary  capillary  beds  in  a patient  suifering 
severe  crush  injuries  and  a traumatic  rupture  of 
the  stomach.  Zenker  attributed  the  source  of  the 
embolic  fat  to  the  outpouring  of  the  gastric  con- 
tents noted  at  the  time  of  autopsy.  The  true 
source  of  the  fatty  emboli  remained  unrecognized 
until  Wagner-®  in  1865  noted  numerous  fat  drop- 
lets in  a vein  following  an  amputation  for  a com- 
plicated fracture.  Wagner-®  later  demonstrated 
by  animal  experimentation,  that  injury  to  the  bone 
marrow  consistently  gave  rise  to  fat  emboli  to  the 
right  side  of  the  heart  and  to  the  lungs.  The  associ- 
ation of  fat  emboli  and  osteomyelitis  was  first  ob- 
served by  Roser®®  in  1865.  Fat  droplets  were 
noted  subperiosteally  in  a patient  with  acute  osteo- 
myelitis and  were  thought  due  to  the  increased 
intramedullary  pressures  associated  with  the  sup- 
purative process.  In  1880,  an  extensive  mono- 
graph on  the  diffuse  pathology  seen  in  fat  embo- 
lism was  published  by  Scriba.-®  Scriba  was  the 
first  to  call  attention  to  the  pathologic  presence  of 
fat  droplets  in  the  urine  of  patients  suffering  from 
fat  embolization.  In  1913,  Warthin,®^  after  re- 
viewing the  diffuse  pathology  seen  in  fat  embolism, 
stated  that  this  condition  was  the  most  common 
cause  of  death  following  injury  to  the  long  bones. 
Scuderi®^  pointed  out  in  1938  that  fat  embolism 
was  rarely  diagnosed  clinically,  but  was  most 
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often  recognized  accidentally  at  the  time  of  ne- 
cropsy. Perhaps  the  most  aptly  phrased  opinion 
concerning  fat  embolism  was  recorded  by  Bisgard 
in  1941,  who  stated,  that  “regarding  the  impor- 
tance of  fat  embolism  as  a clinical  entity  much 
confusion  exists.”  As  recently  as  1951,  an  article 
appeared  in  the  official  orthopedic  journal  of  the 
English  speaking  world  refuting  the  existence  of 
such  a clinical  entity  as  fat  embolism.-®  Although 
clinical,  pathological,  and  experimental  evidence 
continues  to  be  offered  in  support  of  the  phenom- 
enon of  fat  embolism,  there  still  exists  an  aura  of 
confusion,  misunderstanding  and  even  rejection  of 
this  condition. 

Clinical  features 

Embolization  of  fat  is  most  commonly  associ- 
ated with  trauma  to  the  skeletal  system.  The  con- 
dition is,  however,  seen  under  a variety  of  other 
conditions.  From  a somewhat  simplified  point  of 
view,  the  necessary  prerequisite  for  the  emboliza- 
tion of  fat  is  damage  to  any  of  the  body’s  fat  de- 
posits. Thus,  crushing  injuries  to  the  soft  tissues 
without  other  associated  skeletal  trauma  may  give 
rise  to  fat  embolism.  Fat  embolism  is  also  associ- 
ated with  acute  osteomyelitis,  burns.  Caisson  dis- 
ease, and  acute  poisonings,  and  is  seen  in  patients 
who  have  been  placed  on  the  heart-lung  machine® 
for  open-heart  surgery.  Recently  a high  incidence 
of  fat  embolism  has  been  recognized  in  patients 
subjected  to  closed  chest  cardiac  massage.^® 

Although  the  manner  in  which  these  emboli 
arise  within  the  vascular  system  remains  a contro- 
versial point,  certain  observations  would  tend  to 
support  an  origin  from  extravascular  sites.  One 
school  proposes  that  the  larger  fat  globules  ( 14  to 
17  micra  in  diameter)  seen  in  fat  embolism  arise 
by  agglomeration  of  the  chylomicrons  ( 1 micra  in 
diameter)  intravascularly.  A second  and  perhaps 
better  documented  proposal  deals  with  the  en- 
trance of  these  fat  particles  from  an  extravascular 
location,  and  the  ingress  of  these  fat  particles  into 
the  vascular  system  has  been  referred  to  as  “intra- 
vasation.”  Intravasation  of  tumor  cells  and  amni- 
otic  fluid  is,  of  course,  well  recognized.  Perhaps 
less  well  recognized  is  the  phenomenon  of  bone 
marrow  embolization.  Fisher"  has  reported  an  in- 
cidence of  19.8  per  cent  bone  marrow  embolization 
in  96  patients  autopsied  following  acute  skeletal 
trauma.  The  conclusion  is  inescapable.  If  bone 
marrow,  tumor  cells,  and  amniotic  fluid  can  gain 
entrance  to  the  vascular  system,  why  then  not  fat 
particles?  The  rapidity  with  which  emboli  are 


noted  following  trauma  also  suggests  the  probabil- 
ity that  such  fat  arises  extravascularly.  Converse- 
ly, it  has  been  demonstrated  that  the  patients  with 
primary  lipid  metabolism  disturbances  fail  to  show 
any  increase  in  the  incidence  of  fat  embolism 
following  trauma,  nor  has  any  increase  in  the  inci- 
dence of  fat  embolism  been  noted  following  the 
ingestion  of  a fatty  meal. 

Peltier^'*  has  pointed  out  that  the  mechanism 
by  which  fat  gains  entrance  to  the  circulation  is 
dependent  upon  three  essential  conditions.  These 
are  (1)  a disruption  of  a vessel  wall,  (2)  a dis- 
ruption of  a fat  cell  to  allow  free  egress  of  the  fat 
particles,  and  ( 3 ) a shift  in  the  local  tissue  pres- 
sures to  create  a favorable  pressure  gradient  for 
the  intravasation  of  the  fat  into  the  vascular  sys- 
tem. All  three  conditions  conceivably  do  exist  in 
areas  subjected  to  acute  trauma. 

Eiseman^  has  called  attention  to  the  relatively 
common  occurrence  of  fat  globulemia  following 
elective  surgical  procedures.  In  a group  of  130  pa- 
tients subjected  to  elective  surgery,  fat  globules 
were  recovered  in  47  per  cent  of  those  patients 
undergoing  a major  general  surgical  procedure, 
and  in  66.6  per  cent  of  those  patients  subjected 
to  a major  orthopedic  procedure.  Even  in  patients 
undergoing  a minor  surgical  procedure,  the  recov- 
ery of  fat  globules  from  the  serum  ranged  from 
18.8  per  cent  to  22.7  per  cent.  The  question  arises 
as  to  why  the  clinical  manifestations  of  fat  em- 
bolism appears  so  infrequently.  The  answer  re- 
mains unsolved  and  is  most  likely  complex.  In  all 
likelihood  the  solution  to  this  multi-faceted  prob- 
lem lies  with  the  individual’s  ability  to  clear  the 
serum  of  the  increased  lipid  material  and  in  the 
quantitative  amount  of  fat  released  into  the  vascu- 
lar system.  Animal  experimentation  has  demon- 
strated that  a direct  relationship  exists  between 
the  quantitative  amount  of  fat  embolized  in  the 
vascular  system  and  the  morbidity  and  mortality 
noted.® 

Other  factors  which  may  affect  the  clinical 
severity  of  embolization  of  fat  include  the  pres- 
ence or  absence  of  shock,  the  presence  or  absence 
of  an  open  fracture,  the  general  physiological  re- 
serve of  the  patient,  and  the  speed  and  efficiency 
of  immobilization  of  the  injured  part. 

It  has  often  been  stated  that  fat  embolism  po- 
tentiates shock.  In  reality,  the  reverse  applies.  With 
dissemination  of  fat  through  the  right  side  of  the 
heart  into  the  capillary  beds  of  lung  parenchyma, 
mechanical  blockage  of  these  vascular  channels 
ensues.  Pursuant  to  this  is  an  associated  rise  in 
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the  pulmonary  arterial  pressure  with  an  eventual 
rise  in  the  diastolic  filling  pressure  of  the  right  side 
of  the  heart.  To  accommodate  for  this  increased 
pulmonary  pressure,  the  heart  must  increase  its 
stroke  output.  The  latter  requires  an  adequate 
venous  return  to  the  right  side  of  the  heart.  Thus 
the  presence  of  a lowered  venous  return  to  the 
heart  potentiates  the  altered  physiologic  state 
brought  about  by  the  fat  emboli. 

Similarly  it  has  been  shown  that  open  fractures 
are  less  apt  than  closed  fractures  to  give  rise  to 
fat  embolism  due  to  drainage  of  the  fracture 
hematoma  and  avoidance  of  increased  tissue  pres- 
sures. Application  of  a tourniquet  proximal  to  the 
site  of  the  injury  to  the  involved  extremity  also 
diminishes  the  likelihood  of  fat  embolism. This 
was  first  noted  by  Reiner^®  in  1907,  who  felt  that 
following  the  application  of  a tourniquet  the  fat 
sequestrated  in  the  injured  limb.  Bisgard®  ob- 
served that  the  longer  a tourniquet  remained  in 
place,  the  lesser  the  amount  of  fat  which  became 
embolic.  Peltier  further  documented  this  fact  by 
examining  the  serum  and  the  unfixed  autopsied 
specimens  of  lung,  kidney  and  brain  in  dogs  fol- 
lowing the  inception  of  fractures.  In  one  group  of 
animals  in  which  tourniquets  had  been  applied 
prior  to  inception  of  fracture,  no  droplets  of  fat 
were  detected  in  the  vascular  system  proximal  to 
the  tourniquet  until  the  tourniquet  had  been  re- 
moved. However,  in  the  animals  in  which  frac- 
tures were  produced  without  application  of  a 
tourniquet,  fat  was  noted  in  the  circulation  within 
thirty  minutes  of  the  trauma. 

The  careful  handling  of  the  injured  part  is  also 
extremely  important  in  the  prevention  of  fat  em- 
boli. Proper  immobilization  minimizes  the  like- 
lihood of  further  tissue  damage  and  the  concomi- 
tant alteration  in  tissue  pressures.  Elevation  of  the 
injured  part  is  also  a recommended  safeguard 
against  the  propagation  of  fat  droplets.  Ruckert^’^ 
demonstrated  the  inability  of  fat  to  flow  down- 
ward in  a stream  of  water  with  a pressure  gra- 
dient similar  to  that  found  in  the  large  veins. 

Oftentimes  in  the  severely  injured  patient,  death 
ensues  within  a matter  of  hours  due  to  the  emboli- 
zation of  fat.  Patients  dying  in  such  a relatively 
short  period  of  time  generally  do  not  show  the 
classical  clinical  findings  of  fat  embolism.  These 
patients  will  show  signs  and  symptoms  suggesting 
acute  cardiac  failure.  A chest  roentgenogram  will 
disclose  an  increase  in  the  cardiac  silhouette.  The 
explanation  for  this  clinical  picture,  of  course,  lies 
in  the  mechanical  blockage  of  the  pulmonary  cir- 


culation. This  infrequently  recognized  stage  of  fat 
embolism  can  aptly  be  referred  to  as  the  Mechani- 
cal Phase. Rapid  digitalization  of  the  failing 
heart  and  the  administration  of  other  cardiac 
stimulants  are  the  treatments  of  choice  at  this 
stage  of  fat  embolization.  Correction  of  any  de- 
crease in  the  circulating  blood  volume  by  the 
administration  of  blood  or  plasma-expanders 
should  be  carried  out  promptly.  Failure  to  recog- 
nize the  true  significance  of  this  phase  is  to  com- 
promise the  patient’s  likelihood  for  recovery. 

In  many  instances  the  onset  of  clinical  findings 
suggestive  of  fat  embolism  will  not  appear  for  a 
period  of  48  to  72  hours  following  the  inception 
of  the  trauma.  An  elevation  of  the  serum  lipase 
may  be  recorded  at  this  time.’'  The  stimulus  for 
this  lipase  elevation  has  been  thought  to  be  the 
increased  serum  lipid  material.  The  majority  of  the 
fat  embolized  is  neutral  fat.  Following  the  lodge- 
ment of  this  neutral  fat,  increased  amounts  of 
lipase  are  secreted  by  the  pulmonary  parenchy- 
ma.’® The  lipase  then  acts  to  hydrolyse  the  neu- 
tral fat  into  fatty  acids  and  glycerol.  The  fatty 
acids  thus  produced  exert  a deleterious  effect  on 
the  endothelium  of  the  capillary  bed  with  an 
eventual  disruption  of  the  vessel  and  hemorrhage.’® 
The  fatty  acids  may  bind  serum  calcium  to  form 
soaps,  and  a fall  in  the  serum  calcium  may  follow 
with  the  production  of  tetany.  A rapid  fall  in  the 
hemoglobin  level  may  also  be  seen  due  to  the  ex- 
travasation of  blood  from  the  damaged  capillary 
beds.  Dyspnea  ensues  because  of  the  diminution 
of  functioning  alveolar  tissue.  Disorientation  may 
become  apparent  due  to  the  lowered  central  ner- 
vous system  oxygen  partial  pressure,  coupled  with 
any  cerebral  infarcts  that  may  have  occurred. 

Recently  it  has  been  demonstrated  that  a de- 
ficient flow  of  blood  through  the  lung  parenchyma 
can  deplete  the  lung  of  an  anti-atelectatic  sub- 
stance which  has  been  identified  as  dipalmitoyl 
lecithin  (DPL).°  This  substance  which  arises  from 
the  mitochondria  of  the  alveolar  cells  is  responsible 
for  maintaining  a low  surface  tension  and  is  there- 
fore essential  in  assuring  the  normal  expansion  of 
the  alveolar  air  spaces.  A deficiency  of  DPL  oc- 
curs when  there  is  a decreased  profusion  of  the 
alveolar  cells  with  a resultant  decrease  in  their 
anabolic  functions.  It  has  also  been  demonstrated 
that  hypoxemia  can  lead  to  further  pulmonary 
vasoconstriction,  and  this  further  potentiates  a cycle 
of  events.  It  is  interesting  to  speculate  as  to  what 
part  this  mechanism  may  play  in  the  production 
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of  the  pathological  changes  seen  in  the  lung  tissues 
of  patients  with  fat  embolism. 

It  is  at  this  stage  of  fat  embolism  that  petechial 
hemorrhages  may  appear.^-  These  petechial  hem- 
orrhages are  quite  ephemeral  and  it  is  therefore 
important  that  a careful  search  be  made  at  least 
daily  for  their  presence.  The  anterior  axillary  fold, 
followed  by  the  region  of  the  neck,  the  palate  and 
the  conjunctiva  are  the  areas  in  which  these  hem- 
orrhages will  most  commonly  be  found.  A chest 
roentgenogram  taken  at  this  stage  will  often  dis- 
close diffuse  parenchymal  infiltrates.  This  stage  of 
fat  embolism  has  been  referred  to  as  the  Chemi- 
cal Phase  and  the  classical  hallmarks  are  ( 1 ) 
dyspnea,  ( 2 ) disorientation,  and  ( 3 ) petechial 
hemorrhages.^^  Secondary  infections  may  further 
complicate  the  clinical  picture. 

Patients  dying  of  fat  embolism  at  this  stage  do 
so  because  of  anoxia.  Treatment  should  therefore 
be  aimed  at  supportive  measures  which  will  in- 
crease pulmonary  arterial  oxygenation.  Oxygen 
should  be  administered  to  the  patient  in  addition 
to  maintenance  of  an  adequate  circulating  blood 
volume.  It  is  advisable  that  hemoglobin  determina- 
tions be  made  on  an  eight  hour  basis  until  stabili- 
zation of  blood  volume  is  obtained.  Antibiotics 
may  be  indicated  in  the  presence  of  secondary 
pulmonary  infections. 

Since  the  toxic  effects  of  this  chemical  phase 
are  brought  about  by  the  action  of  the  serum  lipase 
upon  the  neutral  fats,  it  would  be  desirable  to 
suppress  the  secretion  of  this  enzyme.  Alcohol  has 
been  recognized  as  a lipase  inhibitor  and  has  been 
used  with  some  degree  of  success  in  the  treatment 
of  this  phase  of  fat  embolism.  1000  cc.  of  a 5 per 
cent  dextrose  solution  in  5 per  cent  alcohol  is  gen- 
erally administered  intravenously  every  12  hours. 
Alcohol  may  also  be  administered  by  mouth  in  one 
ounce  quantities  four  times  daily  it  the  patient  is 
able  and  willing.  The  institution  of  this  treatment 
should  be  based  upon  the  clinical  findings,  coupled 
with  an  elevated  serum  lipase  or  the  recovery  of 
fat  from  the  urine.  Other  supportive  measures  may 
of  course  be  necessary. 

Laboratory 

The  clinical  impression  of  fat  embolism  can 
be  substantiated  by  certain  positive  laboratory  de- 
terminations. Ideally  the  recovery  of  fat  globules 
from  the  serum  would  serve  as  a sine  qua  non  for 
the  diagnosis  of  fat  embolism,  but  this  is  difficult 
and  more  practical  alternatives  are  available.  The 
presence  of  fat  in  the  urine  is  a pathologic  finding. 


It  is  essential  that  certain  procedures  be  followed 
if  the  likelihood  of  recovery  of  fat  from  the  urine 
is  to  be  high.  Since  fat  possesses  a lower  specific 
gravity  than  water,  it  tends  to  float  to  the  surface. 
Therefore  it  is  desirable  that  the  bladder  be  thor- 
oughly emptied  of  all  urine  as  the  last  remaining 
portion  may  contain  the  greatest  amount  of  fat. 
To  assure  total  drainage  of  the  bladder  an  in- 
dwelling catheter  should  be  employed.  The  con- 
tainer in  which  the  urine  is  collected  is  also  of 
considerable  importance.  If  a volumetric  narrow 
necked  flask  is  used  as  the  collecting  receptacle, 
the  fatty  particles  will  tend  to  collect  in  greater 
concentration  over  a smaller  surface  area  and  the 
possibility  of  recovery  of  fat  is  thus  increased. 

The  urine  may  be  examined  for  fat  in  a variety 
of  ways.  Using  a bacterial  loop,  a small  amount  of 
the  surface  urine  is  placed  on  a slide  and  stained 
with  Sudan  III.^  Fat  droplets  will  appear  as  red 
or  orange  particles  in  the  microscopic  field.  An- 
other method  is  that  described  by  Gohrbrandt.® 
This  procedure  depends  upon  the  addition  of 
Nile  Blue  sulfate  to  the  surface  of  the  urine  con- 
tained in  the  volumetric  flask.  Ether  is  then  added 
and  the  evaporation  which  follows  causes 
the  stained  fat  particles  to  accumulate  at  the  air 
fluid  surface.  Fat  droplets  occur  in  the  greatest 
quantity  during  the  first  four  days  following  the 
traumatic  event,  and  it  is  during  this  time  that 
the  most  diligent  search  should  be  made  for  their 
presence. 

Reference  has  been  made  to  the  elevation  of 
serum  lipase  in  patients  with  fat  embolism.  It  is 
pertinent  to  point  out  that  a base  line  determina- 
tion of  the  lipase  activity  is  desirable  in  any  pa- 
tient suspicioned  of  having  fat  embolism.  Daily 
lipase,  determinations  should  be  obtained  for  a 
period  of  several  days.  An  elevation  of  the  serum 
lipase  will  usually  occur  48  to  72  hours  following 
the  inception  of  the  injury  and  will  return  to  nor- 
mal within  a period  of  eight  to  ten  days.- 

Summary 

The  clinical  entity  of  fat  embolism  should  no 
longer  be  held  in  question,  because  the  diagnosis  of 
fat  embolism  can  be  suspected  by  the  presence  of 
several  specific  physical  findings,  substantiated 
by  certain  positive  laboratory  determinations,  and 
proven  by  specific  post-mortem  histological  find- 
ings. Although  fat  embolism  is  most  often  thought 
of  in  association  with  skeletal  trauma,  the  condi- 
tion can  arise  when  damage  to  any  of  the  body’s 
fat  deposits  occurs.  Thus  fat  embolism  can  be 
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seen  following  crushing  injuries  to  the  soft  tissues, 
in  burns,  Caisson  disease,  acute  osteomyelitis, 
acute  poisonings,  closed  chest  cardiac  massage, 
and  in  patients  who  have  undergone  open-heart 
surgery. 

The  clinical  course  of  fat  embolism  generally 
follows  a definite  pattern  of  events  which  may  be 
divided  into  two  phases,  the  mechanical  and  chem- 
ical. The  mechanical  phase  represents  the  rather 
immediate  period  following  the  embolization  of 
fat  in  which  mechanical  blockage  to  the  capillary 
circulation  of  the  lung  parenchyma  occurs.  Pa- 
tients exhibiting  this  stage  will  show  signs  of  heart 
failure  which  may  lead  to  the  patient’s  sudden 
demise.  The  appropriate  treatment  for  this  phase 
of  fat  embolism  is  aimed  at  support  of  the  failing 
heart.  The  chemical  phase  of  fat  embolism  repre- 
sents a stage  commonly  seen  48  to  72  hours  fol- 
lowing trauma.  During  this  phase  an  elevation  of 
the  serum  lipase  will  be  noted  coupled  with  the 
classical  triad  of  dyspnea,  disorientation,  and  pe- 
techial hemorrhages.  Patients  dying  at  this  stage 
of  fat  embolism  do  so  because  of  anoxia.  The  ap- 
propriate treatment  for  this  phase  includes  the 
administration  of  oxygen  and  alcohol,  the  latter 
serving  as  a lipase  inhibitor.  • 
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Hematologic  response  to  medium  altitude* 

J.  Thomas  Okin,  MD,  Albert  Treger,  MD,  Hugh  R.  Overy,  BM,  John  V.  Weil,  MD, 

and  Robert  F.  Grover,  MD,  Denver 


This  study  is  a thorough,  modern, 
investigation  of  normal  hematologic 
standards  of  adults  at  two 
medium  altitudes. 

Throughout  the  Rocky  Mountain  area,  sev- 
eral million  people  live  at  altitudes  between  4,000 
and  10,000  feet.  The  mild  hypoxia  of  these  “me- 
dium altitudes”  is  sufficient  to  cause  a relative 
polycythemia  compared  to  sea  level.  Normal  hem- 
atologic standards  will  therefore  be  higher  at 
these  altitudes.  Yet  few  attempts  have  been  made 
to  define  the  range  of  normal  for  adults  living  at 
medium  altitude.  The  current  normal  standards 
for  Denver  (5,300  ft.,  1,600  meters)  are  taken 
from  a study  performed  thirty  years  ago  that 
used  only  forty  men  and  forty  women. ^ In  the 
highest  community  in  this  area,  Leadville,  Colo- 
rado (10,200  ft.,  3,100  meters)  with  a popula- 
tion of  over  8,000,  normal  standards  have  never 
been  established  systematically.  Furthermore,  in 
recent  years  important  modifications  have  been 
made  in  the  laboratory  methods  used  in  hematol- 
ogy, particularly  the  adoption  of  electronic  count- 
ers for  erythroyctes.  In  this  study,  using  larger 
population  samples  and  modern  laboratory  tech- 
niques, we  have  attempted  to  improve  our  knowl- 
edge of  normal  hematologic  standards  for  adults 
living  at  medium  altitudes  with  the  hope  that  the 
clinician  who  practices  at  these  altitudes  will  be 
better  able  to  judge  the  results  of  these  routine 
laboratory  tests. 

Materials  and  methods 

In  Leadville,  210  adult  volunteers  were  stud- 
ied. Each  had  a complete  medical  history,  physical 
examination,  pulmonary  function  tests,  and  elec- 
trocardiogram. Venous  blood  was  drawn  from 
each  individual  at  his  home  using  B-D  Vacutain- 
ers*  containing  EDTA.  Individuals  with  any  cur- 

* From  the  High  Altitude  Research  Laboratory  (Leadville, 
Colo.),  Department  of  Medicine,  University  of  Colorado  Med- 
ical Center,  and  the  State  of  Colorado  Department  of  Public 
Health,  Denver. 

This  investigation  was  supported  by  Research  Grant  HE-06895. 
National  Heart  Institute,  U.  S.  Public  Health  Service  and  by 
the  State  of  Colorado  Department  of  Public  Health.  Dr.  Overy 
was  assisted  by  a Travel  Grant  from  The  Wellcome  Founda- 
tion. Dr.  Okin  and  Dr.  Weil  were  medical  officers  assigned 
to  the  Colorado  State  Department  of  Public  Health  by  the 
United  States  Public  Health  Service  Heart  Disease  Control 
Program. 


rent  disease  state,  or  with  past  history  of  disease 
that  might  affect  blood  values,  or  who  had  lived  in 
Leadville  for  less  than  six  months,  were  excluded 
from  the  study.  This  left  64  men  and  72  women, 
all  clinically  normal,  whose  blood  values  comprise 
the  data  from  Leadville. 

In  Denver,  employees  of  the  Colorado  State 
Department  of  Public  Health,  United  States  Pub- 
lic Health  Service  Regional  Office,  and  Colorado 
State  Department  of  Game  and  Fish  were  used. 
It  was  thought  that  the  age  and  sex  distribution 
of  these  individuals  would  be  similar  to  the  indi- 
viduals tested  in  Leadville.  An  abbreviated  med- 
ical history  was  taken  including  the  length  of  resi- 
dence in  Denver.  Individuals  with  any  known  dis- 
ease and  individuals  who  had  lived  in  Denver  for 
less  than  six  months  were  excluded.  Of  226  people 
from  whom  blood  samples  were  obtained  the 
blood  values  for  95  men  and  100  women  were 
used  to  compile  the  data  for  Denver.  The  ages 
for  the  Leadville  group  ranged  from  20  to  78 
years  with  a mean  age  of  40.7  years  for  the  men 
and  42.0  years  for  the  women.  In  Denver  the 
ages  ranged  from  20  to  68  years  with  a mean  age 
of  39.8  years  for  the  men  and  43.6  years  for  the 
women. 

All  determinations  of  hemoglobin,  hematocrit, 
and  red  cell  count  were  made  within  12  hours  of 
the  venipuncture.  Hemoglobin  determinations 
were  done  in  duplicate  using  the  oxyhemoglobin 
method  with  0.1%  sodium  carbonate.  The  pi- 
pettes were  certified  accurate  to  ±1%.  A Cole- 
man Jr.  spectrophotometer,  calibrated  frequently, 
was  used  for  the  colorimetric  readings.  Range  of 
hemoglobin  in  the  duplicate  samples  was  required 
to  be  less  than  0.2  gms%.  If  such  was  not  the 
case,  repeat  determinations  were  run  until  this 
condition  was  satisfied  and  then  an  average  of  the 
final  duplicate  samples  was  taken  to  be  the  hemo- 
globin value.  Hematocrits  were  measured  using 
microhematocrit  tubes  with  an  outside  diameter  of 
1.3  to  1.5  mm  and  a length  of  75  mm.  The  tubes 
were  spun  at  12,000  to  12,500  rpm  for  3 Vi  min- 
utes. The  acceptable  agreement  of  duplicate  sam- 
ples was  0.5%.  The  red  cells  were  counted  in  a 
Coulter  counter.  Blood  was  diluted  1/50,000  in 

* Becton,  Dickinson  and  Company. 


44 


Rocky  Mountain  Medical  Journal 


normal  saline.  Duplicate  samples  for  the  red  cell 
counts  were  accepted  only  when  they  agreed  with- 
in 200,000  RBC/mm.^  Red  cell  indices  were  cal- 
culated in  the  usual  manner. 

Results 

Both  the  hematologic  values  and  the  values  of 
red  cell  indices  were  examined  with  regard  to  the 
effect  of  age.  In  both  Denver  and  Leadville  there 
were  about  twenty  individuals  in  each  sex  in  most 
decades  from  twenty  years  to  sixty  years.  We 
could  not  demonstrate  any  consistent  significant 
change  in  mean  values  with  increasing  age.  There- 
fore, the  data  have  been  grouped  by  sex  and  alti- 
tude regardless  of  age. 

Fig.  1 depicts  frequency  distribution  curves  for 
hematocrits,  hemoglobins  and  red  blood  cell 
counts.  One  might  expect  that  such  curves  would 
resemble  the  “bell”  shaped  or  “normal”  appear- 
ance. The  curves  in  Fig.  1 are  not  “bell”  shaped 
but  are  asymmetrical  and  skewed  to  the  right. 
This  skewing  appears  to  result  from  the  presence 
of  double  peaks,  particularly  in  the  curves  for 
Leadville.  This  unusual  appearance  could  be  ex- 
plained by  the  presence  of  two  or  more  sub- 
groups within  the  population  of  clinically  normal 
people  studied.  The  possible  significance  of  this 
finding  will  be  discussed  below. 

In  spite  of  an  altitude  difference  between  Den- 
ver and  Leadville  of  5,000  feet,  the  curves  for  all 
the  parameters  in  Fig.  1 are  overlapping,  except 
for  a tail  on  the  right  that  represents  values  for 
Leadville.  Thus,  the  range  of  observations,  and 
consequently  the  range  of  normal,  is  wider  at  the 
higher  altitude.  In  practical  terms  what  is  normal 


Fig.  1.  Frequency  curves  of  hematologic  values  in 
Denver  and  Leadville.  Vertical  line  on  curves  indi- 
cates niedian. 

in  Denver  is  likely  to  be  normal  in  Leadville  as 
well,  but  the  reverse  is  not  as  likely.  The  fact  that 
the  sample  is  smaller  in  Leadville  than  in  Denver 
supports  this  conclusion,  because  as  the  sample 
gets  smaller  the  probability  of  observing  extremes 
in  normal  populations  decreases.  Since  the  range 
of  observations  is  wider  in  Leadville  despite  a 
smaller  sample  size,  one  can  argue  strongly  that 
this  finding  of  wider  normal  ranges  in  Leadville 
is  not  artifactual. 


TABLE  1 


HEMATOLOGIC  VALUES  FOR  VARIOUS  ALTITUDES 


HCT 

"Normal” 

HGB 

"Normal” 

RBC 

"Normal” 

Altitude 

Mean 

Median 

Range 

Mean 

Median 

Range 

Mean 

Median 

Range 

MEN 

Leadville 

, 10,200 

50.2 

49 

46  -58 

17.7 

17.4 

15.6-21.3 

5.4 

5.4 

4.4-6.2 

N = 65 

Denver 

5,300 

48.3 

48.5 

43.5-52.5 

16.6 

16.8 

14.4-18.4 

5.3 

5.3 

4. 6-6.0 

N = 95 

Sea  Level 
WOMEN 

47  * 

15.4** 

5 23 

Leadville 

10,200 

45.5 

45 

40  -53 

15.8 

15.9 

13.5-18.2 

4.9 

4.9 

4. 1-5.8 

N = 74 
Denver  . 

. 5,300 

44 

44 

39  -48 

14.8 

14.8 

12.5-16.6 

4.8 

4.7 

4. 2-5. 5 

N=  100 

Sea  Level 

42  * 

13.7*** 

4.8  *** 

* Data  from  Wintrobe.^ 

**  Data  from  multiple  sources  in  Myers  and  Eddy.- 

***  Data  from  multiple  sources  in  Hurtado  et  al.^  “Normal”  Range  is  defined  as  95%  of  the  observations. 
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Table  1 presents  the  numerical  tabulation  of 
the  data  in  Fig.  1.  For  comparison,  values  for 
normal  from  sea  level  are  given.  The  figures  for 
sea  level  are  from  compilations  of  the  work  of 
several  authors.-’  ^ Standard  deviations  are  not 
given  due  to  the  non-normal  distributions.  The 
usual  definition  of  normal  as  that  which  is  included 
within  two  standard  deviations  would  be  mislead- 
ing because  much  more  than  95  per  cent  of  the 
observations  would  be  included  in  our  particular 
distributions  if  we  adhered  to  that  practice. 
Rather,  we  have  chosen  to  define  normal  as  the 
range  included  by  95  per  cent  of  the  actual  obser- 
vations. The  mean  values  for  adult  men  and  adult 
women  in  Leadville  agree  well  with  the  data  for 
18-year-old  adolescents  in  Leadville  obtained  in 
a previous  study. ^ 

Chi  Square  tests  were  done  for  each  parameter 
comparing  altitude  by  sex  to  see  whether  the 
higher  values  in  each  category  for  Leadville  were 
statistically  significant.  The  p values  for  men  were 


Fig.  2.  Frequency  curves  of  red  cell  indices  in  Den- 
ver and  Leadville.  Vertical  line  on  curves  indicates 
median. 


significant  (.01  or  less)  for  erythrocyte  counts, 
hematocrit  and  hemoglobin.  The  tests  for  women 
were  significant  only  with  regard  to  hemoglobin. 

Fig.  2 and  Table  2 present  data  for  red  cell  in- 
dices. Again,  the  distribution  curves  are  not  “bell” 
shaped  but  in  general  are  smoother,  without 
double  peaking  in  contrast  to  the  curves  for  the 
hematologic  data.  Tests  of  significance  of  differ- 
ence were  done  again  comparing  altitude  by  sex. 
These  were  conflicting  and  no  clear  altitude  dif- 
ference for  any  one  of  the  indices  could  be  dem- 
onstrated. However,  the  mean  and  range  for 
normal  for  both  the  Denver  group  and  the  Lead- 
ville group  were  higher  than  published  normals 
for  sea  level.  Whether  this  is  a real  difference  with 
altitude  as  the  factor  accounting  for  the  difference, 
or  whether  this  is  artifactual  due  to  the  fact  that 
normal  values  for  sea  level  were  done  before 
newer  methods  of  electronic  counting  for  erythro- 
cytes and  newer  methods  for  hemoglobin  determi- 
nation were  employed  is  a question  that  can  not 
be  resolved  by  this  study.  Others  have  cast  doubt 
on  the  validity  of  usually  accepted  normal  figures 
for  red  blood  cell  indices.® 

The  curve  in  Fig.  3 is  from  Hurtado  et  al.,  to 
which  we  have  added  points  representing  means 
for  hemoglobin  for  men  from  our  data  and  from 
a study  done  in  Mexico  City.’^  The  data  from 
Leadville  and  Denver  are  in  fairly  close  agree- 
ment with  what  would  be  expected  from  the 
curve,  in  spite  of  the  fact  that  the  curve  was  de- 
rived without  data  covering  the  altitude  span  be- 
tween 1,600  meters  and  3,100  meters.  The  data 
from  Mexico  City  do  not  fit  as  closely  and  do  not 
differ  essentially  from  the  Leadville  figure.  One 
can  only  speculate  as  to  the  reasons  for  this  being 
so,  there  being  many  differences  both  in  sampling 
and  in  methodology  between  the  Mexico  City 
study  and  our  Leadville  data. 


TABLE  2 

RED  CELL  INDICES 


Altitude 

Mean 

MCV 

Median 

“Normal” 

Range 

Mean 

MCH 

Median 

“Normal” 

Range 

Mean 

MCHC 

Median 

“Normal” 

Range 

MEN 

Leadville 

10,200 

92.6 

92 

84  -109 

32.8 

32.7 

29.3-39.6 

35.2 

35.1 

31.7-38.8 

Denver  . 

5,300 

91.1 

90.6 

83  -104.3 

31.7 

31.0 

28.5-37.2 

34.7 

34.7 

32.1-38.3 

Sea  Level 
WOMEN 

87 

29 

34 

Leadville 

10,200 

92.4 

91 

82  -103 

32.3 

32.4 

28.2-36.7 

34.8 

34.6 

31.3-38.3 

Denver 

5,300 

92.3 

93.3 

78.2-102.3 

31.1 

31.3 

25.8-34.7 

33.5 

33.8 

31.6-35.8 

Sea  Level 

87 

29 

34 

Sea  Level  Data  from  Wintrobe.^  “Normal”  Range  is  defined  as  95%  of  the  observations. 
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Fig.  3.  Observed  and  predicted  mean  hemoglobin 
values  at  various  altitudes,  modified  from  Hurtado 
et  al.^  Leadville  and  Denver  points  are  from  present 
study.  Mexico  City  data  are  from  Gil  and  Teran." 

Discussion 

Table  3 compares  the  mean  values  of  the  pres- 
ent Denver  study  with  the  earlier  study  done  in 
Denver  by  Andresen  and  Mugraged  Agreement 
for  values  of  hemoglobin  and  hematocrit  is  very 
close,  but  not  so  close,  as  was  expected,  in  the 
values  for  red  blood  cell  counts.  As  a corollary, 
agreement  for  MCH  and  MCV,  the  two  indices 
which  utilize  the  red  cell  count  in  their  equations, 
vary  with  the  extent  of  agreement  of  the  mean 
absolute  red  cell  counts. 

The  range  of  normal  for  hematologic  values  in- 
creases with  altitude.  This  phenomenon  has  been 
commented  upon  before,®  and  it  has  been  sug- 
gested that  this  increased  individual  variation 
stems  from  the  increased  variability  of  arterial 
oxygen  saturation  at  altitude.  This  would  result 
in  varying  stimuli  to  hematopoiesis  and  explain 
the  original  observation.  Our  data  suggest  the 
presence  of  a non-homogeneous  population  in 


TABLE  3 

COMPARISON  OF  TWO  STUDIES  OF  MEAN 
HEMATOLOGIC  VALUES  IN  DENVER 


HGB 

HCT 

RBC 

MCH 

MCV 

MCHC 

MEN 

Present  Study  16.6 

48.5 

5.3 

31.7 

91.1 

34.7 

Andresen  & 
Mugragei 

16.64 

48.35 

5.42 

30.5 

89.2 

34.2 

WOMEN 

Present  Study 

14.8 

44.0 

4.8 

31.1 

92.3 

33.8 

Andresen  & 
Mugragei 

14.42 

43.22 

4.63 

31.2 

93.3 

33.4 

Leadville.  Actually,  there  may  be  two  groups  in 
the  population  that  were  all  clinically  normal. 
One  responds  to  the  low  ambient  oxygen  tension 
in  the  atmosphere  (POo  110  mmHg)  by  main- 
taining a relatively  normal  arterial  oxygen  satura- 
tion and  the  other  group,  in  the  presence  of  the 
same  ambient  pressure,  has  a lesser  ventilatory 
response  and  has  a relatively  lower  oxygen  satura- 
tion. The  mechanisms  which  explain  the  existence 
of  such  disparity  are  the  subject  of  much  work  and 
debate.  Whether  it  is  due  to  some  as  yet  unde- 
tected pulmonary  parenchymal  differences  or 
whether  it  is  due  to  differences  in  regulatory  sen- 
sitivity is  the  question  that  needs  to  be  answered. 

Unfortunately,  in  the  design  of  this  study  we 
were  not  able  to  obtain  a randomized  sample  of 
individuals,  but  believe  that  this  deficiency  is 
partially  corrected  by  the  knowledge  that  the  vol- 
unteers were  all  clinically  normal. 

Summary 

Data  for  hematocrit,  hemoglobin,  red  blood 
cell  counts  and  red  cell  indices  from  normal  indi- 
viduals in  Denver  (altitude  5,300  feet)  and  Lead- 
ville (altitude  10,200  feet)  are  presented  with 
suggested  ranges  of  normal  for  each  parameter. 
Some  of  the  characteristics  of  the  data  are  dis- 
cussed. • 
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Foreign  body  granuloma  caused  by 
jet  injection  of  tetanus  toxoid 


”Jet  injection”  (Hydrospray)  is  a method  util- 
izing a high-pressure  hydraulic  system  to  admin- 
ister various  injectables.  No  needle  is  needed.  The 
drug  is  contained  in  a metal  ampoule  (metapule). 
A fine  jet  of  fluid  is  forced  into  the  tissues. 

Experimentation  with  this  injection  technique 
began  about  eighteen  years  ago.^  There  are  some 
advantages.  Sterilization  of  syringes  and  needles 
is  not  needed,  and  large  numbers  of  injections  are 
easily  administered.-  The  disadvantages  include 
production  of  contusions  and  lacerations,  ^ and 
there  is  little  control  over  the  depth  of  injection. 

Case  report 

The  patient,  a 23-year-old  male  received  an  injection 
of  tetanus  toxoid  in  June  of  1964  while  in  the  Army. 
The  injection  site  on  his  arm  bled  afterwards  and 
did  not  heal.  He  presented  this  chronically-draining 
wound  for  treatment  one  year  later.  It  was  a small 
erythematous  lesion  6 mm.  in  diameter,  with  a yellow, 
pustular,  depressed  central  area.  The  lesion  was 
excised  and  examination  by  a pathologist  showed  that 
“sections  of  skin  are  covered  with  essentially-normal 
epidermis.  In  the  dermis  is  a non-specific  chronic  in- 
flammatory infiltrate  located  principally  about  blood 
vessels.  In  several  areas  inflammatory  granulomas  are 
seen  which  are  surrounding  what  appears  to  be  degen- 
erated collagen.  These  lesions  show  a central  mass 
of  eosinophilic  degenerated  collagen  tissue  surrounded 
by  epithelioid  cells  which  contain  a few  foreign 
body  type  giant  cells.  There  is  no  evidence  of  specific 
granuloma  or  malignancy.” 


Theodore  R.  Lenz,  MD,  Pueblo,  Colorado 


This  lesion  appears  to  resemble  those  due  to  the 
alum  in  the  toxoid,®  rather  than  an  allergic  reae- 
tion.®’  ® To  prevent  necrosis  of  tissue  from 
alum,  it  has  been  recommended  that  alum-pre- 
cipitated tetanus  toxoid  be  administered  intra- 
muscularly only,  and  the  needle  should  be  wiped 
before  injection  to  avoid  getting  any  alum  in  the 
fatty  tissues.  The  jet  injection  technique  is  unable 
to  secure  only  intramuscular  placement  of  the 
toxoid,  and  probably  it  should  not  be  used  to 
inject  alum-precipitated  tetanus  toxoid. 
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Hemoptysis 

Joseph  L.  Kovarik,  MD,  Denver 


Because  hemoptysis  is  common  to  a 
variety  of  pathological  processes,  and 
because  definitive  treatment  depends  upon 
the  accurate  identification  of  a specific 
condition,  a meticulous  and  comprehensive 
diagnostic  evaluation  is  essential. 

Hemoptysis  has  been  described  as  a “Red  Dan- 
ger Signal”  which  alerts  a patient  to  seek  the  ad- 
vice and  counsel  of  a physician.  Many  patients  will 
endure  or  rationalize  a chronic  “cigarette  cough” 
or  an  intermittent  “pleurisy,”  but  few  will  ignore 
the  ominous  warning  of  spitting  blood.  Quite  often, 
the  spouse  of  those  who  are  too  stoic,  or  too 
scared,  will  insist  upon  a visit  to  the  doctor  once 
this  “Red  Flag”  appears. 

Patients  can  often  accurately  localize  the  ana- 
tomic origin  of  the  expectorated  blood  by  means  of 
subjective  sensations  on  one  side  of  the  chest, 
even  to  specifying  an  upper  or  lower  lobe.  Like- 
wise, they  often  state  that  it  accumulated  in  the 
mouth  or  throat  in  the  case  of  a supraglottic 
lesion. 

An  ulcer  or  break  in  the  mucosa  anywhere  from 
the  mouth  or  nose  down  to  the  terminal  bron- 
chioles can  give  rise  to  hemoptysis.  It  is  helpful  to 
determine  if  the  blood  is  mixed  with  other  secre- 
tions, so-called  “streaking  hemoptysis,”  or  is  pri- 
marily gross  blood  or  blood  clots.  Mixture  with 
purulent  sputum  indicates  infection,  the  presence 
of  particulate  material  or  “sand”  is  characteristic 
of  broncholithiasis,  while  gross  blood  points  to- 
ward a primary  ulcerating  lesion.  The  differentia- 
tion between  hemoptysis  and  hematemesis  is  not 
always  easy. 

Etiology 

While  the  most  common  causes  of  hemoptysis 
are  tuberculosis,  bronchogenic  carcinoma,  and 
bronchiectasis,  numerous  other  conditions  must  be 
considered.  These  include  heart  disease,  non- 
tuberculous  infections,  foreign  bodies,  pulmonary 
infarction,  and  trauma  to  the  tracheobronchial 
tree,  as  well  as  systemic  diseases  such  as  blood 


dyscrasias.  In  spite  of  a comprehensive  diagnostic 
survey,  the  source  of  hemoptysis  may  evade  de- 
tection. While  over  fifty  separate  causes  have  been 
listed  in  the  literature,  the  reported  incidence  of 
idiopathic  hemoptysis  varies  from  5 to  50  per 
cent.’^'  “ 

Diagnosis 

Since  definitive  therapy  of  hemoptysis  depends 
upon  its  cause,  the  diagnostic  approach  to  this 
condition  is  all  important.  After  a careful  history 
and  system  review,  a general  physical  examination 
should  follow.  Asymmetry  of  respiratory  excur- 
sion and  wheezing  breath  sounds  in  the  major 
bronchi  may  indicate  an  obstructing  endobron- 
chial lesion — bronchogenic  carcinoma,  bronchial 
adenoma,  or  foreign  body.  Clubbing  of  the  fingers 
could  point  to  bronchiectasis,  congenital  heart  dis- 
ease, or  primary  tumor  of  the  lung.  Palpable  mass- 
es in  the  neck  suggest  lymphoma,  invasive  thyroid 
carcinoma,  or  metastatic  neoplasm  of  lung,  esoph- 
agus, or  stomach.  Likewise,  the  presence  of 
cutaneous  or  mucosal  hemangiomata,  particularly 
if  associated  with  clubbing  and  an  extracardiac 
murmer  or  bruit  in  the  thorax,  points  to  the 
Rendu-Osler-Weber  Syndrome  or  hereditary  tel- 
angiectasia with  pulmonary  arteriovenous  fistula. 

Coincident  with  the  general  physical  evaluation 
is  the  detailed  examination  of  the  upper  air  pas- 
sages. Halitosis  is  often  striking  in  cases  of  lung 
abscess  or  bronchiectasis.  Adequate  visualization 
of  the  nose,  pharynx  and  larynx  is  too  frequently 
neglected  and  requires  only  a good  light,  topical 
anesthesia  in  some  cases,  and  simple,  inexpensive 
equipment  in  the  way  of  a nasal  speculum  and  a 
laryngeal  mirror.  To  prevent  fogging,  the  laryn- 
geal mirror  is  usually  warmed  by  immersion  in  hot 
water,  holding  it  over  a flame,  or  pressing  it 
against  the  inside  of  the  patient’s  cheek.  A more 
practical  procedure  is  to  coat  the  mirror  with 
pHisohex  and  then  wipe  it  off,  leaving  a thin, 
transparent  film.  Palpation  of  the  tongue  and  pos- 
terior pharynx  with  the  finger  is  another  important 
facet  of  examination  that  is  frequently  omitted.  A 
perforated  nasal  septum,  hemangioma  of  the 
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tongue  or  pharynx,  and  leukoplakia  of  the  larynx 
are  examples  of  conditions  in  these  areas  which 
can  give  rise  to  hemoptysis. 

A chest  x-ray,  both  PA  and  lateral,  is  manda- 
tory in  cases  of  hemoptysis.  Even  when  bleeding 
gums  or  a fresh  tooth  socket  seems  to  be  an  ob- 
vious cause  for  hemoptysis,  another  more  sinister 
condition  may  be  present.  While  there  is  no  doubt 
that  the  stethoscope  is  here  to  stay,  in  thoracic 
disease,  as  in  bridge,  “One  peek  is  worth  a thou- 
sand finesses.'’  The  value  of  previous  chest  films 
for  comparison  cannot  be  overemphasized. 

In  most  cases,  except  in  those  in  which  an  ex- 
planation for  the  hemoptysis  is  established,  bron- 
choscopic  examination  is  indicated.  The  only 
other  exception  is  the  presence  of  an  acute  inflam- 
matory process  of  the  lung,  where  bronchoscopy 
should  be  deferred,  and  may  not  be  necessary. 

Bronchoscopy  accomplishes  four  major  objec- 
tives; ( 1 ) It  provides  a direct  visualization  of  the 
major  branches  of  the  tracheobronchial  tree.  Diag- 
nostic bronchoscopy  without  the  use  of  the  right- 
angle  telescope  constitutes  an  inadequate  ex- 
amination. (2)  It  provides  access  to  bronchial 


Fig.  1.  Bronchograni  showing  bronchiectasis  of  left 
lower  lobe. 


Fig.  2.  Balloon-catheter  in  right  pulmonary  artery 
to  control  massive  hemoptysis  from  right  lung  in 
patient  with  active  tuberculosis. 


secretions  for  bacteriologic  and  cytologic  study. 
(3)  It  permits  biopsy  of  visible  endobronchial 
lesions.  (4)  It  facilitates  aspiration  of  blood  and 
mucus,  resulting  in  improved  pulmonary  ventila- 
tion, and  provides  a relatively  clean  tracheo- 
bronchial tree  for  subsequent  bronchography.  The 
timing  of  bronchoscopy  in  patients  with  hemopty- 
sis is  a subject  of  debate,  but  the  optimum  time  is 
twenty-four  to  forty-eight  hours  after  cessation  of 
bleeding.  The  advantages  of  bronchoscopy  at  this 
time  far  outweigh  the  theoretical  objection  of 
initiating  further  bleeding.  Many  times  gross  blood 
or  a clot  can  be  seen  emanating  from  a particular 
lobar  or  segmental  orifice.  If  the  hemoptysis  is 
persistent,  bronchoscopy  should  not  be  delayed, 
though  the  fresh  blood  may  hinder  visualization. 
With  massive  hemoptysis,  bronchoscopy  may  be 
lifesaving  by  establishing  and  maintaining  an  air- 
way. 

Bronchography  is  a natural  sequel  to  bronchos- 
copy when  the  cause  of  the  hemoptysis  remains 
obscure.  There  is  a definite  advantage  in  obtaining 
(Continued  on  page  58) 
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Host  factors  related  to  immunity  in  cancer* 


Charles  M.  Carpenter,  MD,  Los  Angeles,  Calif. 


Physicians  and  medical  scientists  recognize 
that  certain  animals  and  many  people  are  resistant 
or  immune  to  cancer.  Why  then  will  190,000  per- 
sons die  from  cancer  this  year  and  yet  hundreds 
of  thousands  of  other  men  and  women  will  either 
remain  healthy  or  die  from  a non-neoplastic  dis- 
ease? The  answer  will  be  determined  in  the  future 
by  discovering  the  causative  agent  or  factors  of 
malignancy  and  some  simple  procedure  by  which 
resistance  to  a neoplastic  disease  can  readily  be 
restored.  Exclusive  of  the  comparatively  few  tu- 
mors of  children,  cancer  is  a disease  of  aging,  and 
as  the  life  span  is  lengthened  the  more  frequently 
cancer  is  observed  as  the  cause  of  death.  Thus 
man  with  time  loses  a factor  or  factors  that  are 
concerned  with  his  resistance  to  the  development 
of  cancer.  On  the  other  hand,  continuous  exposure 
to  the  cause  of  cancer  may  occur,  so  how  do  we 
know  that  man  during  his  life  does  not  acquire 
immunity  to  neoplastic  disease? 

Knowledge  of  immunity  stems  chiefly  from  his- 


toric research  on  basic  principles  derived  from 
studies  on  the  host-parasite  relationship  occurring 
in  infectious  diseases.  Outstanding  progress  has 
been  made  in  the  control  of  infectious  diseases 
during  the  last  two  and  a half  centuries  ranging 
from  Tenner’s  discovery  in  1796  that  cowpox  virus 
protects  man  from  smallpox  to  those  of  Calmett 
and  Guerin,  and  of  Salk  and  Sabin,  who  have  de- 
veloped vaccines  against  tuberculosis  and  polio- 
myelitis, respectively.  Naturally  the  present  con- 
cept of  immunity  in  cancer  has  been  greatly  in- 
fluenced by  the  work  of  the  microbiologist  and 
immunologist  whose  efforts  have  been  directed 
toward  the  control  of  infectious  diseases  by  im- 
munizing the  host  with  an  antigen  that  produces 
specific  antibodies  for  the  prevention  or  treatment 
of  the  malady. 

A host  reaction  that  deters  growth  of  cancer 
cells  may  be  designated  as  an  immunologic  factor 
and  there  are  many.  Immunity  has  been  classified 
in  the  following  categories: 
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Immunity  comprises  a multiplicity  of  complex 
factors  which  combine  to  protect  the  host  from 
a destructive  disease.  Inasmuch  as  the  specific 
cause  of  human  cancer  is  unknown,  and  because 
caneer  may  be  produced  in  animals  by  a virus  and 
in  man  and  animals  by  hormones,  chemical  irri- 
tants and  by  irradiation,  the  oncologist  is  con- 
fronted with  many  avenues  of  approach.  His  main 
effort,  however,  is  to  search  for  a specific  antigen 
and  antibody  that  may  be  present  in  the  patient’s 
serum  or  in  tumor  tissue  with  the  hope  they  may 
be  employed  to  protect  the  host  and  as  an  aid  in 
early  diagnosis  of  cancer. 

The  following  factors  constitute  a major  de- 
fense against  cancer  and  bear  a relationship  to 
immunity  or  resistance  in  cancer: 

1.  Heredity  and  genetic  factors 

Heredity  and  the  genetic  factors  are  basic,  and 
all  immunologic  responses  are  subject  to  their  de- 
sign. The  individual  genetic  make-up  of  the  host 
cannot  be  altered.  Thus,  innate  or  natural  resist- 
ance is  hereditary.  Immunity  in  cancer  may  be 
designated  as  natural  resistance  to  neoplastic  dis- 
ease, and  it  is  the  host’s  best  protection.  Extensive 
studies  on  the  genetics  of  experimental  tumors  in 
animals  have  been  reported.  In  man  the  absence 
or  presence  of  neoplastic  disease  in  certain  fam- 
ilies has  been  well  established.  In  cancer  it  is 
postulated  that  the  carcinogenic  factor  contacts  or 
stimulates  the  genes  in  a cell,  following  which  the 
chromosome  pattern  is  altered.  With  continuous 
irritation  by  the  stimulus  the  cancer  cells  develop. 
In  cancer,  studies  have  shown  that  the  number  of 
chromosomes  is  increased  and  that  in  addition  they 
may  be  deformed,  and  the  loci  of  the  gene  re- 
arranged. The  nucleus  of  the  cells  of  the  experi- 
mental Walker  sarcoma  of  the  rat  have  sixty  or 
more  chromosomes^  while  the  normal  cell  nucleus 
contains  only  forty-two  chromosomes.  Smog  con- 
taining benzpyrene  and  cigarette  smoke-  are  typi- 
cal examples  of  two  irritants  that  may  initiate  lung 
cancer.  A virus  might  act  in  the  same  capaeity. 
The  continual  presence  of  the  irritants  promotes 
cancer  growth.  This  brief  outline  of  events  that 
occur  in  the  transformation  of  a normal  cell  to  a 
neoplastic  cell  must  also  include  the  role  of  DNA 
in  the  hereditary  transmission  which  may  be  the 
essential  factor.  The  DNA  content  of  the  nucleus 
of  cancer  cells  varies  with  the  chromosome  pattern. 
It  may  be  increased  or  decreased.  Most  of  our 
knowledge  to  date  has  been  derived  from  studies 
of  animal  tumors.  With  the  development  of  new 
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techniques  progress  will  be  made  in  our  under- 
standing of  the  relationship  of  genetics  to  the 
problem  of  human  cancer. 

2.  Phagocytosis  of  cancer  cells 

Phatocytosis  of  dead  and  abnormal  cells  by 
leucocytes  and  macrophages  in  blood  and  in  other 
tissues,  especially  as  part  of  an  inflammatory 
process,  is  a major  factor  in  protecting  the  host 
against  neoplastic  disease.  The  oncologist  and 
the  surgeon  have,  during  the  last  decade,  investi- 
gated the  significance  of  tumor  cells  in  the  blood. 
A century  ago  Thiersch®  noted  the  invasion  of 
veins  by  cancer  cells.  Now  special  attention  is  be- 
ing paid  to  determine  if  the  search  for  cancer  cells 
in  the  blood  is  a practical  procedure  in  the  diag- 
nosis and  prognosis  of  cancer.^  Tumor  cells  in- 
crease in  the  circulating  blood  during  surgery  or 
manipulation  of  tumors.  The  frequency  with  which 
cancer  cells  may  be  detected  in  the  blood  depends 
on  whether  it  is  from  the  peripheral  circulation  or 
from  venous  blood  adjacent  to  the  tumor.  The 
percentage  of  cancer  patients  with  circulating 
tumor  cells  ranges  from  10  to  100  per  cent  de- 
pending upon  the  technique  employed  and  the 
type  and  stage  of  cancer.®’ 

After  effective  surgery,  and  even  after  chemo- 
therapy, the  number  of  cancer  cells  per  ml  of 
blood  may  rapidly  decrease  or  disappear.  The 
consensus  is  that  the  abnormal  cells  in  the  blood 
are  dead  and  for  the  most  part  cannot  establish  a 
metastatic  lesion.  Thus,  constantly  in  the  circulat- 
ing blood,  and  likewise  in  the  lymphatic  vessels, 
phagocytosis  removes  abnormal  and  dead  cells.  In 
patients  with  metastatic  cancer  this  function 
fails.  Because  of  the  complexity  of  this  well- 
known  process,  which  involves  complement  and 
antibodies  and  other  immunochemical  factors,  the 
failure  of  a single  component  in  the  system  may 
interfere  with  the  protective  mechanism.  Thus, 
phagocytosis  protects  the  host  from  neoplastic 
disease  as  it  does  in  an  infectious  disease. 

3.  Cytocidal  activity  of  normal  serum 

The  cytotoxic  or  cytocidal  activity  of  normal 
adult  human  serum  for  cancer  cells  in  vitro  and 
for  experimental  tumors  in  vivo  has  been  re- 
ported by  several  investigators  during  the  last 
half  century.  On  the  other  hand,  and  of  special 
interest,  is  the  loss  of  the  cytocidal  effect  in  serum 
from  patients  with  cancer.  Therefore,  what 
changes  have  taken  place  in  the  serum  of  a cancer 
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patient  which  has  eliminated  this  factor?  The 
presence  of  immature  cells,  obviously  potential 
cancer  cells  in  the  circulation  of  so-called  normal 
persons  has  been  described. 

In  1910  Freund  and  Kaminer*  observed  that 
a suspension  of  tumor  cells  was  lysed  in  serum 
from  “normal  persons”  but  that  serum  from  can- 
,cer  patients  failed  to  lyse  tumor  cells.  Moore  in 
1933®  determined  that  the  factor  in  normal  serum 
varied  with  age  and  that  the  maximum  effect  oc- 
curred between  16  and  30  years.  He  noted  no  sex 
difference  except  that  serum  from  normal  preg- 
nant women  did  not  contain  the  cytocidal  factor. 
He  could  demonstrate  the  cytocidal  effect  in  only 
•60  per  cent  of  the  sera  tested,  however.  Kidd  in 
1953^®  treated  mice  with  experimental  lymphomas 
with  normal  guinea  pig  serum  following  which  the 
•tumors  regressed.  He  believed  that  complement  or 
a component  of  complement  was  the  effective  fac- 
tor. Bolande  and  Todd^^  reported  the  cytotoxic 
effect  of  normal  serum  in  vitro  for  Hela  cells  and 
U-12  cells  of  human  origin  as  well  as  for  animal 
tumor  cells,  i.e.,  Ehrlich’s  ascitic  tumor  and  Sar- 
coma 180.  McLaughlin^-  obtained  a fraction  from 
normal  serum  designated  ME.  10  which  increased 
the  survival  time  of  tumor-bearing  animals  and 
reduced  the  number  of  takes.  Many  other  reports 
may  be  cited,  but  the  above  investigations  dem- 
onstrate conclusively  that  in  normal  adult  serum 
there  is  a cytotoxic  or  cytocidal  factor  which  kills 
human  and  animal  cancer  cells  in  vitro  and  inhib- 
its the  development  of  certain  experimental  ani- 
mal tumors  in  vivo.  In  patients  with  cancer  this 
cytocidal  factor  is  either  absent  or  decreased  to 
an  ineffective  serum  level. 

4.  Cancer  antigens  and  antibodies 

a.  Antigens:  Extensive  research  has  been  in 
progress  during  the  last  half  century  in  an  effort 
to  isolate  cancer  specific  antigens  from  cancer 
cells  or  a specific  cancer  agent  that  may  be  em- 
ployed in  serologic  diagnostic  procedures  for  the 
detection  of  specific  cancer  or  tumor  antibodies 
and  for  the  treatment  and  prevention  of  cancer. 
Reviews  on  cancer  immunity  by  Hauschka,^’^  who 
reported  research  for  the  decade  1942-1952,  and 
that  of  Southam’^^  in  1960  are  most  valuable  con- 
tributions. The  former  investigator  records  mostly 
data  obtained  from  immunogenetic  studies  with 
experimental  tumors  in  animals.  Much  contro- 
versial data  were  reported  and  Hauschka  states 
“Eventual  demonstration  of  specific  neoplastic 


antigens  appears  dubious  since  the  critical  results 
to  date  have  been  largely  negative.”  Southam  like- 
wise expressed  little  hope  in  the  use  of  effective 
immunologic  methods  in  the  diagnosis  and  con- 
trol of  cancer. 

During  the  last  five  years,  however,  progress 
has  been  made  in  demonstrating  cancer  specific 
antigens.  Attempts  have  been  made  to  recover 
cancer  specific  antigens  from  tumor  tissue,  i.e.,  a 
protein  unlike  any  of  those  known  to  be  an  inte- 
gral constituent  of  normal  tissues  of  the  body. 
Likewise  investigators  have  searched  for  circulat- 
ing antigens  in  the  blood  of  patients  with  neo- 
plastic disease  with  the  hope  that  its  detection  may 
serve  as  a diagnostic  aid. 

Several  technics  for  the  isolation  of  specific  anti- 
gens from  tumors  are  being  employed,  but  the 
basic  problem  is  the  removal  of  all  traces  of 
normal  tissues  which  are  invariably  associated  with 
tumor  tissue.  This  is  accomplished  by  laborious 
absorption  procedures  with  normal  tissue  antigens 
and  of  course  with  serum  which  is  contained  in 
all  tissues.  In  addition  to  the  standard  techniques 
for  the  preparation  of  antigens,  the  use  of  double 
gel  diffusion,  immunoelectrophoresis,  starch  block 
electrophoresis  and  column  chromophotography 
are  more  recent  developments.  Mass  cultures  of 
cancer  cells  in  vitro  with  a single  cell  line  is  used 
as  a source  of  cancer  cell  antigens.  Makari^®  has 
employed  the  Schultz-Dale  reaction  for  demon- 
strating specific  cancer  antigens  and  antibodies. 
The  technic  requires  the  use  of  a section  of  intes- 
tine or  uterus  from  a guinea  pig  sensitized  to  the 
antigen  and  suspended  in  oxygenated  Ringer’s 
solution.  In  the  presence  of  minute  amounts  of 
the  specific  antibody,  contraction  of  the  muscle 
occurs.  By  this  technique  he  demonstrated  cancer 
specific  antigen  in  96.8  per  cent  of  the  sera  from 
proved  carcinomas.  In  patients  with  non-neoplas- 
tic disease  only  4.8  per  cent  reacted  positively  to 
the  test.  Burrows^®  has  confirmed  Makari’s  work 
as  well  as  have  other  investigators.  McEwen,^'  on 
the  other  hand,  was  unable  to  confirm  Makari’s 
observation,  but  Makari  comments  that  McEwen 
did  not  employ  the  exact  technique  described. 

Korosteleva  in  1957^*  demonstrated  specific 
cancer  antigens  in  human  tumors  but  observed 
that  antigens  from  various  types  of  tumors  were 
dissimilar.  More  recent  evidence  of  specific  can- 
cer antigens  have  been  reported  by  Perez-Cuad- 
rado,  Haberman  and  Race^®  who  obtained  anti- 
gens from  a hepatoma  which  produced  antibodies 
specific  for  human  cancer  antigens.  Gold  and 
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Freedman-*^  demonstrated  a cancer  specific  anti- 
gen in  a cancer  of  the  colon  by  immunologic  tol- 
erance absorption  technique. 

In  this  laboratory-^  the  isolation  of  a lung  can- 
cer antigen  has  been  accomplished  and  its  anti- 
genic relationship  to  other  cancer  proteins  is  being 
investigated.  Thus,  the  more  recent  reports  of  the 
isolation  of  cancer  specific  antigens  and  their  pos- 
sible usefulness  in  solving  the  cancer  problem  con- 
notes optimism. 

b.  Antibodies:  Cancer  specific  antibodies  are 
the  counterpart  of  cancer  specific  antigens.  If  can- 
cer antigens  are  acknowledged  there  can  be  no 
doubt  concerning  their  specific  antibodies.  Al- 
though certain  investigators  have  directed  their 
attention  to  the  detection  of  circulating  cancer 
antigens,  others  have  attempted  to  demonstrate 
circulating  cancer  or  tumor  antibodies. 

Demonstration  of  serum  antibody  would  aid  in 
the  diagnosis  of  cancer.  Attempts  have  been  made 
to  develop  such  tests  but  in  general  the  results 
have  been  disappointing.  Animal  anti-cancer  sera 
containing  antibodies  to  cancer  cells  have  been 
employed  in  the  treatment  of  cancer.  Reports  of 
good  results  in  animals  with  experimental  tumors 
have  been  made,  and  a few  favorable  reports  of 
serum  therapy  in  man  appear  in  the  literature,  but 
for  the  most  part  long-range  observations  in  serum 
treated  patients  are  not  significant.  The  theoretical 
difficulty  of  specific  antibodies  attacking  a fixed 
cancer  cell  or  an  intracellular  agent  that  might  be 
the  causative  factor  may  not  be  insurmountable. 
It  was  believed  for  a long  time  that  vaccines 
would  never  be  effective  in  poliomyelitis  because 
the  virus  was  intracellular.  Of  course  it  must  be 
kept  in  mind  that  as  yet  a virus  has  not  been  re- 
covered from  human  cancer  as  has  been  accom- 
plished in  experimental  animal  tumors. 

In  man,  antibodies  to  cancer  cells  can  only  be 
produced  if  they  are  dissimilar  to  normal  cells, 
i.e.,  if  cancer  cells  contain  proteins  foreign  to 
the  host.  Although  recent  research  has  empha- 
sized autoimmune  disease,  antibodies  to  normal 
tissues  are  not  produced  by  the  host.  The  role  of 
antibodies  specific  for  cancer  is  yet  not  well  de- 
fined, and  further  research  is  essential. 

5.  Dermal  sensitivity  to  cancer  antigens 

Dermal  sensitivity  to  a specific  antigen  especial- 
ly the  delayed  type  of  reaction  such  as  that  ob- 
served in  the  tuberculin  test  is  evidence  of  an  im- 


mune reaction.  Again  most  of  our  knowledge  re- 
garding reactivity  to  intradermal  injections  of 
antigens  has  been  derived  from  studies  on  in- 
fectious agents.  The  immunologist,  the  allergist 
and  those  researchers  engaged  in  homograft  stud- 
ies have  contributed  most  to  our  understanding  of 
the  basic  problem.  In  Section  4,  above,  on  Can- 
cer Antigen  and  Antibodies  emphasis  has  been 
placed  upon  the  circulating  or  humoral  antibody. 
In  dermal  sensitivity  the  antibody  is  fixed  to  the 
cells  and  the  local  reaction  observed  is  due  to  the 
reaction  between  the  fixed  cellular  antibody  and 
the  antigen  introduced  intradermally.  Lymphocytic 
cells  infiltrate  the  inflamed  area  that  is  recognized 
as  a reactive  or  positive  skin  test.  Efforts  to  ob- 
tain cancer  specific  antigens  have  been  described 
above  and  thus  logically  certain  investigators  have 
more  recently  become  interested  in  determining 
if  an  individual  with  or  without  neoplastic  disease 
would  show  evidence  of  a dermal  reaction  to  a 
tumor  antigen. 

In  1958,  Brent,  Brown  and  Medawar--  demon- 
strated that  dermal  sensitivity  in  a homograft  re- 
action is  similar  to  the  delayed  type  of  a re- 
active tuberculin  test.  They  employed  an  antigen 
prepared  from  a cell-free  extract  from  the  donor’s 
tissue.  A recent  report  by  Hughes  and  Lytton-^ 
indicates  that  dermal  sensitivity  to  tumor  antigens 
does  occur.  A cell-free  extract  was  prepared  from 
tumors  of  each  of  50  patients.  Similar  extracts 
were  made  from  normal  tissue  obtained  from  the 
same  organ  and  used  as  a control  antigen.  The 
variety  of  tumor  extracts  was  tested,  including 
chiefly  those  from  breast,  colon,  lung,  and  stom- 
ach. Dermal  sensitivity  to  the  patient’s  homologous 
tumor  antigen  was  demonstrated  in  27  per  cent 
of  those  tested.  Three  reactions  were  observed 
among  the  tests  with  the  control  antigens.  It  is 
possible  that  the  supposedly  normal  tissue  may 
have  contained  some  cancer  cells.  No  correlation 
between  dermal  sensitivity  and  histology  of  the 
tumor  was  observed.  The  authors  believe  that  they 
have  demonstrated  “a  delayed  cutaneous  hyper- 
sensitivity” to  a significant  group  of  patient’s  own 
tumors  which  points  toward  the  presence  in  cancer 
of  a specific  antigen  not  present  in  normal  tissues. 

6.  Tumor  inhibiting  principle — T.I.P. 

The  host  factors  which  serve  as  a defense  or  an 
immune  mechanism  against  cancer  are  inter- 
related. Furthermore,  research  may  reveal  that  the 
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several  resistance  factors  which  have  been  dis- 
cussed may  be  an  expression  of  a single  substance 
with  several  reactions  not  unlike  the  demonstration 
of  antibodies  by  means  of  agglutination,  precipita- 
tion, complement  fixation  and  by  other  serologic 
techniques. 

As  reported  above,  Kidd^®  in  1953  demon- 
strated that  normal  guinea  pig  serum  caused  re- 
gression of  a transplantable  lymphosarcoma  in 
mice.  Other  investigators  verified  his  work  em- 
ploying guinea  pig  serum  with  other  experimental 
tumors  in  vivo  and  in  vitro?*-  The  factor  was 
designated  “Tumor  Inhibiting  Principle” — T.I.P. 
Herbut,  Tsaltas,  and  Kraemer^®  determined  that 
the  factor  in  guinea  pigs  is  heat  stable  and  that 
liver  alone  contains  T.I.P.  Employing  physiologic 
saline  extracts  and  ammonium  sulfate  fractions  of 
the  extracts,  the  factor  was  also  recovered  from 
the  livers  of  other  mammals  but  not  from  other 
tissues.  Inasmuch  as  only  limited  amounts  of 
T.I.P.  could  be  demonstrated  in  mammalian  serum 
other  than  in  that  of  the  guinea  pig  which  con- 
tained large  amounts,  they  believed  that  the  source 
of  the  factor  was  in  the  liver.  They  demonstrated 
T.I.P.  in  the  bile  of  guinea  pigs  and  hogs  and  in 
human  bile  from  patients  with  non-neoplastic  dis- 
ease, but  bile  from  patients  with  cancer  failed  to 
retard  growth  of  the  experimental  tumor-Gardiner 
lymphosarcoma  in  C3H  mice  used  as  the  test 
tumor. 

Summary 

This  comparatively  brief  report  of  the  volumi- 
nous literature  on  immunity  in  cancer  serves  only 
as  a summary  of  the  major  factors  which  provide 
resistance  to  man  against  a serious  cause  of  death. 
It  is  necessary  that  more  research  be  carried  out 
on  man  inasmuch  as  years  of  investigation  with  ex- 
perimental tumors  in  mice,  rats,  hamsters,  and 
rabbits  have  not  as  yet  solved  the  problem  of 
cancer.  • 
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That’s  why  it's  logical  to  start  therapy  with 
Butazolidin  alka — you’ll  know  quickly  whether 
or  not  it  works.  And  usually,  it  will. 

A large  number  of  investigators  have  re- 
ported major  improvement  in  about  75%  of 
cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be  fol- 
lowed quickly  by  improved  function  and  res- 
olution of  other  signs  of  inflammation.  And 
Butazolidin  alka  is  well  tolerated,  especially 
since  it  contains  antacids  and  an  antispas- 
modic  to  minimize  gastric  upset. 

Contraindications 

Edema,  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug 
should  not  be  given  when  the  patient  is  se- 
nile, or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  are  contraindi- 
cated in  patients  with  glaucoma. 

Precautions 

Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  includ- 


ing a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or 
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insulin.  Carefully  observe  patients  receiving 
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tion, stomatitis,  salivary  gland  enlargement, 
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states,  agitation,  headache,  blurred  vision, 
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have  been  reported,  as  have  hepatitis, 
jaundice,  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
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Dosage 
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mg.  daily  in  divided  doses.  In  most  in- 
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improvement  occurs,  dosage  should  be  de- 
creased to  the  minimum  effective  level:  this 
should  not  exceed  400  mg.  daily,  and  is 
often  achieved  with  only  100-200  mg.  daily. 
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News  From  the  Montana  Medical 
Association 

The  Veterans  Administration  Center  at  Fort  Har- 
rison has  an  opening  for  a full-time  general  surgeon, 
preferably  board  certified  or  board  qualified.  The 
hospital  has  an  active,  varied  surgical  service,  with 
excellent  consultant,  laboratory  and  radiological  sup- 
port, and  does  about  30  major  surgical  procedures 
per  month.  Liberal  fringe  benefits  in  addition  to 
salary.  U.  S.  citizenship  required.  If  interested,  please 
contact  G.  M.  Stevenson,  MD,  Chief  of  Staff,  Vet- 
erans Administration  Center,  Fort  Harrison,  Mon- 
tana. 

5^  HS  ❖ 

The  Montana  Tuberculosis  Association  and  the 
Montana  Thoracic  Society  will  hold  their  annual 
meetings  in  Billings,  April  21-23,  1966.  To  date  the 
participants  in  the  scientific  programs  will  include: 
Oscar  Auerbach,  MD,  Senior  Medical  Investigator, 
Veterans  Administration  Hospital,  East  Orange,  New 
Jersey;  Lloyd  E.  Hawes,  MD,  Dedham  Medical  Asso- 
ciates, Dedham,  Massachusetts;  John  F.  Murray, 
MD,  Department  of  Medicine,  School  of  Medicine, 
The  Center  for  the  Health  Sciences,  Los  Angeles, 
California;  and  John  D.  Steele,  MD,  Chief,  Surgical 
Service,  Veterans  Administration  Hospital,  San  Fer- 
nando, California  ...  In  addition,  Scott  Carpenter, 
Gemini  V astronaut,  will  attend  this  meeting  of  the 
Montana  Tuberculosis  Association  to  observe  its 
50th  anniversary  . . . All  Montana  physicians  are 
cordially  invited  to  attend  the  sessions  of  the  Mon- 
tana Tuberculosis  Association,  as  well  as  those  of 
the  Montana  Thoracic  Society. 

^ ^ 

A weekly  series  of  lectures  entitled,  “Breath  of 
Life”  has  been  initiated  in  Great  Falls  for  physicians, 
nursing  personnel  and  medical  technicians.  The  series 
of  lectures  was  organized  by  William  R.  Lee,  MD. 
and  Aleatha  Fawl,  chief  nurse-anesthetist.  Great  Falls 
. . . At  the  second  session  of  this  lecture  series, 
Wyman  J.  Roberts,  MD,  Great  Falls,  spoke  on 
“Anatomy  and  Physiology  of  Respiration.” 


Correction — Please  Note 

The  following  was  omitted  from  the  Abstract  of 
Proceedings  as  sent  to  the  Journal  for  publication  in 
the  November  issue,  and  should  be  added  to  the 
minutes  of  the  House  of  Delegates  of  the  Wyoming 
State  Medical  Society's  62nd  Annual  Meeting. 

Election  of  Officers 

The  Nominating  Committee  had  placed  the  name 
of  Dr.  John  Froyd  in  nomination  for  Speaker  of  the 
House  of  Delegates.  Additional  nominations  were 
called  for,  and  there  being  none,  it  was  moved  by 
Dr.  Christensen  and  seconded  by  Dr.  Stack  that  the 
nominations  be  closed  and  the  Secretary  be  instructed 
to  cast  a unanimous  ballot  for  Dr.  Froyd  as  Speaker 
of  the  House  of  Delegates. 

The  Nominating  Committee  had  placed  the  name 
of  Dr.  Roy  Holmes  in  nomination  for  Vice  Speaker 
of  the  House  of  Delegates.  The  President  called  for 
nominations  three  times,  and  there  being  none,  it  was 
moved  by  Dr.  Greene  that  the  nominations  be  closed 
and  the  Secretary  instructed  to  cast  a unanimous 
ballot  for  Dr.  Holmes  as  Vice  Speaker  of  the  House 
of  Delegates.  Seconded  by  Dr.  Holtz.  Motion  carried. 
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Hemoptysis  cont.  from  page  50 


bronchograms  immediately  following  bronchos- 
copy. The  cleaning  out  of  the  bronchi  has  been 
mentioned,  the  patient  is  subjected  to  a single 
anesthetic,  and  the  results  of  both  procedures 
are  available  the  same  day.  Fig.  1 shows  bron- 
chiectasis of  the  left  lower  lobe  as  demonstrated 
by  bronchography. 

Massive  hemoptysis 

Massive  hemoptysis  poses  problems  of  an  emer- 
gent nature.  Of  prime  concern  is  the  mainte- 
nance of  a patent  airway.  The  use  of  the  broncho- 
scope in  this  regard  has  already  been  mentioned. 
In  some  cases  it  is  necessary  to  perform  an  emer- 
gency tracheostomy  to  facilitate  aspiration  of  the 
blood.  After  an  adequate  airway  is  assured,  at- 
tention is  directed  to  control  of  the  hemorrhage. 

The  majority  of  cases  of  hemoptysis,  even  those 
of  rather  massive  hemorrhage,  respond  to  rest  and 
sedation,  but  occasionally  emergency  thoracotomy 
is  necessary.  The  value  of  parenteral  Vitamin  K, 
pituitrin  and  estrogens  is  open  to  question,  but  if 
available,  these  agents  may  be  beneficial.^' 
The  use  of  intrabronchial  balloon  tamponade  has 
been  reported  in  successfully  controlling  massive 
pulmonary  hemorrhage.^'  Fig.  2 illustrates  the 
use  of  an  intraluminal  pulmonary  arterial  balloon 
in  arresting  profuse  bleeding  from  the  lung.  Either 
of  these  procedures  may  provide  sufficient  time 
to  arrange  for  an  emergency  thoracotomy. 

Summary 

The  causes  of  hemoptysis  have  been  briefly 
discussed.  Diagnostic  evaluation  entails  a detailed 
history,  general  physical  examination,  thorough 
examination  of  the  supraglottic  air  passages,  PA 
and  lateral  chest  x-rays,  bronchoscopy,  bronchog- 
raphy, and  indicated  ancillary  examinations  as 
EKG,  angiography,  barium  swallow,  esophagos- 
copy  and  bone  marrow  study.  • 
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DEPROE 

meprobamate  400  mg.  -1- 
benactyzine  hydrochloride  1 mg. 

Indications;  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  ■where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Cartful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Btnactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— Growsmtss  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 

Wallace  Laboratories  / Cranbury,  N.  J. 
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meprobamate  400  mg.  + benactyzine  hydrocbloride  1 mg. 

A LOGICAL  FIRST  CHOICE 

usually  restores 
normal  sleep  quickly 
by  helping 
to  lift  depression . . . 
calm  associated  anxiety, 
tension,  and  rumination 

Wallace  Laboratories  / Cranbury,  N.  J. 
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The  discomforts  of 

DIARRHEA 
WUCOUS  COLITIS 
DiWERTICyLITIS 
SPASTIC  URETERITIS 

blad-v.e:!  spasm 

♦ ♦ , are  relieved  hy  direct  musculotropic  action  with 


BRAND  THIPHENAMIL  HCl 


Available  in  100  milligram  pink  sugar-coated  tablets. 


The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly.  The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 


Trocinate  BRAND  THIPHENAMIL  HCl 

BETA-DIETHYLAMINOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 

. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  — may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HCl)  has  been  found  in  three  clinical  studies,  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
affirmed  the  safety  and  effectiveness  of  Trocinate. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 

DISPENSED  IN  BOTTLES  OF  100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 


University  of  Colorado  Medical  Center 

The  Epilepsy  Foundation  has  granted  $6,800  to 
a University  of  Colorado  Medical  Center  scientist 
for  a research  project  aimed  at  learning  more  about 
the  triggering  causes  of  epileptic  seizures. 

Recipient  of  the  grant  is  Dr.  Gerhard  Nellhaus, 
assistant  professor  of  pediatrics  and  neurology  in 
the  CU  School  of  Medicine.  Dr.  Nellhaus  has  under- 
taken previous  investigations  in  the  field. 

The  project  is  expected  to  yield  further  scientific 
understanding  of  some  of  the  mechanisms  and 
metabolic  disorders  which  lead  to  epileptic  convul- 
sions. 

Dr.  Nellhaus’s  investigation  is  part  of  a $145,000 
annual  research  program  supported  by  the  Epilepsy 
Foundation  through  contributions  from  individuals 
and  corporations. 

University  of  Utah  School  of  Medicine 

The  15.8  million-dollar  University  of  Utah  Medi- 
cal Center  was  dedicated  on  October  16.  Principal 
speaker  at  the  dedication  ceremonies  was  Congress- 
man John  E.  Fogarty  (D-R.L). 

Approximately  one-fourth  of  the  funds  used  to 
build  the  Medical  Center  were  donated  by  private 
individuals  and  businesses.  The  total  contributions  to 
date  include  unprecedented  support  from  private 
physicians. 

^ ^ 

The  new  Rehabilitation  Center  of  the  University 
of  Utah  College  of  Medicine  is  now  in  partial  opera- 
tion. When  in  full  operation  it  will  have  approximate- 
ly 50,000  square  feet  of  treatment  space  and  in- 
patient service.  At  the  present  time  it  is  providing 
out-patient  evaluations  and  appropriate  treatments, 
utilizing  the  services  of  occupational  therapy,  physical 
therapy,  speech  and  hearing  therapy,  psychology, 
and  social  work  for  the  rehabilitation  of  individual 
patients. 

Future  functions  of  the  Rehabilitation  Division 
of  the  University  of  Utah  College  of  Medicine  will 
include  the  offering  of  a wide  variety  of  courses  on 
a post-graduate  level  for  the  interested  private  physi- 
cian. Several  appropriate  programs  for  the  instruction 
of  medical  students  and  the  house  staff  officers  are 
currently  being  established. 

An  important  unit  of  the  Center  is  the  Alcoholism 
Clinic,  sponsored  by  the  State  Board  on  Alcoholism. 
Other  services  provided  in  the  rehabilitation  complex 
include  the  brace  and  prosthetic  shop  which  will 
provide  artificial  limbs,  braces,  and  splints  for  the 
disabled. 


The  Rehabilitation  Center's  physical  facilities  are 
believed  to  be  among  the  most  comprehensive  in 
the  west.  The  effective  utilization  of  this  Center  de- 
pends upon;  1 — Demonstrating  the  value  these  ser- 
vices have  in  the  care  of  the  disabled  person  by  our 
staff  to  the  medical  profession  in  the  state.  2 — The 
acceptance  by  the  medical  profession  in  the  state  of 
such  services.  It  should  be  pointed  out  that  a special- 
ist in  physical  medicine  and  rehabilitation,  or 
physiatrist,  does  not  assume  primary  medical  re- 
sponsibility for  any  patient.  The  patient  remains  the 
patient  of  the  referring  physician,  who  is  expected  to 
cooperate  with  the  rehabilitation  specialist  in  the 
over-all  care  of  the  patient.  Rehabilitation  services 
are  available  for  any  patients  referred  to  the  Center 
by  their  private  physician.  Progress  reports  will  be 
issued  to  the  referring  physician  on  a regular  basis. 


Colorado 

Dr.  Henry  Alexander  Bradford  died  suddenly  in 
his  home  on  November  6,  1965.  Dr.  Bradford  was 
born  in  Cincinnati,  Ohio,  on  February  22,  1913. 
He  received  his  undergraduate  and  medical  training 
at  the  University  of  Cincinnati  from  which  institution 
he  graduated  with  a Doctor  of  Medicine  Degree  in 
1937.  Dr.  Bradford  prepared  himself  for  the  pratice 
of  internal  medicine  in  medical  centers  in  Detroit 
and  Boston  and  at  the  University  of  Michigan. 

On  completion  of  his  residency  training  Dr.  Brad- 
ford opened  an  office  for  the  practice  of  medicine  in 
Denver  in  1942  and  was  an  active  member  of  the 
Presbyterian  Hospital  staff.  He  also  served  as  Chief 
of  Staff  in  this  hospital. 

He  was  a member  of  the  Denver  and  Colorado 
Medical  Societies,  the  American  Medical  Associa- 
tion, the  American  College  of  Physicians,  the  Ameri- 
can Association  of  Cardiologists,  the  Colorado  Heart 
Association,  and  the  American  Heart  Association. 
He  served  for  a time  as  Medical  Director  of  the 
Alexander  Hamilton  Life  Insurance  Company. 

Dr.  Bradford  was  active  in  the  affairs  of  the  medi- 
cal profession  and  also  took  an  active  part  in  the 
affairs  of  the  community. 

He  was  a member  of  St.  Thomas  Episcopal 
Church,  the  University  Club  of  Denver,  the  Valley 
Country  Club,  and  the  White  Lake  Yacht  Club  of 
White  Lake,  Michigan.  He  was  also  a member  of 
Sigma  Alpha  Epsilon  social  fraternity. 

He  is  survived  by  his  widow,  Louise,  a son,  Henry 
Alexander  Bradford  of  Los  Angeles,  two  daughters. 
Miss  Alice  Belle  and  Miss  Martha  Ann,  both  of 
Denver,  a sister,  Mrs.  John  A.  Preston  of  Mountain 
Lakes,  New  Jersey,  a brother,  Lawrence  J.  Bradford 
of  Walnut  Creek,  California,  and  one  granddaughter. 
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American  Cancer  Society 
1966  Scientific  Session 

May  11,  1966 

St.  Francis  Hotel 

San  Franciso,  California 

Sessions  are  open  to  all  members  of  the  Medical  and 
Dental  Professions  and  Students. 

No  advance  registration  or  registration  fee. 

Morning  Session — 9:00  a.m.-12:00  p.m. 

Uterine  Cancer 

Leopold  G.  Koss,  MD,  Memorial  Hospital  for  Can- 
cer and  Allied  Diseases,  New  York 

Tommy  N.  Evans,  MD,  Wayne  State  University 
School  of  Medicine,  Detroit 

Rectal  and  Colon  Cancer 

H.  Marvin  Pollard,  MD,  The  University  of  Michigan 
Medical  Center,  Ann  Arbor 

J.  Englebert  Dunphy,  MD,  University  of  California 
School  of  Medicine,  San  Francisco 

Lung  Cancer 

Senator  Maurine  B.  Neuberger,  The  United  States 
Senate,  Washington,  D.  C. 

Thomas  Carlile,  MD,  The  Mason  Clinic,  Seattle 

Breast  Cancer 

Thomas  W.  Botsford,  MD,  Harvard  Medical  School, 
Boston 

Robert  C.  Hickey,  MD,  University  of  Wisconsin 
Medical  Center,  Madison 

Afternoon  Session — 1:30  p.m. -4:00 p.m. 

Oral  Cancer 

Sol  Silverman,  DDS,  University  of  California  School 
of  Dentistry,  San  Francisco 

Arthur  G.  James,  MD,  Ohio  State  University  Medical 
Center,  Columbus 

Skin  Cancer 

Herbert  L.  Traenkle,  MD,  University  of  Buffalo 
School  of  Medicine,  Buffalo 

Richard  H.  Jesse,  MD,  M.  D.  Anderson  Hospital  and 
Tumor  Institute,  Houston 

Special  Address 

Paul  Weiss,  PhD,  The  University  of  Texas  Graduate 
School  of  Biomedical  Sciences,  Houston 

For  further  information,  write:  Director  of  Pro- 
fessional Education,  American  Cancer  Society,  Inc., 
219  East  42nd  Street,  New  York,  New  York  10017. 


Western  Leagues  for  Nursing 

The  Western  Regional  Council  of  State  Leagues 
for  Nursing  will  meet  in  San  Francisco’s  Sheraton- 
Palace  Hotel,  January  31 -February  1,  1966,  to  plan 
for  community  action  to  help  meet  nursing  needs  in 
the  West. 

All  League  members  in  the  region  and  others  in- 
terested in  community  health  services  are  invited 
to  attend  the  meeting. 

Registration  forms  and  other  information  about 
the  WRCSLN  meeting  may  be  obtained  from  the 
NLN  Western  office,  693  Sutter  Street,  San  Fran- 
cisco. There  will  be  no  registration  charge  for  the 
conference. 

American  College  of  Surgeons 

The  Utah  Chapter  Meeting  of  the  American  Col- 
lege of  Surgeons  has  been  set  for  Friday  and  Satur- 
day, January  14  and  15,  1966.  The  meetings,  which 
will  be  held  at  the  University  of  Utah  Medical 
Center,  will  begin  at  1:00  p.m.  on  Friday.  Five  out- 
standing visiting  lecturers  have  been  scheduled  to 
appear  on  the  program,  along  with  local  authorities 
in  the  various  areas  of  surgery.  The  complete  pro- 
gram for  this  meeting  appears  in  the  January  “What 
goes  on”  bulletin. 

Dermatology 

The  department  of  dermatology  of  the  New  York 
University  Medical  Center  has  announced  the  de- 
tails of  its  two  annual  lectures  to  be  given  in  1966. 
Both  will  take  place  in  the  Founders  Room  of  the 
New  York  University  School  of  Medicine  Alumni 
Hall,  550  First  Avenue,  New  York  City. 

Dr.  Richard  B.  Stoughton,  professor  of  derma- 
tology at  Western  Reserve  University,  will  present 
the  Sigmund  Pollitzer  Lecture  at  8:45  p.m.  Tuesday, 
Feb.  15.  He  will  discuss  “Studies  in  Percutaneous 
Absorption.” 

A symposium  on  “Selected  Aspects  of  Cutaneous 
Precancers,  Cancers  and  Pseudocancers”  will  be 
presented  on  April  27,  28  and  29,  1966.  The  sym- 
posium will  be  under  the  direction  of  Rudolf  L. 
Baer,  MD,  George  Miller  MacKee  Professor  and 
chairman  of  the  department. 

The  symposium  will  present  recent  advances  in 
knowledge  of  cutaneous  neoplasms  and  will  cover 
important  basic  science,  clinical  and  therapeutic 
aspects  of  the  subject.  Each  session  will  conclude 
with  a panel  discussion  and  a question-and-answer 
period. 

Tuition  for  the  symposium  is  $75.  For  applications 
or  further  information,  write:  Office  of  the  Recorder, 
New  York  University  Post-Graduate  Medical  School, 
550  First  Avenue,  New  York,  N.Y.  10016. 
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Medical  College  of  Georgia 

The  Medical  College  of  Georgia  is  presenting  a 
postgraduate  physician  education  program  in  PEDI- 
ATRICS on  January  25  and  26,  1966,  on  the  campus 
of  the  Medical  College  in  Augusta. 

This  program  is  designed  to  inform  physicians  of 
recently  developed  knowledge  about  diseases  of  chil- 
dren that  has  application  to  clinical  patient  care.  It 
is  anticipated  that  this  course  will  be  of  particular 
interest  to  pediatricians  and  other  medical  practi- 
tioners engaged  in  the  care  of  children. 

Arrangements  and  registration  for  this  course  are 
being  handled  by  the  Department  of  Continuing  Edu- 
cation at  the  Medical  College,  Augusta,  Ga.  30902. 

Intermountain  Psychiatric  Association 

The  Intermountain  Psychiatric  Association  Annual 
Meeting  will  be  held  in  San  Francisco  on  March  25, 
26,  27,  1966.  The  theme  of  the  meeting  will  be 
“Short  Term  Psychotherapy.”  Registration  fee  is 
$10.00  for  non-members. 

For  further  information,  contact  Don  W.  Herrold, 
MD,  President,  Intermountain  Psychiatric  Associa- 
tion, 2520  Capitol  Ave.,  Cheyenne,  Wyo. 

La  Lcchc  League  of  Colorado 

All  doctors  are  cordially  invited  to  attend  a sym- 
posium, “The  Doctor  and  Breastfeeding  Today,” 
on  February  8,  1966,  at  8:00  p.m.  The  meeting  will 
be  held  in  the  St.  Anthony  Hospital  Nurses  Auditori- 
um, Denver. 

Panelists  and  their  topics  are  as  follows:  Edith  B. 
Jackson,  MD,  “The  First  Week”;  Robert  Bradley, 
MD,  “Breast  Infections”;  Joseph  Butterfield,  MD, 


“Allergies,  Premies,  and  Other  Problems”;  Frits 
Mijer,  MD,  “Adding  Solids.”  A discussion  period 
by  panelists  and  audience  will  follow  the  above 
presentations. 

For  further  information  please  call  Anne  Theobald, 
President  of  La  Leche  League  of  Colorado,  at  757- 
2627. 

We  believe  you  will  find  this  to  be  an  interesting 
and  informative  evening. 

Maternal  and  Child  Health  Conferences 
Children’s  Hospital — Denver 

All  members  of  the  nursing  team  are  invited  to 
attend  conferences  on  Maternal  and  Child  Health, 
Room  200  in  Tammen  Halt  of  Children’s  Hospital 
at  3:30  p.m.  on  the  first  Friday  of  each  month,  ex- 
cept when  there  are  conflicting  events. 

These  conferences  on  subjects  relevant  to  maternal 
and  child  health  will  concern  themselves  with  a 
variety  of  topics  that  will  be  of  interest  to  all  mem- 
bers of  the  nursing  team,  both  hospital  staff  nurses 
and  Public  Health  Nurses  in  the  community. 

January  7,  1966 

The  Pap  Smear 

Watson  A.  Bowes,  Jr.,  MD 

Denver 

Refreshments  served  following  conference. 

Spring  Clinics 

The  annual  Spring  Clinics  will  be  held  June  13-15, 
1966  at  Children's  Hospital,  Denver. 


Meeting  Annonimcements 

January  8-9  Idaho  Heart  Association,  Scientific  Sessions  on  Cardiovascular  Disease,  Sun 
Valley,  Idaho. 

January  26-28  Northwestern  Component,  Montana  Academy  of  General  Practice,  Big  Moun- 
tain Medical-Ski  Conference,  Whitefish,  Montana. 


March  5-6 


April  1-2 
April  21-23 


May  6-7 


American  Medical  Association,  First  National  Congress  on  Medical  Ethics  and 
Professionalism,  Pick-Congress  Hotel,  Chicago,  Illinois. 

Montana  Medical  Association,  Interim  Session,  Havre,  Montana. 

Montana  Tuberculosis  Association  and  Montana  Thoracic  Society,  Annual 
Meeting,  Billings,  Montana. 

Montana  Heart  Association,  Postgraduate  Conference  on  Cardiovascular  Dis- 
ease, Northern  Hotel,  Billings,  Montana. 


/or  January,  1966 
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San  Diego  Academy  of  General  Practice 

San  Diego  Academy  of  General  Practice  Annual 
Postgraduate  Symposium  in  cooperation  with  Univer- 
sity of  Oregon  School  of  Medicine.  Vacation  Village 
Hotel,  Mission  Bay,  San  Diego.  Friday-Saturday, 
May  20-21,  1966.  Contact:  Orlando  P.  Johann,  MD, 
731  E.  Broadway,  El  Cajon,  California. 

Rural  Health  Conference 

Health  Care  for  Rural  Communities  will  be  the 
theme  of  the  19th  National  Conference  on  Rural 
Health  to  be  held  at  the  Broadmoor  Hotel  in  Colo- 
rado Springs  March  18-19,  1966. 

Purposes  of  this  Conference  are: 

1.  To  improve  methods  of  communication  in 
health  education  for  rural  people. 

2.  To  more  fully  understand  and  be  able  to  utilize 
more  efficiently  health  manpower  resources  in  a 
community. 

3.  To  assess  the  effect  of  environmental  factors  on 
the  health,  safety,  and  well-being  of  people  living 
in  rural  areas. 

4.  To  discover  and  be  able  to  implement  the 
utilization  of  community  health  resources. 

Many  outstanding  guest  speakers  have  been  in- 
vited to  participate  in  this  Conference  which  is 
sponsored  by  the  Council  on  Rural  Health  of  the 
American  Medical  Association. 

Instrument  Society  of  America 

The  4th  National  Instrument  Society  of  America 
(ISA)  Symposium  on  Biomedical  Sciences  Instru- 
mentation will  be  held  May  16-19,  1966  in  the 
Disneyland  Hotel,  Anaheim,  California. 

In  addition  to  review  lectures  presented  by  in- 
vited speakers,  the  Symposium  will  include  invited 
and  contributed  papers  in  specific  areas  of  biomedical 
instrumentation. 

Interested  authors  may  submit  papers  for  con- 
sideration in  one  or  more  of  the  following  biomedical 
instrumentation  areas:  Aerospace  biomedical  instru- 


mentation, its  spin-off  for  hospitals  and  in  other 
life  support  areas;  interdisciplinary  teaching  of  bio- 
medical and  measurement  techniques  for  the  en- 
gineer and  physician;  psycho-physiological  aspects 
of  predictive  medicine;  rapid  diagnostic  techniques; 
intensive  and  progressive  patient  monitoring  and 
care;  and  cardiovascular,  mechanical,  and  electrical 
aspects. 

Those  desiring  to  present  papers  should  submit  a 
200-word  abstract,  before  Eebruary  15,  1966,  to: 
Dr.  Thomas  B.  Weber,  Program  Co-Chairman,  Beck- 
man Instruments,  Inc.,  2500  Harbor  Boulevard, 
Fullerton,  California  92632. 

Pan-Pacific  Surgical  Association 

The  Board  of  Trustees  of  the  Pan-Pacific  Surgical 
Association  is  pleased  to  announce  the  dates  of  the 
Tenth  Congress  of  the  Association  and  the  Second 
Mobile  Educational  Seminar  to  countries  bordering 
on  the  Pacific  basin. 

Part  I,  the  Honolulu  portion  of  the  Congress,  will 
convene  at  the  Princess  Kaiulani  Hotel  in  Honolulu, 
Hawaii,  on  September  20,  1966  and  continue  through 
September  28.  Part  II  and  Part  III  will  depart  Hawaii 
on  September  28  and  travel  to  Japan  and  Hong  Kong, 
with  Part  II  returning  to  San  Francisco,  California, 
on  October  10  in  time  for  the  opening  of  the  Ameri- 
can College  of  Surgeons,  and  Part  III  continuing  on 
to  the  Philippines,  Thailand,  India,  Singapore,  Aus- 
tralia and  New  Zealand,  returning  to  Hawaii  on  No- 
vember 1,  1966. 

The  Tenth  Congress  offers  an  extensive  scientific 
program  presented  by  more  than  300  leading  sur- 
geons from  all  parts  of  the  world  in  nine  different 
surgical  specialties  and  related  specialties:  General 
Surgery,  Ophthalmology,  Otolaryngology,  Thoracic 
Cardiovascular  Surgery,  Neurosurgery,  Obstetrics 
and  Gynecology,  Orthopedics,  Plastic  Surgery,  Urol- 
ogy, Anesthesiology  and  Radiology.  We  extend  this 
invitation  to  all  physicians  to  attend  and  participate 
in  these  meetings. 

For  further  information,  please  write:  Pan-Pacific 
Surgical  Association,  Room  236,  Alexander  Young 
Building,  Honolulu,  Hawaii  96813. 


PICKER  X-RAY, 

ROCKY  MOUNTAIN,  INC 

4925  EAST  38TH  AVE. 

-TEL  388-5731 -DENVER  7,  COLORADO 

Offices  also  in: 

Colorado  Springs,  Colorado 

1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 

Medical  X-Ray  Equipment 

21  Kensington  Street,  485-8262 

Accessories  & Film 

Albuquerque,  New  Mexico 

Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288 

Nuclear  Instrumentation 
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Flagyl  eliminates  the  diffi- 
culties and  frustrations  that 
have  long  attended  the 
treatment  of  trichomonal 
infection.  These  difficulties 
arose  mainly  from : 

1 ) the  failure  of  any  pre- 
viously known  agent  to 
destroy  the  protozoan  in 
paravaginal  crypts  and 
glands; 

2)  the  failure  of  any  pre- 
viously known  agent  to 
prevent  reinfection  by 
eradicating  the  disease  in 
male  consorts. 

The  introduction  of  Flagyl 
removed  these  deficiencies. 
Hundreds  of  published  in- 
vestigations in  thousands 
of  patients  have  confirmed 
the  ability  of  Flagyl  to  cure 
trichomoniasis. 


Correctly  used,  with  due 
attention  to  repeat  courses 
of  treatment  for  resistant, 
deep-seated  invasion  and  to 
the  presumption  of  reinfec- 
tion from  male  consorts, 
Flagyl  has  repeatedly  pro- 
duced a cure  rate  of  up  to 
100  per  cent  in  large  series 
of  patients. 

Nothing  cures  trichomo- 
niasis like  Flagyl. 

Dosage  and  Administration 

In  women:  one  250-mg.  oral 
tablet  t.i.d.  for  ten  days.  A vagi- 
nal insert  of  500  mg.  is  avail- 
able for  local  therapy  when 
desired.  When  the  inserts  are 
used  one  vaginal  insert  should 
be  placed  high  in  the  vaginal 
vault  each  day  for  ten  days,  and 
concurrently  two  oral  tablets 
should  be  taken  daily. 

In  men;  in  whom  trichomo- 
nads  have  been  demonstrated. 


one  250-mg.  oral  tablet  b.i.d.  for 
ten  days. 

Contraindications 
Pregnancy;  disease  of  the  cen- 
tral nervous  system;  evidence  or 
history  of  blood  dyscrasia. 

Precautions  and  Side  Effects 

Complete  blood  cell  counts 
should  be  made  before  and  after 
therapy,  especially  if  a second 
course  is  necessary. 

Infrequent  and  minor  side 
effects  include;  nausea,  un- 
pleasant taste,  furry  tongue, 
headache,  darkened  urine,  diar- 
rhea, dizziness,  dryness  of 
mouth  or  vagina,  skin  rash,  dys- 
uria,  depression,  insomnia, 
edema.  Elimination  of  tri- 
chomonads  may  aggravate 
moniliasis. 

Dosage  Forms 

Oral— 250-mg.  tablets 
Vaginal— 500-mg.  inserts 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Recent  Acquisitions 

The  Anatomy  of  the  Horse:  By  Robert  F.  Way.  Phila.,  1965, 
Lippincott.  214  p.  Price:  $12.50. 

Differential  Diagnosis;  an  Integrated  Handbook:  By  Harold 
T.  Hyman.  Phila.,  1965,  Lippincott.  375  p.  Price:  $12.50. 

Diseases  of  the  Newborn:  By  Alexander  J.  Schaffer.  2d  ed. 
Phila.,  1965,  Saunders.  1023  p.  Price:  $22.00. 

Foundations  of  Anesthesiology:  By  Albert  Faulconer.  Spring- 
field,  111.,  1965,  Thomas.  2 vols.  Review. 

From  the  Valley  to  the  Mountain.  Part  1,  The  Beginning  of 
a Journey:  By  Albert  W.  Metcalf.  The  Author,  1965  (?),  21  p. 
Gift. 

The  Locomotor  System:  Functional  Anatomy:  By  Michael  C. 
Hall.  Springfield,  111.,  1965,  Thomas.  562  p.  Price:  $19.75. 

Management  of  the  Patient  With  Cancer:  Edited  by  Thomas 
F.  Nealon.  Phila.,  1965,  Saunders.  1067  p.  Gift:  Colo.  Div. 
American  Cancer  Soc.  Price:  $27.50. 

Physician’s  Handbook:  By  Marcus  A.  Krupp.  13th  ed.  Los 
Altos,  Calif.,  1964,  Lange.  558  p.  Price:  $4.50. 

Physiology  and  Biophysics:  Edited  by  Theodore  C.  Ruch. 
19th  ed.  Phila.,  1965,  Saunders.  124  p.  Price:  $17.00. 

Twins;  Twice  the  Trouble,  Tw'ice  the  Fun:  By  Betsy  H. 
Gehman.  Phila.,  1965,  Lippincott.  224  p.  Price:  $4.95. 

Veterinary  Hematology:  By  Oscar  W.  Schalm.  2d  ed.  Phila., 
1965,  Lea  & Febiger.  664  p.  Review. 

Book  Review 

Principles  of  Chest  Roentgenology:  By  Benjamin  Felson, 
Aaron  S.  Weinstein,  and  Harold  B.  Spitz.  Philadelphia, 
1965.  Saunders.  221  p.  Price:  $6.00. 

Utilizing  the  currently  popular  method  of  pro- 
gramed instruction,  this  volume  presents  a compre- 
hensive and  succinct  discussion  of  the  important 
fundamentals  underlying  the  production  and  interpre- 
tation of  chest  roentgenograms.  Programed  instruc- 


Newton Optical 
Company 

Catering  to 
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309  1 6th  Street  f \ Telephone 
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tion,  as  described  by  the  authors  “stems  from  a 
Socratic  method  of  advancing  by  easy  stages  from 
the  simple  to  the  more  complex,  guided  by  student 
response.” 

The  opening  three  chapters  concern  the  technique 
of  roentgen  examination  of  the  thorax  and  the  anat- 
omy of  the  bronchopulmonary  segments.  Then  fol- 
lows a discussion  of  the  production  and  interpreta- 
tion of  the  silhouette  sign,  the  air  bronchogram  and 
lobar  and  segmental  collapse.  Consideration  of  the 
pleura  and  extrapleural  spaces  completes  the  instruc- 
tion with  respect  to  the  classical  chest  roentgenology. 
A bonus  chapter  concerning  the  many  causes  of  rib- 
notching  follows  this  classical  consideration,  and  the 
text  is  concluded  by  a series  of  short  quizzes. 

The  material  covered  in  this  volume  is  much  the 
same  as  covered  by  Felson  in  his  earlier  text,  Funda- 
mentals of  Chest  Roentgenology,  although  the  pro- 
gramed instruction  method  of  presentation  may  make 
the  present  volume  somewhat  more  enjoyable,  par- 
ticularly for  the  non-radiologist.  Those  who  know 
Doctor  Felson  or  have  heard  him  speak,  cannot  fail 
to  appreciate  his  inimitable  humor  which  is  liberally 
scattered  throughout  the  copy.  The  concise  nature 
and  comprehensive  coverage  of  the  present  volume 
should  make  it  extremely  attractive  to  the  busy  phy- 
sician who  might  otherwise  be  unable  to  consider 
these  problems  in  depth,  and  to  all  house  officers  and 
neophyte  radiologists. 

J.  H.  Hannemann,  MD 
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Discriminating  Doctors 
everywhere  specify 

r E E LC AS 


Custom  Line 
Office  Furniture 

Doctors  ore  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  can  "individual- 
ize" your  office. 

Stop  in  soon  — or  phone  and  our  representative  will  call 
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STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 

STRESSCAPSri] 

Stress  Formula  Vitamins  Lederle  iB 


Each  capsule  contains: 

Vitamin  B , (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B 1 2 Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  Intake:  Adults.  1 

capsule 

daily,  for  the  treatment  of  vitamin 

deficien- 

cies.  Supplied  in  decorative  “reminder" 

jars  of  30  (one  month’s  supply) 
(three  months’  supply^. 

and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y. 


Colorado  Medical  Society 

OFFICERS — 1965-66 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
September  28,  1966  at  the  Annual  Session  in  Colorado  Springs. 
President:  Paul  R.  Hildebrand,  Brush 
President-elect:  Myron  C.  Waddell,  Denver 
Vice  President:  Walter  C.  Herold,  Colorado  Springs 
Treasurer:  William  A.  Day,  Colorado  Springs,  1968 
Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966 
Additional  Trustees:  J.  Alan  Shand,  La  Junta,  1966;  Carl  H. 
McLauthlin,  Denver,  1967;  Kenneth  A.  Platt,  Westminster, 
1967;  J.  Robert  Spencer,  Denver,  1968. 

Judicial  Council:  District  No.  1 — Daniel  H.  Buchanan,  Jr., 
Denver,  1966;  District  No.  2 — John  Simon,  Englewood,  1968; 
District  No.  3 — Kenneth  E,  Gloss,  Colorado  Springs,  1967; 
District  No.  4 — James  G.  Price,  Brush,  1966;  District  No.  5 — 
William  S.  Curtis,  Boulder,  1966;  District  No.  6 — Heman  R. 
Bull,  Grand  Junction,  1967;  District  No.  7 — Tullius  W.  Halley, 
Durango,  1967;  District  No.  8 — Herman  W.  Roth,  Monte  Vista, 
Chairman,  1968;  District  No.  9 — Scott  A.  Gale,  Pueblo,  Vice 
Chairman,  1968. 

Grievance  Committee:  Jolm  B.  Griffith,  Aurora,  Secretary, 
1966:  Dwight  C.  Dawson,  Colorado  Springs,  1966:  Ray  G. 
Witham,  Craig,  Chairman,  1966;  Clayton  K.  Mammel,  Den- 
ver, 1966;  Robert  B.  Richards,  Fort  Morgan,  1966;  Joseph  A. 
Leonard,  Lakewood,  1966;  Joel  R.  Husted,  Boulder,  1967; 
James  A.  Henderson,  Englewood,  1967;  Robert  J.  Bliss,  Fort 
Collins,  1967:  John  A.  McDonough,  Ordway,  1967;  H.  Harper 
Kerr,  Pueblo,  1967;  Edward  E.  Tennant,  Sterling,  1967. 
Delegates  to  the  American  Medical  Association:  Kenneth 
C.  Sawyer,  Denver,  Dec.  31,  1966  (Alternate,  Robert  E. 
McCurdy,  Denver,  Dec.  31,  1966);  Gatewood  C.  Milligan, 
Englewood.  Dec.  31,  1967  (Alternate,  Ray  G.  Witham,  Craig, 
Dec.  31,  1967);  Harlan  E.  McClure,  Lamar,  Dec.  31,  1967 
(Alternate,  Vernon  L.  Bolton,  Colorado  Springs,  Dec.  31,  1967). 
Speaker,  House  of  Delegates:  Marvin  E.  Johnson,  Denver. 

Vice  Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora. 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

COUNCIL  ON  INTERPROFESSIONAL  RELATIONS:  Carl 
W.  Swartz,  Pueblo,  Chairman,  1966:  William  A.  Liggett, 
Denver,  Vice  Chairman,  1967;  Claude  D,  Bonham,  Denver, 
1966;  Richard  P.  Saunders,  Grand  Junction,  1966;  Clare  C. 
Wiley,  Longmont.  1966;  Littleton  J.  Bunch,  Alamosa,  1967; 
Robert  B.  Richards,  Fort  Morgan,  1967;  W.  Kemp  Absher, 
Pueblo,  1967. 

ADVISORY  TO  THE  AUXILIARY:  Cyrus  W.  Anderson,  Den- 
ver, Chairman;  Salvatore  P.  Esposito,  Aurora:  J.  Alan  Shand, 
La  Junta. 

ADVISORY  TO  THE  COLORADO  ASSOCIATION  OF  MEDI- 
CAL ASSISTANTS:  James  M.  Woodward,  Jr..  Denver,  Chair- 
man; Robert  H.  Kent,  Colorado  Springs;  I,  E.  Hendryson, 
Denver;  Richard  P.  Saunders,  Grand  Junction;  Kenneth  H. 
Beebe,  Sterling;  Fordyce  McCabe,  Boulder,  Special  Con- 
sultant. 

COMMITTEE  ON  MEDICINE  AND  RELIGION:  Bernard  T. 
Daniels.  Denver,  Chairman;  Lewis  Barbato,  Thomas  H.  Foley, 
Paul  K.  Hamilton.  Abraham  J.  Kauvar,  Herman  I.  Laff,  all 
of  Denver. 

MEDICOLEGAL  COMMITTEE:  William  A.  Liggett,  Denver, 
Chairman,  1967;  Eugene  C.  Penn,  Aurora,  1966;  Thomas  J. 
Kennedy,  Denver,  1966;  Warren  W.  Tucker,  1966;  Howard  F. 
Bramley,  Denver,  1967;  Elmer  M.  Franz,  Denver,  1967. 
COMMITTEE  ON  PROFESSIONAL  INSURANCE  AND  RE- 
TIREMENT: William  S.  Curtis,  Boulder,  Chairman;  George  R. 
Buck,  Denver;  Frank  Gorishek.  Denver;  Paul  B.  Stidham, 
Grand  Junction;  Edward  C.  Budd,  Salida. 


COUNCIL  ON  LEGISLATION:  Robert  B.  Bosworth,  Denver, 
Chairman,  1966;  Frank  E.  Stander,  Pueblo,  Vice  Chairman, 
1967;  James  M.  Perkins,  Denver,  1966;  Ward  B.  Studt,  Grand 
Junction,  1966;  John  M.  Wood,  Englewood,  1966;  Edward  B. 
Liddle,  Colorado  Springs,  1967;  Richard  D.  Talbott,  Denver, 
1967:  Phillip  D.  Weaver,  Greeley,  1967. 

COUNCIL  ON  MEDICAL  SERVICE:  Joseph  McCloskey,  Den- 
ver, Chairman,  1966;  I.  E.  Hendryson,  Denver,  Vice  Chair- 
man, 1966;  John  H.  Amesse,  Denver.  1966;  Henry  W.  Toll, 
Jr.,  Denver,  1966;  Edward  J.  Donovan,  Denver,  1967;  Walter 
E.  Vest.  Denver,  1967;  Arthur  R.  Olsen,  Fort  Morgan,  1967; 
T.  M.  Rogers,  Sterling,  1967. 

COMMITTEE  ON  AGING:  John  Zarit,  Denver,  Chairman; 
Jack  L.  Baughman,  William  E.  Hay,  Robert  H.  Hughes,  Walter 
E.  Vest,  Delbert  M.  Weltman,  all  of  Denver;  Robert  Schilling, 
Pueblo. 

COMMITTEE  ON  BLOOD:  William  A.  H.  Rettberg,  Denver, 
Chairman;  E.  P.  Elzi,  Robert  Lackey,  Robert  Virtue,  all  of 
Denver. 

REPRESENTATIVES  TO  BLUE  CROSS  BOARD:  Samuel  B. 
Newman,  Denver;  Heman  R.  Bull,  Grand  Junction. 

BLUE  SHIELD  ADVISORY  COMMITTEE:  William  M.  Martin, 
Aurora,  1966;  Robert  E.  Carlton,  Colorado  Springs,  1966; 
Walter  E.  Herold,  Colorado  Springs,  1966  (John  V.  Ambler, 
Denver,  alternate  for  Dr.  Herold):  Clifford  E.  Parmley,  Cor- 
tez, 1966;  D.  Eugene  Cowan,  Denver,  1966;  Theodore  K. 
Gleichman,  Denver,  1966;  John  L.  Lightburn,  Denver,  1966; 
Lex  L.  Penix,  Denver,  1966;  Lloyd  V.  Shields,  Denver,  1966; 
David  J.  Stephenson,  Denver,  1966;  David  E.  Bates,  Eaton, 
1966:  N.  Paul  Anderson,  Fort  Collins,  1966;  Harlan  B.  Huskey, 
Frulta,  1966;  Edward  E.  Mueller,  Glenwood  Springs,  1966; 
John  H.  Dahl,  Lakewood,  1966;  Robert  D.  Pierce,  Pueblo, 
1966;  Vernon  H.  Price,  Steamboat  Springs,  1966;  Robert  B. 
Bradshaw,  Alamosa,  1967;  Raymond  C.  Beethe,  Burlington, 
1967;  Henry  C.  Grabow,  Canon  City,  1967;  James  V.  Carris, 
Colorado  Springs,  1967;  F.  A.  Garcia,  Denver,  1967;  John 
Litvak,  Denver,  1967;  Walter  J.  Longway,  Denver,  1967; 
Robert  E.  McCurdy,  Denver,  1967;  Donald  E.  Newland,  Den- 
ver, 1967;  Leroy  Sides,  Denver,  1967;  Chester  M.  Wigton, 
Durango,  1967;  Leon  L.  Gordon,  Lafayette,  1967;  William  R 
Sisson,  La  Junta,  1967:  John  Peters,  Jr.,  Montrose,  1967; 
Lloyd  W.  Surges,  Leadville,  1967;  Jack  L.  Mackey,  Sterling, 
1967;  A.  T.  Waski,  Akron,  1968;  Robert  Kulp,  Brush,  1968; 
Joseph  Pollard,  Colorado  Springs,  1968;  Robert  Bennett,  Delta, 
1968;  Daniel  E,  Gelfand,  Denver,  1968;  Howard  Horsley, 
Denver,  1968;  Herbert  B.  Kennison,  Denver,  1968;  John  A. 
McAfee,  Denver,  1968:  Arthur  Prevedel,  Denver,  1968;  H.  U. 
Waggener,  Denver,  1968;  Norman  Welch,  Denver.  1968; 
Gatewood  C.  Milligan,  Englewood,  1968:  Ivan  E.  Hix,  Lake- 
wood,  1968;  George  S.  Williams,  Lamar,  1968;  Leo  J.  Leonard!, 
Salida,  1968:  James  T.  Donnelly,  Trinidad,  1968. 

HEALTH  INSURANCE  REVIEW  COMMITTEE;  George  G. 
Buck,  Denver,  Chairman:  E.  Bruce  Badger,  Denver;  Charles 
E.  McCrory,  Denver. 

MEDICAL  ASPECTS  OF  SPORTS:  James  E.  Strain,  Denver, 
Chairman;  Joseph  Hick,  Delta:  John  Lampey,  Denver;  E.  A. 
Hinds,  Denver;  Douglas  Murray,  Fort  Collins;  Herbert 
Maruyama,  Lakewood. 

COMMITTEE  ON  MEDICAL  FACILITIES:  Robert  V.  EUiott, 
Denver,  Chairriian;  Vernon  L.  Bolton,  Colorado  Springs;  Carl 
H.  McLauthlin,  Denver;  T.  W.  Halley,  Durango;  Harlan  E. 
McClure,  Lamar. 

COMMITTEE  ON  RELATIVE  VALUE:  To  be  appointed. 
COMMITTEE  ON  DISASTER  MEDICAL  CARE:  Robert 
Collier,  Wheat  Ridge,  Chairman;  James  M.  Perkins,  Denver, 
Vice  Chairman;  John  B.  Griffith,  Aurora;  David  J.  Greiner, 
Colorado  Springs;  Cyrus  W.  Partington,  Colorado  Springs; 
Myron  B.  Pedigo,  Denver;  Robert  B.  Skinner,  Denver;  V.  E. 
Wohlauer,  Denver;  Scott  Christensen,  Grand  Junction;  John 
Lunt,  Littleton:  Ralph  Wexler,  Pueblo. 

COMMITTEE  ON  MILITARY  AFFAIRS:  Robert  S.  Liggett. 
Denver,  Chairman;  Leo  W.  Lloyd,  Durango;  Jackson  Sadler, 
Fort  Collins. 

COMMITTEE  ON  STATE  WELFARE  DEPARTMENT  AF- 
FAIRS: Robert  B.  Richards,  Fort  Morgan,  Chairman;  Robert 
McKenna,  Denver;  John  M.  Wood,  Englewood. 

COMMITTEE  ON  WORKMEN’S  COMPENSATION  AFFAIRS: 
To  be  appointed. 

COUNCIL  ON  PUBLIC  HEALTH:  Roger  S.  Mitchell,  Denver, 
Chairman,  1967;  Ward  L.  Chadwick,  Denver,  Vice  Chairman, 
1966;  Henry  B.  Strenge,  Boulder,  1966;  Robert  K.  Brown, 
Denver,  1966;  James  A.  Stapleton,  Denver,  1966:  Kenneth  E. 
Gloss,  Colorado  Springs,  1967;  Robert  T.  Porter,  Greeley, 
1967;  John  Straub,  Limon,  1967. 

COMMITTEE  ON  ADDICTIONS:  Edward  Delehanty,  Denver. 
Chairman;  Richard  L.  Conde,  Colorado  Springs;  Albert  E. 
Stock.  Colorado  Springs;  William  F.  Stephenson,  Denver;  J.  L. 
Rosenbloom,  Pueblo. 
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COMMITTEE  OM  AUTOMOTIVE  SAFETY:  Horace  E. 
Campbell,  Denver,  Chairman;  C.  L.  Lusby,  II,  Brush;  Thomas 
J.  Hurley,  Colorado  Springs;  E.  H.  Vincent,  Colorado  Springs; 
Charles  D.  Bloomquist,  Denver. 

COMMITTEE  ON  HEALTH  EDUCATION  AND  SCHOOL 
HEALTH:  Ward  L.  Chadv/ick,  Denver,  Chairman;  Charles 
E.  Pennington,  Colorado  Springs;  Marcia  Curry,  Denver; 
Mildred  Doster,  Denver;  Joseph  A.  Browning,  Durango; 
N.  Paul  Anderson,  Fort  Collins. 

COMMITTEE  ON  INFECTIOUS  DISEASES:  Henry  B.  Strenge, 
Boulder,  Chairman;  Henry  Kempe,  Robert  McFarland,  Gordon 
Meiklejohn,  Cecil  Mollohan  and  James  A.  Philpott,  Jr.,  all 
of  Denver. 

COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH;  Ben 
C.  Williams,  Denver,  Chairman;  Peter  C.  Bigler,  Joseph 
Butterfield,  Jean  M.  Bremers,  and  W.  Donald  Woodard,  all  of 
Denver;  Donald  E.  Cook,  Greeley. 

COMMITTEE  ON  MENTAL  HEALTH:  Frederick  A.  Lewis, 
Jr.,  Denver,  Chairman;  Richard  L.  Conde,  Colorado  Springs; 
Robert  S.  Behrns,  Howard  A.  Bronson,  Laurence  M.  Currier, 
John  N.  Hannum,  William  W.  McCaw,  Charles  A.  Rymer, 
Brandt  F.  Steele,  Franklin  P.  Wherry,  all  of  Denver;  Harlan 
McClure,  Lamar. 

COMMITTEE  ON  OCCUPATIONAL  HEALTH  AND  REHABIL- 
ITATION: Lewis  C.  Benesh,  Denver,  Chairman;  Jerome  W. 
Gerston,  Charley  J.  Smyth,  George  C.  Twombly,  all  of  Den- 
ver; John  S.  Young,  Lakewood. 

COMMITTEE  ON  PULMONARY  DISEASE:  Robert  K.  Brown, 
Denver,  Chairman;  Lorence  Kircher,  William  H.  Ryder, 
Milton  L.  Wiggins,  all  of  Colorado  Springs;  Beatrice  T. 
Gilbert,  Carl  W.  Tempel,  John  Zarit,  all  of  Denver;  Lynn  A. 
James,  Grand  Junction. 

COMMITTEE  ON  RURAL  HEALTH;  V.  E.  Wohlauer,  Denver, 
Chairman;  Littleton  J.  Bunch,  Alamosa;  Monroe  R.  Tyler, 
Denver;  Edward  G.  Merritt,  Dolores;  Henry  P.  Thode,  Jr., 
Fort  Collins;  Richard  P.  Saunders,  Grand  Junction;  Mason 
M.  Light,  Gunnison;  Doris  M.  Benes,  Haxtun;  Elmer  L. 
Morgan,  Rocky  Ford;  Vernon  Price,  Steamboat  Springs. 
COMMITTEE  ON  VENEREAL  DISEASE  CONTROL:  Winthrop 
B.  Crouch,  Colorado  Springs,  Chairman;  William  A.  Campbell, 
III,  Marvin  C.  Nelson,  Cecil  Mollohan,  all  of  Denver;  Charles 

E.  Wilson,  Grand  Junction;  Frederick  G.  Tice,  Pueblo. 
COMMITTEE  ON  WEEKLY  HEALTH  COLUMN  AND  HEALTH 
ARTICLES:  Herbert  J.  Rothenberg,  Denver,  Chairman;  L.  C. 
Lusby,  II,  Brush:  Stuart  G.  Dunlop,  Ph.D.,  Gilbert  Hermann, 
David  A.  Murphy,  Ralph  E.  Nyhus,  Lloyd  V.  Shields,  all  of 
Denver. 

COUNCIL  ON  SCIENTIFIC  EDUCATION:  Victor  A. 
Crumbaker,  Grand  Junction,  Chairman,  1966;  Gilbert  Balkin, 
Denver,  Vice  Chairman,  1966;  Thomas  W.  Moffatt,  Denver, 
1966;  E.  Paul  Sheridan,  Denver,  1966;  Joseph  S.  Pollard, 
Colorado  Springs,  1967;  John  H.  Freed,  Denver,  1967;  Jess  H. 
Humphries,  Denver,  1967;  William  R.  Waddell,  Denver,  1967. 
COMMITTEE  ON  AMA-ERF:  Rodger  S.  Wotkyns,  Lakewood, 
Chairman;  Samuel  H.  Brown,  Colorado  Springs;  Kenneth  C. 
Sawyer,  Jr.,  Denver;  T.  W.  Halley,  Durango;  Robert  Ludwick, 
Sterling. 

COMMITTEE  ON  MEDICAL  EDUCATION:  William  M. 
Covode,  Denver,  Chairman;  Joseph  H.  Holmes,  Denver,  Vice 
Chairman;  L.  E.  Maurer,  Boulder;  Robert  Hawley,  Denver; 
James  D.  Hites.  Dolores;  William  Leitch,  Wheat  Ridge. 
COMMITTEE  ON  CANCER:  N.  Paul  Isbell,  Denver,  Chair- 
man: Claude  D.  Bonham,  R.  Neil  Chisholm,  B.  T.  Daniels, 
Raymond  W.  Hammer,  E.  A.  Hinds,  William  A.  Hines,  John 
A.  Lichty,  A.  E.  Lubchenco,  R.  G.  Mitcheltree,  Mason  Morfit 
and  Kenneth  C.  Sawyer,  all  of  Denver;  Banning  Likes, 
Lamar;  John  S.  Bouslog,  Denver,  Emeritus  Consultant. 
COMMITTEE  ON  QUACKERY;  E.  A.  Hinds,  Denver,  Chair- 
man; Victor  A.  Crumbaker,  Grand  Junction;  Bernard  Baxter, 
Pueblo;  Kenneth  A.  Platt,  Westminster. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE:  George  P. 
Lingenfelter,  Denver,  Chairman,  1967;  Kenneth  A.  Platt, 
Westminster,  1966;  Gene  P.  Ley,  Pueblo,  1968;  Carl  H. 
McLauthlin,  Denver,  1969;  Bertram  Pear,  Denver,  1970. 
REPRESENTATIVES  TO  COLORADO-WYOMING  SCIENCE 
FAIR:  H.  Calvin  Fisher,  Denver,  1966;  Robert  Dillon,  Colo- 
rado Springs,  1967. 

PROGRAM  COMMITTEE,  1966  MIDWINTER  CLINICAL  SES- 
SION: Jess  H.  Humphries,  Denver,  Chairman;  Gilbert  Balkin, 
Denver,  Vice  Chairman;  Joseph  Butterfield,  Denver;  Thomas 

F.  Green,  Denver;  Victor  A.  Crumbaker,  Grand  Junction: 
Kenneth  A.  Platt,  Westminster. 

PROGRAM  COMMITTEE,  1966  ANNUAL  SESSION:  Albert 
Kukral,  Denver,  Chairman;  Otis  J.  King,  Jr.,  Jack  I.  Paap, 
David  R.  Wintemitz,  all  of  Colorado  Springs;  Edward  J. 
Donovan.  Charles  R.  Freed,  Jess  H.  Humphries,  Clement  F. 
Knobbe,  Thomas  W.  Moffat,  Donald  W.  Ping,  all  of  Denver. 


BOARD  OF  TRUSTEES  COMMITTEES 
EXECUTIVE  COMMITTEE:  Myron  C.  Waddell,  Denver,  Chair- 
man; Carl  H.  McLauthlin,  Howard  A.  Robertson,  J.  Robert 
Spencer,  all  of  Denver;  Kenneth  A.  Platt,  Westminster. 
FINANCE  COMMITTEE:  J.  Alan  Shand,  La  Junta,  Chairman; 
Paul  R.  Hildebrand,  Brush;  William  A.  Day  and  Walter  C. 
Herold,  Colorado  Springs;  Myron  C.  Waddell,  Denver. 
COMMITTEE  ON  BUILDING  MANAGEMENT:  J.  Robert 
Spencer,  Chairman,  Howard  T.  Robertson,  and  Carl  H. 
McLauthlin,  all  of  Denver. 

COCHEMS  TRUST  FUND:  Paul  R.  Hildebrand,  Brush;  Walter 
C.  Herold,  Colorado  Springs;  Myron  C.  Waddell,  Denver. 
CODE  OF  COOPERATION  COMMITTEE:  John  S.  Bouslog, 
Denver.  Chairman:  Paul  R.  Hildebrand.  Brush;  Marcus  B. 
Bond,  Denver;  Myron  C.  Waddell,  Denver;  Mr.  Donald  G. 
Derry,  Denver. 

COMMITTEE  ON  ORIENTATION  COURSE:  Robert  R.  Tipton, 
Lakewood,  Chairman;  James  G.  Price,  Brush;  Robert  J. 
Bennett,  Delta;  John  R.  Gill,  Denver;  James  A.  Henderson, 
Englewood;  Gill  Brehm,  Sterling,  Special  Consultant. 
COMMITTEE  ON  PUBLIC  RELATIONS:  Marcus  B.  Bond, 
Denver,  Chairman;  Joseph  L.  Kovarik,  Denver;  Mr.  Claude 
Ramsey,  Denver. 

Montana  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Paul  J.  Gans,  Lewistown. 

President-elect:  Albert  L.  Vadheim,  Bozeman. 

Vice  President:  Alfred  M.  Fulton,  Billings. 
Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney 
Assistant  Secretary-Treasurer:  Robert  K.  West,  Cut  Bank. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Bil- 
lings. 

Executive  Committee:  Paul  J.  Gans,  Lewistown;  Albert  L. 
Vadheim,  Bozeman;  Alfred  M.  Fulton,  Billings;  Oscar  A. 
Swenson,  Sidney;  Robert  K.  West,  Cut  Bank;  S.  C.  Pratt, 
Miles  City;  Herbert  T.  Caraway,  Billings;  M.  A.  Gold,  Butte; 
David  Gregory,  Glasgow. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren  D. 
Bowman,  Billings. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 

Nevada  State  Medical  Association 

OFFICERS — 1965-66— Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1966  Annual  Session. 

President:  Joseph  M.  George,  Jr.,  Las  Vegas 
President-Elect:  William  M.  Tappan,  Reno 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno 
Immediate  Past  President:  John  M.  Read,  Elko 
AMA  Delegate:  Leslie  A.  Moren,  Elko 
Alternate  Delegate:  Thomas  S.  White,  Boulder  City 
Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Wesley  W.  Hall,  Reno 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1966  Annual  Session. 

President:  Robert  P.  Beaudette,  Raton. 

President-elect:  Thomas  L.  Carr,  Albuquerque. 

Vice  President:  Emmit  M.  Jennings,  Roswell. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 


/or  January,  1966 
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Immediate  Past  President:  Omar  Legant,  Albuquerque. 

Speaker,  House  of  Delegates:  Hugh  B.  Woodward,  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albu- 
querque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick.  Las  Cruces. 

Utah  State  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  L.  V.  Broadbent,  Cedar  City. 

President-elect:  Paul  A.  Clayton.  Salt  Lake  City. 

Past  President:  Stanley  R.  Child,  Salt  Lake  City. 

Honorary  President:  Henry  C.  Stranquist.  Ogden. 

Secretary  ’67 : Russell  M.  Nelson,  Salt  Lake  City. 

Treasurer  ’66:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo. 
President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan. 
Alternate  Speaker,  House  of  Delegates:  William  R.  Christensen, 
Salt  Lake  City. 

Additional  Trustees:  Box  Elder  County  Med.  Soc.  ’66,  S.  L. 
Moskowitz,  Brigham  City;  Cache  Valley  Med.  Soc.  ’66.  Robert 
S.  Budge,  Smithfield;  Carbon  Co.  Med.  Soc.  ’66,  William  M. 
Gorishek,  Price;  Central  Utah  Med.  Soc.  ’67,  Halvard  J. 
Davidson,  Manti;  Salt  Lake  Co.  Med.  Soc.  ’66,  John  H.  Clark, 
Salt  Lake  City;  Southeastern  Utah  Med.  Soc.  ’67,  Jerrold  C. 
Smith,  Monticello;  Southern  Utah  Med.  Soc.  ’67,  Joseph  J, 


Sannella,  Kanab;  Uintah  Basin  Med.  Soc.  ’67,  R.  V.  Larson, 
Roosevelt;  Utah  County  Med.  Soc.  ’65,  Richard  A.  Call, 
Provo;  Weber  County  Med.  Soc.  ’67,  Douglas  C.  Barker, 
Ogden. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Richard 
P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City. 

Wyoming  State  Medical  Society 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Thomas  Nicholas,  Buffalo 

President-elect:  Ray  K.  Christensen,  Powell 

Vice  President:  James  W.  Barber,  Cheyenne 

Secretary:  Laurence  W.  Greene,  Jr.,  Laramie 

Treasurer:  Roger  P.  Mattson,  Casper 

Delegate  to  the  A,M.A.:  H.  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M,A,:  Frederick  H.  Haigler, 

Casper 

Speaker  of  the  House:  John  H.  Froyd,  Warland 
Vice  Speaker  of  the  House:  Roy  Holmes,  Casper 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Arthur  R.  Abbey,  P,  O.  Box  2266,  Chey- 
enne. Telephone  632-5525 


PERFECT! 


. . . that’s  the  only  condition  under  which 
City  Park-Brookridge  milk  is  produced.  For 
over  70  years  we  have  maintained  and  utilized 
the  most  modern  technique  and  equipment. 
In  fact,  many  doctors  have  personally  inspected 
and  approved  our  plant  and  facilities.  At 
City  Park-Brookridge  Farms,  nature’s  “most 
perfect  food”  is  produced  under  only  the  most 
perfect  conditions.  When  you  recommend  milk 
from  City  Park-Brookridge  farms  you  are 
assured  of  premium  quality  at  its  best. 
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Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 
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CORRiSPONDENCE 

/| 

Dear  Dr. : 

Thank  you  so  very  much  for  your  kind  note  of 
the  14th.  When  one  expends  so  much  energy  and 
effort,  often  intuitively  at  best,  it  is  very  gratifying  to 
learn  from  a note  such  as  yours,  that  our  ads  are 
being  noticed. 

We  were  also  glad  to  learn  from  you  that  our  ad- 
vertising helps  support,  even  if  in  a small  way,  the 
communications  job  that  is  being  done  by  the  Rocky 
Mountain  Medical  Journal  for  you  and  other  physi- 
cians in  the  area  it  serves.  However,  I hasten  to 
admit  to  you  that  our  attitude  is  not  completely 
selfless  since  we  consider  RMMJ  a very  good  “buy” 
and  sound  business  strategy  and  to  the  best  of  my 
knowledge  the  excellent  relations  we  have  enjoyed 
in  the  past  will  continue. 

If  you  have  noticed  our  use  of  color  photos  of 
steam  locomotives  to  illustrate  the  “Clear  the  Tract” 
theme  in  our  ads  for  Robitussin  and  Robitussin  A-C, 
you  may  be  interested  to  learn  that  we  are  currently 
planning  another  “on  location”  photographic  series 
featuring  the  Denver  & Rio  Grande  Railway. 

Thank  you  again  for  the  kind  words  and  let  us 
hear  from  you  at  any  time  we  can  assist. 

JOHN  M.  BUNCH 

Manager,  Adv.  Production  & Media 

(A.  H.  Robins  Co.) 

Dear  Dr. — •: 

Many  thanks  for  your  very  kind  words  in  regard 
to  our  advertisements  in  the  Rocky  Mountain  Medi- 
cal Journal. 

If  I can  ever  be  of  service  to  you  in  regard  to  any 
of  our  products,  please  feel  free  to  call  on  me. 

G.  F.  WHATTAM 

Sales  and  Promotion  Manager 

(Hynson,  Westcott  & Dunning) 

Dear  Dr. : 

Thank  you  for  your  interesting  note  and  your 
comment  that  you  have  taken  note  that  we  are  a 
regular  advertiser  in  the  Rocky  Mountain  Medical 
Journal. 

As  regular  advertisers,  we  are  pleased  to  note  that 
you  and  your  several  thousand  colleagues  in  the  six 
states  represented  in  the  Journal  read  the  publica- 
tion closely. 

It  is  our  pleasure  to  serve  the  needs  of  your  prac- 
tice, and  if  at  any  time  we  can  be  of  specific  help, 
please  do  not  hesitate  to  be  in  touch  with  us. 

B.  A.  FUCHS 

Vice  President — Administration 

(U.S.  Vitamin  & Pharmaceutical  Corp.) 


Dear  Dr. : 

Thank  you  very  must  for  your  recent  letter  regard- 
ing the  Rocky  Mountain  Medical  Journal. 

It  has  always  been  a policy  of  Merck  Sharp  & 
Dohme  to  try  to  serve  the  medical  profession  in  the 
most  beneficial  way  possible,  and  we  are  grateful  to 
physicians  like  yourself  who  appreciate  and  acknowl- 
edge such  a service. 

Once  again,  thank  you  for  your  kind  comments. 
We  appreciate  your  interest  in  Merck  Sharp  & 
Dohme. 

JOHN  W.  JONES 
Advertising  Manager 
(Merck  Sharp  & Dohme) 

Dear  Dr. : 

May  I,  in  this  brief  note,  thank  you  for  your 
solicitous  letter  in  which  you  thanked  Endo  Labora- 
tories for  advertising  in  your  State  Journal  “The 
Rocky  Mountain  Medical  Journal.” 

It  is  most  refreshing  to  receive  a letter  such  as  the 
one  I received  from  you.  Too  many  times  we  receive 
the  other  type  letter.  We  realize  that  physicians  are 
extremely  busy  and  of  course,  it  is  not  our  purpose 
to  become  overbearing  with  our  advertising.  We  feel 
however,  we  do  have  a message  for  physicians  which 
relates  to  our  products  and  we  try  to  go  into  those 
Journals  with  advertising  which  we  feel  are  held  in 
high  esteem  by  doctors.  We  are  extremely  happy  that 
the  “Rocky  Mountain  Journal"  is  one  of  your 
favorites. 

Once  again,  thank  you  for  your  kind  letter. 

ROBERT  E.  JAHODA 
Assistant  Adv.  Manager 
(Endo  Laboratories  Inc.) 

Dear  Dr. : 

We  were  extremely  pleased  to  receive  your  recent 
letter  thanking  us  for  support  by  advertisement  in 
the  Rocky  Mountain  Medical  Journal. 

We  are  hopeful  that  our  participation  as  an  ad- 
vertiser in  this  Journal  and  our  connection  with  the 
upcoming  September  Colorado  Medical  Society 
Meeting  in  Colorado  Springs  will  in  some  small  way 
extend  to  the  physicians  of  Colorado  our  sincere  ap- 
preciation for  your  overwhelming  acceptance  of  our 
service.  We  began  offering  this  service  in  Colorado 
approximately  one  year  ago. 

Doctor,  we  certainly  want  to  express  our  apprecia- 
tion to  you  for  taking  the  time  from  your  busy  sched- 
ule to  relate  your  feelings  regarding  our  advertising 
in  this  outstanding  Journal. 

ROGER  L.  RUSLEY 

Colorado  Manager 

(Professional  Management  Midwest) 

Dear  Dr. : 

Your  thoughtful  letter  is  greatly  appreciated  and 
weTe  very  happy  to  have  the  opportunity  of  advertis- 
ing in  your  wonderful  Rocky  Mountain  Medical 
Journal. 

Thanks  again  for  writing. 

VINCENT  ANDERSON 
General  Agent 
(Mutual  of  Omaha) 
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WANT  ADS 


ORTHOPEDIC  SURGEON,  Board-eligible  or  certified,  under 
35,  to  associate  with  Board-certified  orthopedic  surgeon. 
Southwest.  Maximum  guarantee  $20,000  first  year.  Reply  to 
Box  12-3-3,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Ave.,  Denver,  Colorado  80218.  12-3-3 


OB-GYN.  33,  just  completed  Part  I of  Boards.  Married  with 
family,  desires  association  of  group  practice  opportunity  in 
Rocky  Mountain  area.  Please  reply  to  Box  11-1-3B,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Avenue,  Denver, 
Colorado  80218  11-1-3B 


PHYSICIAN  NEEDED — Small  western  community  of  12,000 
seeking  internist  or  General  Practitioner  to  join  small 
group.  Clinic  is  new  and  has  X-ray,  Laboratory,  and  Office 
Space.  First  year  salary  $18,600.00,  ownership  thereafter. 
Recreational  facilities  unlimited.  115  days  per  year  time  off. 
New  40  bed,  $1,000,000  hospital.  Reply  L.  J.  Dunton,  Box  306, 
East  Ely,  Nevada.  12-1-6B 


INVESTMENT:  Blue  chip  investments  available.  Two  POST 
OFFICES  and  two  GOVERNMENT  OFFICE  BUILDINGS. 
Partners  must  sell.  Will  sell  individually  or  as  a package. 
Contact  Gale  Warner,  1270  Third  Avenue.  Longmont,  Colo- 
rado. 11-7-3B 


GENERAL  PRACTICE  OPPORTUNITY— Office  equipment 
and  building  of  the  late  H.  B.  Rae  for  sale  or  lease.  A gen- 
eral practice  of  35  years  leaves  a good  opening  in  a com- 
munity of  15,000,  in  which  a new  doctor  would  be  readily 
accepted.  Call  or  write  Mrs.  H.  B.  Rae,  Torrington,  Wyoming. 
Phone:  532-3156.  11-4-3 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-5-TFB 


UNUSUAL  OPPORTUNITY — Beautiful,  spacious  suite  is  avail- 
able for  GP  or  specialist  in  attractive  community  on  East- 
ern Slope  of  Rockies,  30  minutes  from  Denver,  10  minutes 
from  foothills,  50  minutes  from  ski  slopes.  Building  is  one 
block  from  Community  Hospital  and  owned  by  occupant 
physicians  in  solo  practice  who  would  assist  in  establishing 
new  man.  Reply  to  Box  12-2-3,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Avenue,  Denver,  Colorado  80218.  12-2-3 


INTERNIST — Board  certified  or  eligible,  for  402-bed  general 
medical  and  surgical  hospital.  Pulmonary  background  de- 
sirable but  not  necessary.  Salary  $12,075  to  $18,580  depend- 
ing on  experience  and  qualifications.  U.  S.  citizenship  and 
licensure  required.  Equal  opportunity  employer.  Write  Chief 
of  Staff,  Veterans  Administration  Hospital,  Tucson,  Arizona. 

11-6-4B 


INTERNIST  for  5-man  department  in  busy  and  steadily 
growing  northcentral  Kansas  13-member  multispecialty 
group.  Partnership  after  salary  for  two  years.  Board  eligible 
or  Certified.  Reply  to  Box  11-9-TFB,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Ave.,  Denver,  Colorado  80218.  11-9-TFB 


OFFICE  SPACE  AVAILABLE  for  physicians  or  dentists  in 
modem  air  conditioned  professional  building  near  Penrose 
Hospital.  Contact  E.  H.  Vincent,  MD,  2121  N.  Weber  Street, 
Colorado  Springs,  Colorado  80907.  1-7-TFB 


EXCLUSIVELY 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 


72 


Rocky  Mountain  Medical  Journal 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502. 

9-7-TFB 


MULTISPECIALTY  CLINIC  in  Metropolitan  Colorado  desires 
to  add  board  eligible  or  certified  Internist.  Excellent  op- 
portunity. To  age  50.  Reply  to  Box  1-1-1,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Avenue,  Denver,  Colorado 
80218.  1-1-1 


WANTED:  Cystoscope,  panendoscope  and  Culdoscope.  Send 
particulars  of  type  and  price  to  Box  1-2-1,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Avenue,  Denver,  Colorado 
80218.  1-2-1 


OFFICE  AVAILABLE  southwest  Lakewood.  Attractive  area 
for  GP  or  specialist.  May  share  expenses.  Call  237-2779. 

1-3-3B 


WANTED — Large  corporation  offers  excellent  opportunity. 

Unopposed  General  Practice.  Western  Colorado.  Equipped 
office,  nurse.  Retainer  for  industrial  work.  Practice  now 
yielding  above  average  gross.  Housing,  schools  available. 
Contact:  J.  J.  Welsh,  MD,  Union  Carbide  Corporation,  270 
Park  Avenue,  New  York,  New  York  10017.  1-4-lB 


EXCELLENT  OPPORTUNITY  FOR  GP  to  assume  profitable 
practice  of  partner  in  two -man  practice.  Leaving  for 
residency,  will  return  to  form  three-man  group.  Well  estab- 
lished practice  located  in  southeast  Denver.  Attractive  new 
quarters,  complete  lab.  Financial  arrangements  open.  Call 
SK  6-3627.  1-5-3 


MEDICAL-DENTAL  BUILDING,  Arvada  area.  Ground  floor, 
plenty  of  parking.  1100  sq.  ft.  Will  design  office  to  suit  your 
needs  and  space  requirements.  Ideal  location  for  physician 
just  entering  practice.  For  further  information  phone 
422-2775.  1-6-3B 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to  fit 
the  most  difficult  cases. 

An  expert  eye-maker  is 
in  our  office  at  all  times 
to  give  your  patients  the 
satisfaction  they  must 
have.  In  business  since 
1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  825-0229 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


EARNEST  DRUG 

217  1 6th  Street 
Prescription  Specialists 

Telephones  KEystone  4-7237— KEystone  4-3265 

FRESH-CLEAN-COMPIETE 
PRESCRIPTION  STOCK 

Free  Delivery 


. . . have  you  made  arrangements  for  an  emergency  income  for 
your  family?  Will  they  be  provided  for  if  accident  or  illness  inter- 
rupts your  practice? 

WE  CAN  HELP! 

The  Colorado  Medical  Society  Insurance  Plan  can  make  avail- 
able up  to  $800  a month  for  your  family  if  you  are  disabled. 

AN  APPROVED  PLAN  AT  LOW  COST 


return  the  coupon  for  full  details 
underwritten  by 


OF  OMAHA 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

Life  Insurance  Affiliate;  United  of  Omaha 

UNITED  BENEFIT  LIFE  INSURANCE  COMPANY 

Home  Offices— Omaha,  Nebraska 

11-12 


VINCENT  ANDERSON  CO.,  INC. 

2nd  Floor,  R.R.  Exchange  Bldg. 

Denver,  Colorado  80202 

Please  send  full  details  about  the  Income  Protection 
Plan  of  the  Colorado  Medical  Society. 

NAME  

ADDRESS  

CITY  STATE 

- I 
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Blood-glucose 
screening  for  ^ 
your  patients? 


DEXTROSTIX- 

provides  a clinically  useful 
determination  when  performed 
according  to  directions" 


DEXTROSTIX  is  not  intended  to  replace 

the  more  precise  analytical  laboratory  methods. 


...because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostix®  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance  — for  “The  precision 
and  accuracy  of  Dextrostix 
. . . meet  the  need  for  an  always 
available  simple  screening 
method. . . .”*  Ail  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 


Marks,  V.,  and  Dawson,  A.: 
Brit.  M.  J.  7:293,  1965. 


Yes— ^ your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


09165 


Abbott  Laboratories 

Merck  Sharp  and  Dohme 

Eutron  13, 

14, 

15,  16 

Institutional 

17 

Ames  Company,  Inc. 

Mutual  of  Omaha 
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Dextrostix 

74 

Newton  Optical  Company 

66 

Arch  Laboratories 

Dicarbosil 

12 

Parke,  Davis  and  Company 

Chloromycetin 

II 

Benson  Optical  Company 

III 

Picker  X-ray,  Rocky  Mountain,  Inc. 

64 

Bristol  Laboratories 

Tetrex-F 

18,  19 

Pitman-Moore 

Novahistine-LP 

6,  7 

Burroughs  Wellcome  and  Co. 

Empirin  

8 

Poythress,  William  P.  & Co. 

Trocinate  

60 

City  Park-Brookridge  Dairy 

70 

Professional  Management  Midwest 

76 

Denver  Optic  Company 

73 

Rauscher  Pierce  Securities  Corp., 

Earnest  Drug  Company 

73 

Lou  Lagrave 

55 

Emory  John  Brady  Hospital  ... 

76 

Republic  Building 

. 72 

Endo  Laboratories 

Roche  Laboratories 

Percodan 

11 

Valium  

IV 

Geigy  Pharmaceuticals 

Sandia  Ranch  Sanatorium 

III 

ButazoUdin 

56 

HBA  Life  Insurance  Co 

. . 57 

Searle,  G.  D.  & Co. 

Health-Mor,  Inc 

25, 

Flagyl  

65 

26,  27 

Smith,  Kline  & French  Laboratories 

Hirschfeld’s  Office  Furniture,  Inc. 

66 

Stelazine 

10 

Hynson,  Westcott  and  Dunning,  Inc. 

Syntex  Laboratories,  Inc. 

Lactlnex 

1 

Synalar 

9 

Lederle  Laboratories 

Wallace  Laboratories 

Declomycin  

5 

Deprol 

58,  59 

Stresscaps 

67 

Miltown 

20 

Lilly,  Eli  and  Co. 

Winthrop  Laboratories 

llosone 

28 

Neo  Synephrine 

3 

WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 

Thai's  why  we're  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1 ,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS,  FEES,  PERSONNEL,  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you — without  obliga- 
tion— how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it's  worth  the  time  to  investigate! 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 
Denver,  Colorado  80215 

MEMBER 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Croup  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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OjiDrary 

College  of  Physicians 
19  South  22nd  Street 
Philadelphia,  Penn^lvania  19103 
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Colorado  Midwinter  Clinical  Session 
Program 


Delegates  Report  of  the  19th  Clinical 
Convention  of  the  American  Medical 
Association 
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H.  W.&D.  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


The  years  have  proved  the  wisdom 
of  reserving  the  term  “uterine  relaxing 
factor’’  for  Lutrexin  (Lututrin). 

Many  clinicians  have  found  Lutrexin 
(Lututrin)  to  be  the  drug  of  choice  in 
controlling  abnormal  uterine  activity — 
with  no  reported  side  effects,  even  when 
massive  doses  (25  tablets  per  day)  were 
administered. 
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Sipapu  Bridge — “Place  of  emergence”  (Hopi),  formerly  called  Augusta 
Bridge — Sipapu  Bridge  in  Natural  Bridges  National  Monument  is  a classic 
example  of  how  the  cutting  of  deep  meanders  can  result  in  the  development 
of  a natural  bridge  and  the  diversion  of  a stream.  The  White  River,  which 
flows  in  from  the  right  beyond  the  bridge  200  feet  below  the  span,  at  one 
time  curved  around  where  the  large  trees  now  grow  to  circumvent  the  massive 
promontory  in  the  left  background.  The  water  rushing  down  from  Elk  Ridge 
in  the  spring  run-off  or  in  the  sudden  violent  storms  of  late  summer,  literally 
battered  a short-cut  through  the  canyon  wall  with  its  load  of  sand  and  rock. 
The  Cedar  Mesa  sandstone  of  both  bridge  and  canyon  walls  is  a light  buff, 
tinged  with  pink,  and  the  darker  lines  flowing  vertically  down  form  a hand- 
some design.  A delightful  trail  winds  up  White  Canyon  from  Kachina  Bridge 
to  Sipapu  (3.5  ml.)  and  it  is  possible  to  make  the  full  circle  back  to 
Owachomo. 
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Neo-Synephrine  is  a standard  among 
topical  vasoconstrictors.  It  is  unsurpassed 
for  reducing  nasal  turgescence  in  colds; 
and  a most  valuable  aid  in  preventing 
and  treating  sinusitis. 

Neo-Synephrine  stops  the  boggy  feeling  of 
colds  at  once— works  against  factors  that 
induce  sinusitis.  With  Neo-Synephrine 
nose  drops,  spray  or  jelly,  turbinates  shrink 
on  contact,  obstructed  ostia  open  and 
drainage  is  re-established. 


In  sinusitis,  Neo-Synephrine  helps  to  pro- 
mote drainage  and  hasten  recovery.*  Used 
promptly,  it  helps  clear  the  stagnant  sinus 
and  lessen  the  chances  of  chronicity. 

Neo-Synephrine  HCI  is  available  in: 

Vs'Vo  solution  for  infants 

V4°7o  solution  for  children  and  adults 

V4“7o  pediatric  nasal  spray  for  children 

'hVa  solution  for  adults 

Vs'Vo  nasal  spray  for  adults 

V2°7o  jelly  for  children  and  adults 

fiVo  solution  for  adults  (resistant  cases) 


*Proctor,  D.  F.:  The  Nose,  Paranasal  Sinuses,  and 
Ears  in  Chiidhood,  Springfield,  III,,  Charles  C 
Thomas.  .963,  p,  34. 

Winthrop  Laboratories,  NewYork,  N,Y.  10016 

In  colds  and  sinusitis 


(brand  of  phenylephrine  hydrochloride) 


solutions/sprays/jeiiy 


When 
tetracycline 
is  indicated  in 
these  candidates 
for  Candida... 

2. 


New 

low-cost 

tetracycline/ 

antifungal 

therapy 

Tetrex-F 

tetracycline 
phosphate  complex 
—nystatin 


Because  new  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  is  the  most 
economical  therapy  of  its  kind  that  you 
can  prescribe,  it  is  a sound  choice  whenever 
tetracycline  therapy  is  indicated  in 
patients  predisposed  to  monilial  infections. 

Who  are  these  ‘'candidates  for  Candida'’? 

1.  diabetic  patients 

2.  nonpregnant  women  with  a history  of 
recent  or  recurrent  monilial  vaginitis 
J.  elderly  or  debilitated  patients 

4,  patients  with  a past  history  of  moniliasis 

5.  patients  on  long-term  tetracycline  or 
corticosteroid  therapy. 

For  these  patients,  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  provides 
efficient  tetracycline  therapy  against 
a broad  range  of  infections  plus  protection 
against  superinfection  associated  with  the 
overgrowth  of  C.  albicans  in  the  G.I.  tract. 

Priced  for  savi  ngs 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  lowest  in  cost— priced  20% 
lower  than  most  tetracycline/antifungal 
products. 


BRISTOL  THERAPEUTIC  SUMMARY 
For  complete  information  consult  Official  Package  Circular. 
Indications:  Infections  of  respiratory,  gastrointestinal  and 
genitourinary  tracts  and  skin  and  soft  tissues  due  to  tetracycline- 
sensitive  organisms,  in  patients  with  increased  susceptibility  to 
I monilial  infections. 

i Contraindications:  The  drug  is  contraindicated  in  patients  hyper- 

j sensitive  to  its  components. 

j Photodynamic  reactions  have  been  produced  by  tetra- 

1 cyclines.  Natural  and  artificial  sunlight  should  be  avoided  during 

therapy.  Stop  treatment  if  skin  discomfort  occurs.  No  cases 

j of  photosensitivity  have  been  reported  with  Tetrex  (tetracycline 

phosphate  complex).  With  renal  impairment,  systemic  accumulation 
and  hepatotoxicity  may  occur.  In  this  situation,  lower  doses 

. should  be  used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 

E during  tooth  development  (last  trimester  of  pregnancy, 

f neonatal  period  and  childhood). 

“ Precautions:  Bacterial  superinfection  may  occur.  Infants  may 

develop  increased  intracranial  pressure  with  bulging  fontanels. 

In  gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months. 

Adverse  Reactions : Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue  therapy  for  10  days  in 
beta-hemolytic  streptococcal  infections.  Administer  one  hour 
before  or  2 hours  after  meals. 

Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250  mg.  tetracycline  HCl  activity  and 
250,000  units  of  nystatin.  Oral  Suspension,  60-ml.  bottle. 

Each  5 ml.  contains  tetracycline  equivalent  to  125  mg.  tetracycline 
hydrochloride  and  nystatin,  125,000  units. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York 


BRISTOL 


for  all  you  cold  sufferers  who’ve  been  looking  for  a cure-all. 


They  can’t  cure  a cold.  We  can’t  cure  a cold.  You  can’t  cure  a cold.  But  what  you  can  do  is  relieve  the  symptoms, 
making  the  patient  comfortable  and  the  cold  bearable. 

The  patient  suffering  from  head  cold  congestion,  for  instance,  should  breathe  easier  when  you  prescribe 
Novahistine  LP. 

Novahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physi- 
ologic mechanisms  which  prevent  infection  of  the  respiratory  tract.  Two  tablets  in  the  morning  and  two  in  the  evening 
will  provide  around-the-clock  relief  by  helping  to  keep  congested  air  passages  clear,  thus  enabling  your  cold  patient 
to  enjoy  normal  and  free  breathing. 

Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention.  Tell 
patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenyle- 
phrine hydrochloride,  25  mg.,  and  chlorpheniramine 
maleate,  4 mg. 

PITMAN-MOORE 

Division  of  The  Dow  Chemical  Company,  Indianapolis,  U.S.A. 

For  relief  of  nasal  congestion. 


She's  on  a diet. 

She's  discouraged. 
She  needs  your  help. 

You  can  encourage  her 
with  DEXAMYL® 

brand  of  dextroamphetamine 
sulfate  and  amobarbital 

'Dexamyr  is  the  mood-lifting 
anorectic;  it  not  only  assures 
unexcelled  control  of  appetite 
but  also  improves  outlook. 


Formula;  Each  'Dexamyl'  Spansule® 
(brand  of  sustained  release  capsule) 
No.  1 contains  10  mg.  of  Dexedrine® 
(brand  of  dextroamphetamine  sulfate) 
and  1 gr.  of  amobarbital,  derivative 
of  barbituric  acid  [Warning,  may  be 
habit  forming].  Each  'Dexamyl'  Span- 
sule capsule  No.  2 contains  15  mg.  of 
Dexedrine  (brand  of  dextroampheta- 
mine sulfate)  and  1V2  gr.  of  amobarbi- 
tal [Warning,  may  be  habit  forming]. 
Principal  cautions  and  side  effects: 
Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetics  or 
barbiturates  and  in  coronary  or 
cardiovascular  disease  or  severe  hy- 
pertension. Insomnia,  excitability  and 
increased  motor  activity  are  infre- 
quent and  ordinarily  mild.  Before 
prescribing,  see  SK&F  product  Pre- 
scribing Information.  Smith  Kline  & 
French  Laboratories,  Philadelphia 
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Hyoscyamtne  Sulfate  „ , 

Atropine  Sulfate  nn^ 

H>-oscine  Hydrobrorrude 
Sodium  Benzoate  (Preservative, 

Alcohol  as  per  cent  ° 

FOR  RELIEF  OF  SIMPLE  diarrhea 

shake  weu 


ROBINSZS 


i-Robins: 


this  part  for 
diarrhea 


this  part  for 
its  discomforts 


Kaolin  exerts  a demulcent  action 
along  the  gastrointestinal  tract 
and  a detoxifying  action  in  the 
intestines  to  diminish  irritation  of 
the  mucosa  and  lessen  hyper- 
peristalsis, nausea  and  diarrhea. 

Pectin  exerts  its  demulcent  effect 
in  the  entire  tract  and  its  detoxify- 
ing action  primarily  in  the  large 
bowel  to  diminish  irritation  of  the 
mucosa  and  help  restore  norma! 
intestinal  flora  and  function. 


Belladonna  alkaloids  as  in 
Donnatal®  relieve  hypermotility 
of  smooth  muscle  in  the  gastro- 
intestinal tract  to  help  control 
cramping,  nausea,  and  painful 
straining.  Many  clinicians  con- 
siderthe  belladonna  components 
of  Donnagel®  to  be  medicine's 
most  effective  depressants  of  in- 
testinal motility.’'^  A preparation 
containing  only  kaolin  and  pectin, 
on  the  other  hand,  has  “little  or 
no  effect  on  cramps  simply  be- 
cause it  does  not  include  an  agent 
with  antispasmodic  action.’’^ 


Donnagel^  treats  the  whole  diarrhea  problem. 


Available  in  new  4-ounce  plastic  bottle 
on  your  prescription  or  recommendation. 
Also  available:  Donnagel®-PG  (with 
paregoric  equivalent)  and  Donnagel® 
with  Neomycin.  See  product  literature 
hpfnrp  nrp.qrrihinn 


References:  1.  Kramer,  P.,  and  Ingel- 
finger,  F.J.:  Med.  Clin.  N.  Amer.,  32:1227, 
1948.  2.  Hock,  C.W. : Clin.  Med.,  5:1932, 
1961.  3.  Winfield,  I.W. : Am.  J.  Gastro- 
ent.,  37:438,  1959. 


/I'HDOBINS 

A.  H.  Robins  Company,  Inc. 
Richmond.  Virninia  2.3220 


CLEAR  THE  TRACF  WITH 


coughing  ahead ... 

Clear  the  Respiratory  Tract  with  Rohitussin 


Much  more  than  just  a slogan^  "clear  the  tract"  reflects  the  dependable 
antitussive-expectorant  action  of  the  three  Robitussin  formulations. 

All  contain  glyceryl  guaiacolate,  the  time-tested  expectorant 
that  greatly  enhances  the  output  of  lower  respiratory  tract  fluid. 
Increased  RTF  volume  exerts  a demulcent  effect  on  the  tracheobronchial 
mucosa,  promotes  ciliary  action,  and  makes  thick,  inspissated 
mucus  less  viscid  and  easier  to  raise.  Glyceryl  guaiacolate  is  safe, 
non-narcotic,  and  almost  universally  accepted  by  patients  of  all  ages. 


I^OW! 

THREE 

ROBITUSSIN! 

FORMULATIONS 

ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

EXPECTORANT 

• 

• 

• 

DEMULCENT 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING 

(6-8  hours) 

• 

FORMULAS 


ROBITUSSIN® 
in  each  5 cc.  teaspoonful: 
Glyceryl  guaiacolate 
(Alcohol  3.5%) 

100  mg. 

ROBITUSSIN®  A-C 

(exempt  narcotic) 

in  each  5 cc.  teaspoonful: 

Glyceryl  guaiacolate 

100  mg. 

Pheniramine  maleate 

7.5  mg. 

Codeine  phosphate 

10.0  mg. 

(warning:  may  be  habit  forming) 

(Alcohol  3.5%) 

ROBITUSSIN®-DM 

new,  non-narcotic 

in  each  5 cc.  teaspoonful: 

Glyceryl  guaiacolate 

100  mg. 

Dextromethorphan  hydrobromide  15  mg. 

Robitussin  and  Robitussin-DM  are  avail- 
able at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


A.  H.  Robins  Company,  Inc.  Richmond,  Va. 


OUR  PHOTO: 

Engine  No.  89  of  the  Monadnock,  Steamtown 
& Northern  Railway  pulls  a trainload  of 
steam  enthusiasts  through  the  New  England 
countryside  between  Bellows  Falls  and  Chester,  Vermont. 


AHj^OBINS 


ONE  OF  THE  ROBITUSSIN'  FORMULAS 


The  discomforts  of 

DIARRHEA 

MOCOUS  COLITIS 
OiVERTICULITIS 
SPASTIC  yRETERITIS 
BLADDER  SPASM 

, ♦ . are  relieved  by  direct  musculotropic  action  with 


Trocinate’ 

BRAND  THIPHENAMIL  HCl 


Available  in  100  milligram  pink  sugar-coated  tablets. 

The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly.  The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 

El .J.iK. 

Trocinate  BRAND  THIPHENAMIL  HCl 

BETA-DIETHYLAMINOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 

. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  — may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HCl)  has  been  found  in  three  clinical  studies,  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
affirmed  the  safety  and  effectiveness  of  Trocinate. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


Indications:  ‘Miitown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miitown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miitown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miitown’ 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 
Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis  and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 
\inCranbiiry,  N.J.  cn.srei 


What  does  it  take 
to  see  her  through 
those  critical  early  months 
of  oral  contraception? 


Contraindications:  Thrombophlebitis  or  pulmonary 
embolism  (current  or  past);  cardiac,  renal  or  hepatic 
dysfunction;  carcinoma  of  the  breast  or  genital  tract; 
pregnancy;  severe  depression.  Precautions:  When 
lactation  is  desired,  withhold  Norinyl  until  nursing 
needs  are  established.  Existing  uterine  fibroids  may 
increase  in  size.  In  metabolic  or  endocrine  disorders 


careful  clinical  preevaluation  is  indicated.  If  liver  or 
endocrine  function  tests  are  indicated,  withhold 
Norinyl  prior  to  tests.  Patients  with  a history  of  epi- 
lepsy, migraine  or  asthma  require  careful  observa- 
tion. Thus  far  no  deleterious  effect  on  pituitary, 
ovarian,  adrenal  or  uterine  function  has  been  noted; 
however,  long-range  possible  effect  on  these,  and 
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What  it  takes... 


the  Norinyl  2mg.  regimen  provides 


patient 
and  physician 
confidence 


Virtually  100%  effectiveness ..  .Noreihindrone,  an 
original  development  of  Syntex,  is  the  most  widely 
researched  progestational  agent  available  for  oral 
contraception.  No  pregnancies  have  been  reported 
when  the  agent  is  used  as  directed. 


fewest  possible 
side  effects 


Low  incidence  of  BTB  and  spotting,  nausea  and 
amenorrhea  to  minimize  side  effect  problems  and 
assure  maximum  patient  cooperation. 


no  confusion 
about  dosage 


An  unbreakable  “confusionproof”  package  that 
makes  it  easy  for  patients  to  adhere  to  the  prescribed 
dosage  schedule;  tablets  individually  sealed  and 
numbered  from  1 through  20; 
monthly  calendar  enables 
patient  to  keep  a record  of 
dosage  by  day  and  corre- 
sponding tablet  number. 


a well-informed 
patient 


An  informative  64-page 
purse-size  book  for  full  pa- 
tient understanding  and 
cooperation.  Available  in 
quantities  on  your  request. 


for  what  it  takes  to  see  her  through 


other  organs,  must  await  more  prolonged  observa- 
tion. Side  Effects:  Changes  in  the  menstrual  cycle, 
symptoms  resembling  early  pregnancy,  weight  gain, 
nausea,  headache,  dizziness,  nervousness  and  irri- 
tability. Dosage  and  Administration:  One  Norinyl  Tab- 
let orally  for  20  days,  commencing  on  day  5 through 
and  including  day  24  of  the  menstrual  cycle.  (Day  1 


is  the  first  day  of  menstrual  bleeding.)  Availability: 
Dispensers  of  20  and  60  tablets;  bottles  of  100. 


norethindrone  — -ar>  original  steroid  from 

SYNTEXE 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose—l  tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HCl 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN... 


4.50  mg.  oxycodone  HGl  (Warning:  Maybe  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
Literature  on  request  (Warning:  May  be  habit-forming),  0.38  mg.  hom- 

atropine terephthalate,  224  mg.  aspirin,  160  mg. 

ENDO  LABORATORIES  INC.  Gsrden  City,  New  York  phenacetin,  and  32  mg.  caffeine. 

•U.s.  Pats.  2.628,185  and  2,907,768 


0^60 


My  BElovEd;  Fill  tNe  Cup  tIiat  cIears 
TODAY  of  pAST  ReqRETS  ancI  Future  Fears.  . 


OMAR  KHAYYAM  was  a tentmaker,  astronomer, 
and  wine  lover,  not  a physician.  But  as  you  per- 
ceive, Doctor,  he  had  a pretty  good  notion  of  the 
value  of  wine  in  geriatrics,  in  anxiety,  and  in  solv- 
ing many  of  the  problems  that  beset  you  and 
your  patients  daily. 

So,  why  not  let  us  help  you  partake  of  the  900- 
year-old  wisdom  of  Omar  the  tentmaker?  And  of 
modern  medical  research?  Drop  us  a note  on 
your  professional  letterhead  and  we'll  send  you, 
free,  "USES  OF  WINE  IN  MEDICAL  PRACTICE." 
It's  the  new,  revised  summary  of  a quarter  cen- 
tury of  research  by  leading  universities  and  gov- 
ernmental agencies  both  here  and  abroad.  It 
highlights  the  latest  findings  on  wine  as  a thera- 
peutic aid  in  your  practice,  and  as  an  adjunct  to 
the  diets  of  your  patients  in  hospitals  and  nursing 
homes. 

By  the  way,  Doctor:  In  your  spare  time  (if  any), 
are  you  a gourmet  cook?  Or  do  you  insist  that 
your  wife  be?  if  so  (or  if  you  just  enjoy  good 
food),  our  new  cookbook,  "ADVENTURES  IN 
WINE  COOKERY  BY  CALIFORNIA  WINEMAK- 
ERS," is  an  absolute  must  in  your  kitchen  library. 
We  done  it  and  we're  proud  of  it.  Our  wives 
helped.  It  gives  you  more  than  400  irresistible 
easy  recipes.  Just  send  us  $2  per  copy  postpaid 
(we'd  love  to  give  it  to  you  but  it's  too  expen- 
sive). Makes  a wonderful  "thank-you-ma'am"  or 
thoughtful  gift.  Makes  doctors  and  their  wives 
happy.  Makes  us  and  our  wives  happy.  Thank 
you,  Doctor,  for  listening. 


WINE  ADVISORY  BOARD,  DEPT.  I02E,  717  MARKET  STREET,  SAN  FRANCISCO,  CALIFORNIA  9410? 


A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AM  A. 

The  staff  of  the  Senate  antitrust  subcommittee  has 
been  investigating  the  rise  in  quinine  prices. 

The  investigation  resulted  from  receipt  by  mem- 
bers of  Congress  of  complaints  from  constituents. 
Many  of  the  complaints  reported  a sharp  rise  in 
the  price  of  quinidine,  a quinine  derivative  prescribed 
for  irregular  heart  beats. 

The  Pharmaceutical  Manufacturers  Association  at- 
tributed the  price  rise  to  a combination  of  decreased 
supplies  and  rising  demands. 

A spokesman  for  the  association  said  that  it  had 
become  increasingly  difficult  to  obtain  quinine’s  raw 
material,  the  bark  of  the  Cinchona  tree.  He  said 
that  Indonesia,  once  the  principal  supplier,  had  vir- 
tually cut  off  its  exports  of  the  cinchona  bark  to  the 
Western  world. 

Other  suppliers,  he  said,  include  the  Congo  and 
some  South  American  countries.  He  said  these 
sources  were  seriously  limited,  but  that  the  shortage 
was  not  expected  to  reach  critical  proportions. 

The  PMA  spokesman  attributed  the  rising  demand 
to  the  appearance  of  new  strains  of  malaria  that  are 
resistant  to  synthetic  drugs  developed  during  World 
War  II  as  quinine  substitutes.  This  has  caused  de- 
mands for  natural  quinine  to  rise  sharply  in  such 
malaria-infested  areas  as  Viet  Nam. 

sN  ❖ 

The  Food  and  Drug  Administration  has  taken  the 
first  steps  in  implementation  of  the  new  law  designed 
to  halt  illegal  traffic  in  depressant  and  stimulant 
drugs. 

Acting  FDA  Commissioner  Wilton  B.  Rankin  an- 
nounced proposed  regulations  and  appointed  an  ad- 
visory committee  of  experts  as  authorized  by  the 
Drug  Abuse  Control  Amendments  law  enacted  last 
year. 

The  Advisory  Committee  on  Abuse  of  Depressant 
and  Stimulant  Drugs,  which  held  its  first  meeting  in 
late  December,  assisted  the  FDA  in  determining  the 
drugs  covered  under  the  new,  tighter  controls  ef- 
fective February  1,  1966.  The  new  law  specified 
amphetamines  and  barbiturates  but  also  authorized 
designation  of  other  depressant  and  stimulant  drugs 
by  regulatory  orders  of  the  FDA. 

At  its  first  meeting,  the  advisory  committee  con- 
sidered several  classes  of  such  drugs,  including  cer- 
tain tranquilizers,  LSD-25  and  other  hallucinogenic 
agents. 

The  FDA  regulations  listed  details  of  the  records 
which  the  new  law  requires  to  be  kept  by  every  per- 
son manufacturing,  compounding,  processing,  selling 
or  otherwise  distributing  the  designated  drugs.  The 


first  required  record  is  an  inventory  of  stocks  on 
hand  of  such  drugs  as  of  Feb.  1.  This  initial  inven- 
tory must  contain  the  identity  and  quantity  of  all  the 
specified  drugs  in  finished  form  under  the  control  of 
the  registrant.  Records  thereafter  must  accurately 
list  further  manufacture,  receipt  and  disposition  of 
the  drugs. 

The  system  of  record  keeping  was  designed  to  per- 
mit government  agents  to  follow  the  movement  of 
the  drugs — all  of  which  are  prescription  drugs — from 
producer  to  consumer. 

The  FDA  commissioner  is  authorized  to  determine 
that  a stimulant  or  depressant  drug  has  a potential 
for  abuse,  and  therefore  should  be  covered  under 
the  law,  if  there  is  evidence  of; 

— Individuals  taking  the  drug  in  amounts  suffi- 
cient to  create  a hazard  to  their  health  or  to  the 
safety  of  other  individuals  or  the  community. 

— Significant  diversion  of  the  drug  from  legitimate 
drug  channels. 

■ — Individuals  taking  the  drug  on  their  own  initia- 
tive rather  than  on  advice  of  a physician  or  osteo- 
path licensed  by  law  to  administer  such  drugs. 

Most  physicians  won’t  be  affected  directly  by  the 
new  federal  regulations  which  state: 

“The  maintaining  of  small  supplies  of  these  drugs 
for  dispensing  or  administering  in  the  course  of  pro- 
fessional practice  in  emergency  or  special  situations 
will  not  be  considered  as  regularly  engaged  in  dis- 
pensing for  a fee.’’ 

* Hs  * 

A panel  of  leading  businessmen  has  warned  of  the 
dangers  of  relying  too  heavily  on  government  for 
administration  of  health  and  retirement  plans. 

Such  government  programs  should  be  used  to  help 
the  sick,  disabled  and  aged,  the  panel  said,  “only  if 
voluntary  and  private  means — truly  and  tested — 
cannot  adequately  meet  society’s  needs.  . . . Heavy 
reliance  on  government  can  discourage  the  experi- 
mentation and  innovation  needed  to  solve  our  health 
and  retirement  problems.  Such  reliance  also  can  nar- 
row the  freedom  of  choice  of  people  who  prefer  to 
meet  their  needs  in  their  own  ways.” 

This  statement  was  a highlight  of  a 263-page  re- 
port by  the  Task  Force  on  Economic  Growth  and 
Opportunity,  which  was  an  independent  group  set 
up  under  the  sponsorship  of  the  U.  S.  Chamber  of 
Commerce.  The  report  was  entitled  “Poverty:  The 
Sick,  Disabled  and  Aged.” 

The  report  cited  medicare  as  an  example,  as 
follows: 

“In  an  attempt  to  help  low  income  aged  people 
obtain  health  care  at  little  personal  cost,  medicare 
was  attached  to  the  tradition-bound  Social  Security 
program.  As  a result,  medicare  will  help  millions  of 
Americans  who  are  not  needy  by  any  stretch  of  the 
imagination. 

“It  will  be  financed  by  the  Social  Security  pay- 
roll tax,  a highly  regressive  tax  that  places  heaviest 
burdens,  in  relation  to  income,  on  low  income  work- 
ers and  on  low  income  consumers  who  pay  higher 
prices  to  absorb  the  cost  of  payroll  taxes  levied  on 
employers.” 
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Announcing 

EUTROIM 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 

for  control  of 
moderate  to  severe 
hypertension 


Unique  combination  produces  greater 
antihypertensive  effect  with  lower  doses 


Eutron  is  the  combination  in  a single  tablet 
of  25  mg.  Eutonyl  (pargyline  hydrochlo- 
ride) and  5 mg.  Enduron  (methyclothia- 
zide). This  combination  produces  greater 
therapeutic  effect  than  that  of  either  com- 
ponent used  alone.  Side  effects  may  be 
milder,  too,  as  dosages  are  generally  lower. 
The  effective  dosage  is  usually  one  tablet, 
once  daily.  Tablets  are  scored  for  greater 
dosage  flexibility. 


Each  Eutron  tablet  contains  two  proven  antihypertensives 
in  the  ratio  shown  to  be  most  effective  in  most  patients. 
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NewEUTROIM 

extends  your  range 
of  treatment  in 
moderate  to  severe 
hypertension 


A single  product 
you  can  use  even 
in  the  presence 
of  congestive  heart 
failure  or  edema 


Eight  out  of  10  patients  respond 

In  clinical  trials,  Eutron  produced  normo- 
tension  or  a significant  reduction  in  blood 
pressure  in  eight  out  of  10  patients  studied. 
The  rationale  for  the  product  is  this; 
Eutonyl  used  alone  is  a potent  antihyperten- 
sive. Its  antihypertensive  action  is  markedly 
enhanced  by  Enduron,  a potassium-sparing 
thiazide. The  combination  (Eutron) 
thus  produces  greater  antihypertensive  ef- 
fect with  lower  dosages  of  the  Eutonyl  com- 
ponent, and  milder  side  effects  may  be  seen. 


1.  Torosdag,  S.,  Schvartz,  N.,  Fletcher,  L.,  Fertig,  H., 
Schwartz,  M.  S.,  Quan,  R.  F.  B.,  and  Bryant,  J.  M., 
Pargyline  Hydrochloride  as  an  Antihypertensive  Agent 
With  and  Without  A Thiazide,  Am.  J.  Cardiol.,  12:822, 
Dec.,  1963. 

2.  Pollack,  P.  J.,  Pargyline  Hydrochloride  and  Meth- 
yclothiazide  Combined  In  The  Treatment  of  Hyperten- 
sion, Cur.  Thera.  Res.,  7:10,  Jan.,  1965. 

3.  Bryant,  J.  M.  et  al.,  Antihypertensive  Properties  of 
Pargyline  Hydrochloride,  New  Non-Hydrazine  Mono- 
amine Oxidase  Inhibitor  Compared  with  Sulphonamide 
Diuretics,  J.A.M.A.,  178;  406,  Oct.,  1961. 
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BP  reductions  in  the  recumbent  and  sitting  posi- 
tions often  are  nearly  as  great  as  in  the  standing. 
In  clinical  trials,  the  average  recumbent  BP 
reduction  was  36/18  mm.  Hg. 


The  average  standing  reduction  in  clinical  trials 
was  45/22  mm.  Hg.  Thus  the  difference  between 
the  standing  and  recumbent  readings  was  only 
9/4  mm.  Hg. 


Significantly  lowers 
blood  pressure  in  all 
body  positions; 
less  likelihood  of 
orthostatic  hypotension 

In  clinical  trials,  the  average  reduction  in 
standing  blood  pressure  was  45/22  mm. 
Hg.;  in  the  sitting  position  it  was  48/20 
mm.  Hg.;  and  in  the  recumbent  position, 
36/18  mm.  Hg. 

Because  Eutron  effectively  reduces  blood 
pressure  in  all  body  positions,  there  is  re- 
duced likelihood  of  orthostatic  symptoms 
or  hypotension. 

This  was  reflected  in  the  relatively  mild 
character  of  side  effects  seen  in  clinical  trials 
(see  below). 

Smooth  and  gradual  onset 

Onset  of  antihypertensive  action  is  usually 
quite  smooth.  Initial  reduction  of  systolic 
and  diastolic  readings  is  usually  seen  within 
a week  — maximum  reduction  in  seven  to 
ten  days. 

Less  troublesome 
side  effects  may  be 
seen;  frequent 
improvement  in 
“sense  of  well-being” 

Fewer  than  1 % of  patients  studied  discon- 
tinued Eutron  therapy  because  of  side  ef- 
fects. This  is  due  in  part  to  the  relatively  low 
dosage  needed  with  the  combination.  Usual 
recommended  dose  is  one  tablet  daily— that 
is,  25  mg.  Eutonyl  with  5 mg.  Enduron.  This 
is  about  half  the  usual  therapeutic  dose  of 
Eutonyl  given  alone.  As  a consequence  side 
effects  may  be  milder.  And,  as  with  Eutonyl 
given  alone,  the  patient  may  well  note  an 
increased  sense  of  well  being, 

This  is  in  distinct  contrast  to  most  I 

Other  antihypertensive  therapy.  Ihbhh# 
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Prescribing 
information  for 

EUTROIM 


INDICATIONS;  Eutron  (pargyline  hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 


CONTRAINDICATIONS:  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyldopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 


WARNINGS:  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnoties,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  14  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depletion  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 
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been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 

PRECAUTIONS;  When  determining  the  anti- 
hypertensive  effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
ineluding  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 


SIDE  EFFECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite 
symptomatic  therapy  or  reduction 
of  the  dose,  discontinue  the  drug. 


the  “extra”  benefits 
give  you  the 
option  of  b.i.d.  dosage 


12  hours 
between 
doses 


DECLOMYCIN 


mid-evening 


DEMETHYLCHLORTETRACYCLIIVE 

150  mg.  CAPSULES 

an  added  assurance 


of  optimum  response 
with  all  oral  dosage  forms 
capsules/syrup/pediatric  drops 


□ permits  dosage  adjustment  to  eliminate  mealtime  interference 

□ reduces  the  risk  of  ^^skipped'^  doses 

□ eliminates  the  need  for  disturbing  the  sleeping  patient 

Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and 
others— in  the  young  and  aged— the  acutely  or  chronically  ill— when  the  offending 
organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proc- 
titis, nausea,  diarrhea,  vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organ- 
isms. Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advisable) 
and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal 
function.  The  possibility  of  tooth  discoloration  during  development  should  be 
considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy, 
in  the  neonatal  period,  and  in  early  childhood.  Increased  intracranial  pressure  in 
infants,  reversible  upon  discontinuation  of  dosage,  is  a remote  possibility. 

Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCI.  Average  Adult 
Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  given  at  least  one  hour  before  or 
two  hours  after  meals. 


LEDERLE  LABORATORIES.  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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When  uncontrolled 


diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the  " 

r 

gamut  of  home  remedies  without  success,  i! 
pleasant-tasting  cremomycin  can  answer  J 
the  call  for  help.  It  can  be  counted  on  to  s 
consolidate  fluid  stools,  soothe  intestinal  [ 
inflammation,  inhibit  enteric  pathogens,  e 
and  detoxify  putrefactive  materials— usu-  ' 


ally  within  a few  hours. 

CREMOMYCIN  combines  the  bacteriostatic  / 
agents,  succinylsulfathiazole  and  neomy- 
cin, with  the  adsorbent  and  protective  de-  ^ 
mulcents,  kaolin  and  pectin,  for  compre- 
hensive  control  of  diarrhea.  3i 

Indications:  Diarrhea.  Contraindications:  Kaolin:  Si 
Withhold  if  diverticulosis  is  present  or  suspected.  * 
Precautions:  Sulfonamide:  Continued  use  requires  - 
supplementary  administration  of  thiamine  and  vita-  il 


your  for 
Cremomycin 
can  provide  relief 


I where  today’s  theory  is  tomorrow’s  therapy 

[1 


min  K.  Neomycin:  Patient  should  be  observed  for 
new  infections  due  to  bacteria  or  fungi.  Side  Effects: 
Sulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
skin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
I cytosis  with  a fatal  outcome  has  been  reported). 
''  Reduction  of  thiamine  output  in  the  feces  and  of 
I vitamin  K synthesis  has  been  observed.  Neomycin: 
i Nausea,  loose  stools  possible. 

! Before  prescribing  or  administering,  read  product 
circular  with  package  or  available  on  request. 


promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL  ^ 

Composition:  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
Gm.,  pectin  0.27  Gm. 

® MERCK  SHARP  &D0HME  Division  o(  Merck  & Co.,  Inc.,  West  Point.  Pa. 


FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 


with  DICARBOSir  antacid 


■ effective  neutralizing  power -Two  tablets  in  vitroi, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste -A  fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy- Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (10  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif,  R.H.:  J.A.PH.A.,  4€:  179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  Tti- 
silicate  0.006  Gm. 


Write  for  Professional  Samples 


ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 

319  South  4ih  Street  • St.  Louis,  Missouri  63102 


DEPROE 

meprobamate  400  mg.  -h 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘DeproF  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— 'Dxo't/smess  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chilis,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage;  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 
# Wallace  Laboratories  / Cranbury,  N.  J. 


meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


usually  restores 
normal  sleep  quickly 
by  helping 
to  lift  depression . . . 
calni  associated  anxiety, 
tension,  and  rumination 

Wallace  Laboratories  / Cranbmy,  N.  J. 
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Lost 

THE  BITTER  TASTE  OF 
ORAL  PENICILLIN. 

See  V-Cillin  K® 
for  full  details. 


dog  found— Black  Pcke.  female. 

10-26  Lincoln  Park  West.  9J3-079a 
DOBERMAN  lost  — brown. 

Ctiildren  heartkgm^^^^Bn^^.  Vic. 
Ca 

GER/i 


^^POO.,., 

_n  10-21 

8-0691  ^ 

teVw.'^N:  W.^^s^de  , 

_pp^,-Pn Be“r- 

^T^eUi.  YounjHt'*j|^  Reward- 

Fly  -a 

■[iTTEN-tOSt  oS\^W*-  477-5265 

" mos  Gold  eyci* — ~^^l^d'~weddlnO- 
oTyr^^t^noadem^'«»py|.2jil 

**  l!r,  «7ih-Clcen>-_j£gL— 


A MORE  PLEASANT  VfAT  TO 

take  ORAL  PEHICILUI 

Check  V-Cillin  K 
for  the  facts. 


A trafJ 
maior  I 

rndnofdl 
wl  1 
dividual 

.tray* 


Patients  won’t  complain  about 
bitter  penicillin  taste  when  you 
specify  V-Cillin  K.  Here’s  why:  It 
has  a special  coating,  only  one  and 
a half  thousandths  of  an  inch  thick. 
Because  it  is  designed  to  dissolve 
after  approximately  six  seconds,  this 
barrier  to  bitterness  remains  on  the 
tablet  as  it  slides  past  the  tongue. 
When  the  tablet  reaches  the 
stomach,  however,  the  coating  has 
dissolved,  and  the  penicillin  is  ready 
for  immediate  absorption  into 
the  bloodstream. 

Result?  The  proved  efficacy  of 
potassium  penicillin  V without  the 
penalty  of  bitter  taste, 

Indications:  V-Cillin  K is  an  antibiotic 
useful  in  the  treatment  of  streptococcus, 
pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains 
of  staphylococci. 

Contraindications  and  Precautions: 
Although  sensitivity  reactions  are  much  less 
common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be 
administered  to  patients  with  a history 
of  allergy  to  penicillin.  As  with  any  antibiotic, 
observation  for  overgrowth  of  nonsusceptible 
organisms  during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000 
units)  three  times  a day  to  250  mg.  every 
four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg,, 
and  V-Cillin  K,  Pediatric,  125  mg,  per  5-cc, 
teaspoonful,  in  40, 80,  and  ISO-cc.-size  packages. 


V-Cillin  K’ 

Potassium  Phenoxymethyl  Penicillin 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana. 
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Honor  Codes,  Criticism, 
and  Correspondence 


'UR  LEADING  EDITORIAL  in  the  December  issue. 
“Speaking  of  Honor  Codes”  has  brought  in  many 
touche  comments.  Readers  are  generous  when  a 
strong  opinion,  happening  also  to  be  their  own 
appears  succinctly,  expressed  possibly  better  than 

they  themselves  have 
made  a matter  of 
record.  Let’s  face  it: 
the  majority  of  doc- 
tors don’t  like  to 
write,  but  rather  look  toward  a few  to  speak  for 
them!  But  when  a colleague  is  moved  to  express 
himself,  he  usually  does  so  very  well.  That  is  why 
we  welcome  a Letter  to  the  Editor  or  a signed 
editorial.  They  vitalize  these  columns  and  neutral- 
ize the  monotony  of  two  pens.  However,  if  too 
brief,  we  are  left  to  wonder  whether  we  really 
erred  and,  if  so,  just  how.  For  example,  a letter 
from  a colleague  in  New  Mexico  indicates  that  he 
didn’t  think  much  of  our  statement  that  “What 
this  country  needs  is  an  honor  code  for  govern- 
ment!” The  letter  addressed  to  our  managing 
editor  states: 


In  reference  to  the  December  issue  of  your  jour- 
nal which  in  an  editorial  came  to  the  conclusion  that 
our  government  needs  an  honor  code.  I would  sug- 
gest that  before  you  criticize  my  government  you 
consider  reviewing  your  own  article. 


In  the  particular  case  in  point,  our  editorial  writer 
felt  that  as  a responsible  citizen  and  participant  in 
our  government  he  must  call  a situation  that  dis- 
turbs him  to  the  attention  of  our  readers.  1 feel  sure 
that  our  editors  would  deeply  appreciate  receiving 
from  you  a rebuttal  to  the  editorial  which  can  be 
printed  in  an  early  issue  of  the  Rocky  Mountain 
Medical  Journal.  We  believe  that  intelligent  dissent 
is  extremely  important  in  a democratic  organization. 
We  feel  a deep  responsibility  to  the  physicians  who 
read  our  Journal  to  make  our  pages  available  for 
viewpoints  divergent  to  our  editorial  positions  and 
hope  that  you,  too,  will  feel  this  responsibility. 

Unfortunately,  the  January  issue  of  the  Journal 
has  already  gone  to  press.  However,  the  deadline  for 
the  February  issue  is  January  10.  Although  yours  is 
the  only  letter  we  have  yet  received  in  opposition  to 
the  editorial,  we  do  believe  that  there  are  undoubted- 
ly some  who  are  as  deeply  opposed  to  it  as  you  seem 
to  be  but  who  have  not  been  as  direct  and  honest  in 
stating  their  opinion  as  you  have.  Would  you  please 
be  their  spokesman  and  send  to  us  your  rebuttal  for 
this  editorial? 

Thank  you  again  for  writing  to  us.  We  will  look 
forward  to  hearing  from  you  again  concerning  this 
matter. 

Not  having  had  a good  controversy  for  several 
months  and,  forever  striving  to  enliven  these 
columns,  your  scientific  editor  followed  through 
with  another  invitation  to  point  up  our  error,  if 
such  there  was: 


Mr.  Derry  replied  as  follows: 

Thank  you  for  sending  us  your  comments  regard- 
ing the  editorial  “Speaking  of  Honor  Codes”  which 
appeared  in  the  December  issue  of  the  Rocky  Moun- 
tain Medical  Journal.  We  sincerely  appreciate  the 
fact  that  you  have  taken  time  to  convey  to  us  your 
feeling  about  this  editorial. 

First,  may  I say  that  the  Rocky  Mountain  Medical 
Journal  is  your  Journal.  It  is  published  for  the  mem- 
bership of  the  medical  societies  in  Colorado,  Mon- 
tana, Nevada,  New  Mexico,  Utah  and  Wyoming, 
Because  it  is  your  Journal  we  are  eager  to  have  your 
reaction  to  the  material  that  is  published  in  it.  Since 
nearly  6,000  physicians  receive  our  Journal,  I am 
sure  you  must  be  aware  that  anytime  our  editorial 
writers  take  a positive  position  on  almost  any  sub- 
ject, a certain  percentage  of  our  members  are  going 
to  disagree  with  the  position  taken. 


Your  letter  of  December  14.  1965,  to  our  manag- 
ing editor,  Donald  Derry,  has  of  course  been  passed 
on  to  me  for  any  further  comment.  The  reason  is 
that  Mr.  Derry  did  not  write  the  editorial  entitled 
"Speaking  of  Honor  Codes.”  The  unsigned  editorials 
originate  with  your  MD  scientific  editors. 

Permit  me  to  join  in  thanking  you  for  your  writ- 
ten opinion  and  in  urging  a more  specific  commit- 
ment in  the  form  of  a Letter  to  the  Editor  or,  if  you 
prefer,  a signed  editorial.  The  editorial  criticizing 
your  government  has  been  reviewed  as  you  suggested, 
and  we  still  believe  your  government  could  apply  the 
same  code  to  its  political  maneuvers  that  it  expects  of 
trainees  in  the  armed  forces.  Realistic  constructive 
criticism  is  helpful  to  any  individual,  organization, 
or  government.  In  fact,  the  only  way  to  avoid  criti- 
cism is  to  not  do  anything,  to  remain  passive.  An 
author  who  writes  to  be  read — and  for  what  other 
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reason  does  he  write — must  be  more  or  less  a critic. 
Your  government  catches  it  from  many  writers  and 
publications,  as  we  well  know.  Whether  it  deserves  it 
or  not  is  up  to  a reader,  like  yourself,  to  judge. 

Our  main- concern  is  that  we  have  stuck  to  facts, 
demonstrable  facts  and  defensible  analysis  of  them. 
If,  in  your  opinion,  we  have  digressed  from  these 
tenets  please  tell  us  wherein  we  are  wrong.  These 
columns  are  at  your  disposal,  and  an  honest  differ- 
ence of  opinion  is  encouraged.  Your  further  com- 
munication is  invited,  and  may  we  have  it  at  an 
early  date  while  the  subject  is  at  least  warm? 

About  once  a year,  we  plead  for  editorials  from 
the  editors  of  the  sections  in  the  Rocky  Mountain 
Medical  Journal  representing  our  several  partici- 
pating states.  Letters  and  signed  editorials  from 
the  membership  at  large  are  also  anticipated  and 
cordially  welcomed.  If  there  are  other  reactions 
and  opinions  to  the  editorial  section  of  December, 
1965,  or  any  other  issue,  please  send  them  in. 
These  columns  are  yours  and  your  communica- 
tions have  a priority  rating! 


Where  Will  All  the 
Doctors  Come  From? 


[Socialization  of  medicine,  in  any  degree, 
makes  our  profession  less  attractive  to  students — 
particularly  the  B-plus  and  A students,  some  14 
per  cent  of  whom  entered  medicine  in  years  long 
gone  by.  Other  specialties  offer  high  salaries, 

fringe  benefits,  re- 
tirement and  other 
attractive  features 
after  perhaps  half 
the  years  of  special 
study.  Thus  our  profession  is  in  competition  with 
many  other  callings  for  the  top  talent  among  col- 
lege graduates. 

Among  the  unanswered  questions  imposed  by 
the  Administration’s  program  to  be  implemented 
next  July  is  where  are  all  the  doctors  to  come 
from?  More  and  more  are  bound  to  be  needed. 
If  they  are  forthcoming,  their  advent  could  com- 
prise at  least  one  good  feature  of  Medicare.  But 
will  they?  Twenty  years  ago,  the  Surgeon  General 
of  the  U.  S.  Public  Health  Service,  Dr.  Parran, 
stated  there  were  not  enough,  nor  were  there  ade- 
quate training  facilities.  The  AMA  contended 
there  were  enough,  but  poorly  distributed.  Import- 
ing foreign  doctors,  or  students  for  medical  train- 
ing, has  long  since  proved  to  be  no  realistic  an- 
swer. 

We  are  familiar,  of  course,  with  the  Doctor 
Draft  Law  to  fill  the  needs  of  our  armed  services 
for  medical  personnel.  Enough  volunteers  do  not 


answer  the  demand,  and  an  Act  of  Congress  is 
required!  Must  there  finally  come  a great  govern- 
ment medical  training  center,  comparable  to  West 
Point,  Annapolis,  and  the  AFA?  What  is  to  pre- 
vent the  training  of  doctors,  at  government  ex- 
pense of  course,  to  meet  the  great  new  impending 
civil  demands?  Something  to  think  about!  Per- 
haps we’d  better  do  everything  in  our  power  to 
make  existing  laws  work.  It  might  prevent  enact- 
ment of  even  less  desirable  ones  in  the  future. 
Compliance  with  laws,  once  enacted,  is  still  the 
American  way! 


T, 


Lovelace  Fellowship  in 
Aerospace  Medicine 
Established  by  Aerospace 
Medical  Association 


HE  Aerospace  Medical  Association  in  its  de- 
sire to  record  its  deep  sorrow  at  the  death  on 
December  12,  1965,  of  their  esteemed  associate 
and  Thirteenth  President,  William  Randolph 
Lovelace,  II,  and  to  acknowledge  his  many  out- 
standing contri- 
butions to  the 
advancement  of 
Aerospace  Med- 
icine, announces 
its  establishment  of  the  William  Randolph  Love- 
laee  Fellowship  in  Aerospace  Medicine  to  honor 
his  memory. 

The  Association  in  establishing  this  Fellowship 
will  create  a fund  to  fulfill  this  purpose.  It  will  en- 
list the  financial  support  and  cooperation  of  those 
who  wish  to  join  in  this  effort  to  pay  significant 
and  meaningful  tribute  to  the  memory  of  William 
Randolph  Lovelace,  11. 

It  is  fitting  that  his  name  should  be  memorial- 
ized in  this  manner,  since  he  devoted  his  career 
to  research,  teaching,  and  practicing  Aerospace 
Medicine.  The  Lovelace  Foundation  for  Medical 
Education  and  Research  which  is  famous  for  its 
research  in  aerospace  and  nuclear  medicine  was 
organized  by  Dr.  Lovelace  in  1947,  and  has  be- 
come world  famous  in  operations  related  to 
manned  spaceflight. 

The  Association  is  deeply  appreciative  of  his 
exceptionally  broad  record  of  service  and  scien- 
tific achievement  which  was  characterized  by  his 
courageous  willingness  to  undertake  whatever  was 
needed  to  be  done,  whether  scientific,  technical, 
organizational,  or  administrative.  In  addition  to 
his  Presidency  of  the  Association  in  1942  and 
1943,  Dr.  Lovelace  gave  unstintingly  of  his  time 
and  services  by  serving  on  numerous  committees 
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and  by  his  enthusiastic  support  of  all  the  aims 
and  purposes  of  the  Aerospace  Medical  Associa- 
tion as  it  has  developed  and  expanded  the  medical 
specialty  field  which  he  loved. — Aerospace  Med. 
Assoc.  News. 


1 HIS  IS  THE  Program  Issue  for  the  31st  Annual 
Midwinter  Clinical  Session  of  the  Colorado  Medi- 
cal Society.  We  believe  that  it  will  be  outstanding, 
and  all  members  of  our  sister  states  in  the  Rocky 

Mountain  region 


Colorado’s  Midwinter 
Clinical  Session 


are  invited. 

During  the  years 
1959  through  1965 
there  was  a disap- 
pointing falling  off  of  attendance.  Officers,  trus- 
tees and  committeemen  of  the  Society  explored 
the  possible  reasons.  There  were  those  among 
them,  and  some  of  our  other  colleagues,  who 
believed  they  should  be  “sacked.”  However, 
a preponderance  believed  that  this  traditional 
meeting  has  always  served  a useful  purpose  and 
should  be  perpetuated  with  improvements  de- 
signed to  attract  a larger  attendance  and  to  en- 
gender enthusiasm  for  the  present  and  future 
meetings. 

An  ad  hoc  committee  of  members  of  the  Society 
met  with  technical  exhibitors  to  hear  their  com- 
ments and  complaints,  if  any.  The  Committee 
further  sought  the  opinion  of  Colorado  Medical 
Society  members  concerning  various  phases  of 
the  midwinter  meeting  for  use  in  planning  future 
programs.  They  sent  out  a questionnaire  asking 
what  members  would  like  to  see  included,  the 


most  favorable  time  of  year,  and  choice  of  agenda. 
Objections  concerning  previous  sessions  were  in- 
vited, especially  mechanical  problems  important 
at  the  convention  hotel  and  hospitals,  favored 
types  of  technical  and  scientific  exhibits,  and 
opinions  as  to  whether  exhibits  contribute  to  our 
professional  knowledge.  Naturally  exhibitors  are 
interested  to  know  how  they  can  best  get  members 
to  stop  at  their  booths.  We  wanted  to  know  how 
members  and  guests  react  to  the  maze  and  semi- 
maze system  of  exhibits;  the  questionnaire  even 
asked  whether  the  day  of  the  commercial  exhibit 
is  over.  Do  educational  gimmicks  add  to  attract- 
iveness of  exhibits?  Response  was  indeed  not  over- 
whelming, nor  did  we  expect  it  to  be.  However, 
constructive  comments  came  in,  and  we  must 
leave  it  to  your  judgment  and  attendance  whether 
they  are  reflected  in  the  program.  If  hard  work 
and  enthusiasm  on  the  part  of  those  who  have 
set  it  up  are  an  indication,  success  is  anticipated 
and  will  follow. 

Communication,  travel,  and  major  meetings 
have  naturally  diluted  interest  in  many  of  the 
nation’s  relatively  minor  functions.  It  is  natural 
that  location  and  emphasis  upon  leisure  and  recre- 
ational opportunities  have  become  a part  of  the 
“bait”  to  bolster  attendance.  Colorado  is  certainly 
not  without  these  features.  Golf  and  skiing  are 
unsurpassed;  regional  resorts  for  an  extra  few 
days  are  particularly  attractive  at  this  time  of  year. 
There  is  no  reason  why  an  increased  and  diversi- 
fied attendance  should  not  be  attracted  here  in 
March. 

Please  peruse  the  program  on  page  56  and 
note  this  special  opportunity  for  education,  recrea- 
tion, and  fellowship  which  the  Colorado  Medical 
Society  is  placing  before  you. 


Patents~Good  Health  Insurance 

Probably  very  few  physicians  have  filed  patent  applications  (1,600  are  filed  every  week).  And 
yet  few  other  groups  have  benefited  more  as  a direct  result  of  the  patent  system.  In  1965,  for 
example,  the  pharmaceutical  industry  spent  almost  $1  million  a day  on  research  and  development 
— seeking  new  and  better  products  for  the  physician’s  armamentarium.  What  would  happen,  pos- 
sibly in  days,  if  the  patent  system  fell  by  the  wayside?  Would  a drug  firm  spend  hundreds  of 
thousands  or  millions  of  dollars  on  a product  if,  having  crossed  the  threshold  of  success,  it  knew 
its  competitors  could  gobble  up  the  profits? — Editorial  in  GP  (32:5),  November  1965. 
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...made  on  your  500VISO  when  you  take  the  ECG 


Increase  your  knowledge  of  cardiac  condition  with  the  valuable  additional 
information  provided  by  heart  sound  recordings.  With  this  new  Sanborn 
Heart  Sound  Amplifier  clipped  to  the  front  of  your  500  VISO*  you  can 
immediately  obtain  clear,  sharply  defined,  graphic  records  — which  iden- 
tify the  location,  intensity  and  duration  of  the  sounds  and  murmurs  within 
the  cardiac  cycle.  Even  in  the  presence  of  complex  arrythmias,  marked 
tachycardias  and  other  conditions  which  may  complicate  or  prevent  accu- 
rate auscultation  by  stethoscope  alone,  a definitive  record  of  diagnostic 
quality  can  be  obtained  with  this  new  instrument.  Frequency  cutoffs  of 
50,  100,  250  and  500  cps  can  be  switch-selected  to  separate  murmurs 
which  might  otherwise  be  masked  by  other  heart  sounds.  As  an  electronic 
stethoscope,  all  sounds  from  50  to  2000  cps  can  be  heard  at  normal  or 
amplified  levels. 

This  precise  Sanborn  amplifier  has  convenient  controls  for  recording  the 
ECG,  PCG,  or  ECG  superimposed  on  the  PCG  . . . Cutoff  Frequency 
. . . Audiophone  Volume  . . . and  Sensitivity.  Complete  with  contact 
microphone,  cable  and  Audiophone  (for  use  as  an  electronic  stethoscope). 
Model  1506A  is  $450  f.o.b.  Waltham,  Mass,  (continental  U.S.).  For 
more  information,  use  the  convenient  coupon  below.  Sanborn  Division, 
Hewlett-Packard  Company,  Waltham,  Mass.  02154.  In  Europe,  Hewlett- 
Packard  S.A.,  54  Route  des  Acacias,  Geneva. 

*or  almost  any  other  ECG  with  a 50  mm/sec.  chart  speed. 


2R1 

□ Send  detailed  specifications  on  Sanborn  1506A  Heart  Sound  Amplifier. 

□ Have  HP/Sanborn  Field  Office  call  me  for  an  appointment. 


(address) 

(phone ) 

(city) 

(State) 

(zip  code) 

HEWLETT  m 
PACKARD  M 


SANBORN 

DIVISION 
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Local  hemostasis  in  gynecologic  surgery  ' 

Evaluation  of  an  analogue  of  vasopressin 

Robert  A.  Munsick,  MD,  Albuquerque,  N.  M. 


Local  injection  of  an  analogue  of 
vasopressin  has  worth-tchile  effect  on 
local  hemostasis  in  vaginal  hysterectomy 
with  colporrhaphy. 

Many  gynecologic  and  obstetric  surgeons  em- 
ploy local  vasoconstrictor  agents  to  minimize 
blood  loss  during  vaginal  and  uterine  operations. 
Agents  which  are  generally  used  are  vasopressor 
amines  such  as  epinephrine  or  phenylephrine. 
Although  they  are  effective  vasoconstrictor  drugs, 
rebound  vasodilatation  with  secondary  hemor- 
rhage or  hematoma  formation  occur  not  infre- 
quently. Increased  liability  to  cardiac  arrhythmias, 
especially  when  cyclopropane  is  used  for  anes- 
thesia, dissuades  many  surgeons  from  utilizing 
the  pressor  amines. 

The  profound  antidiuresis  and  coronary  vaso- 
constriction which  often  follow  injections  of  vaso- 
pressin have  stimulated  interest  in  the  use  of 
analogues  of  vasopressin  which  have  lower  anti- 
diuretic relative  to  pressor  activity.  One  of  these 
analogues,  2-phenylalanine-8-lysine  vasopressin 
(PLV),  has  these  qualities.  An  exhaustive  treat- 
ment of  the  pharmacology  of  PLV  is  reported 
by  Berde,  et  al.^'  - Hochuli  and  Kaser  have  demon- 
strated that  PLV  has  excellent  vasoconstrictor 
properties  and  have  published  convincing  color 
photographs  of  its  effect  during  episiotomy  and 
vaginoplastic  operations.^ 

In  this  study  PLV  has  been  compared  with 
saline  solution  to  evaluate  ( 1 ) how  much  hemos- 
tasis is  caused  by  drug  and  how  much  by  simple 
volume  effect,  (2)  whether  or  not  PLV  can  be 

* From  the  Department  of  Obstetrics  and  Gynecology.  Uni- 
versity of  Colorado  Medical  Center,  Denver.  This  investiga- 
tion was  supported  by  a grant-in-aid  from  Sandoz  Pharma- 
ceuticais,  Hanover,  N.  J.  Dr.  Munsick  is  now  Chairman, 
Department  of  Obstetrics  and  Gynecology,  University  of 
New  Mexico  School  of  Medicine,  Albuquerque. 


safely  used  during  cyclopropane  anesthesia,  and 
( 3 ) if  a significant  diminution  in  blood  loss  can 
be  achieved  by  using  PLV  during  vaginal  hysterec- 
tomy operations. 

Methods 

Patients  scheduled  to  have  vaginal  hysterec- 
tomies were  chosen  for  PLV  or  saline  by  one  and 
operated  upon  by  another  member  of  the  resident 
staff.  After  induction  of  anesthesia  and  vaginal 
examination,  10-20  ml  of  0.9%  NaCl  solution  or 
PLV*  were  injected  into  the  cervix.  More  was 
used  later  for  the  colporrhaphy.  Neither  the  sur- 
geon nor  the  anesthesiologist  was  informed  of 
which  solution  was  injected.  The  surgeon  gave  a 
subjective  opinion  as  to  whether  or  not  he  had 
obtained  hemostasis.  The  study  was  therefore 
“semi-controlled,'”  but  was  subject  to  considerable 
bias  because  the  patients  were  chosen  and  not 
truly  picked  at  random.  No  attempt  was  made  to 
match  patients  for  age,  phase  of  the  menstrual 
cycle  or  extent  of  the  procedure  and  operations 
were  not  performed  by  one  surgeon.  The  surgeon 
and  the  anesthesiologist  crudely  estimated  total 
blood  loss  by  judging  the  amount  of  blood  on 
counted  sponges,  drapes  and  in  the  suction  bottle. 

Changes  in  blood  pressure,  cardiac  rhythm  and 
rate  were  recorded  by  the  anesthesiologist. 

Results 

PLV  was  administered  to  15  patients  (2  were 
eliminated  from  Table  1 because  the  procedures 
were  a cone  biopsy  during  pregnancy  and  a metro- 
plasty)  and  0.9%  NaCl  to  13  patients.  Data  are 
presented  in  Table  1 . There  is  no  significant  dif- 
ference in  the  total  blood  losses  of  the  two  groups. 

* The  PLV  solution,  diluted  with  0.9%  NaCl,  contained  55 
pressor  milliunits/ml.  It  was  generously  provided  in  ampoules 
containing  5 pressor  units/ml  by  Mr.  Harry  Althouse,  Sandoz 
Pharmaceuticals,  San  Francisco,  California. 
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TABLE  1 


DATA  FROM  13  PATIENTS  GIVEN  PLV  AND  13  GIVEN  SALINE  INJECTIONS  FOR 
VAGINAL  HYSTERECTOMY  AND  A AND  P REPAIR* 


■ 

BLOOD 

VOLUME 

NO. 

AGE 

LOSS  (ml) 

AGENT 

(ml) 

HEMOSTASIS 

REMARKS 

1 

31 

300 

PLV 

30-40 

Yes 

2 

34 

450 

PLV 

30-40 

Yes 

Large  varicosities,  post.  rpr. 

3 

38 

500 

PLV 

30-40 

Yes 

Varicosities 

4 

32 

1,000 

PLV 

30-40 

No 

5 

48 

250 

PLV 

30-40 

Yes 

6 

lA 

350 

PLV 

30-40 

Yes 

7 

52 

350 

PLV 

30-40 

Yes 

8 

41 

1,000 

PLV 

30-40 

Yes 

9 

44 

800 

PLV 

15 

Yes 

10 

21 

800 

PLV 

35 

Yes 

Manchester  instead  of  vag.  hyst. 

11 

26 

400 

PLV 

20 

No 

12 

47 

500 

PLV 

25 

Yes 

13 

31 

400 

PLV 

40 

Yes 

Mean 

40 

550 

1 

30 

400 

Saline 

30-40 

No 

2 

34 

400 

Saline 

30-40 

Yes 

Varicosities 

3 

34 

400 

Saline 

30-40 

No 

4 

57 

1,500 

Saline 

15 

No 

Failed  vag.  hyst.  Abd.  hyst. 

5 

36 

600 

Saline 

30 

No 

No  vag.  hyst.  A & P repair  only 

6 

41 

600 

Saline 

30 

No 

7 

54 

700 

Saline 

40 

No 

8 

37 

350 

Saline 

25 

No 

9 

36 

1,000 

Saline 

30 

No 

Halothane  anesth. 

10 

36 

500 

Saline 

50 

No 

11 

32 

900 

Saline 

30 

No 

12 

31 

300 

Saline 

30 

No 

Pentobarbital  Sod.  anesth. 

13 

70 

250 

Saline 

20 

No 

Mean 

41 

610 

* Anesthetic  agent  was 

cyclopropane 

except  in  cases  9 and  12  of 

saline  series. 

However, 

note  that  the  surgeon 

Stated  12 

out  of 

Case  report 

13  times  that  saline  solution  was  ineffective  in 
promoting  hemostasis,  but  that  PLV  was  reported 
effective  13  out  of  15  times.  Cyclopropane  an- 
esthesia was  utilized  in  all  of  the  PLV  patients. 
No  cardiac  arrhythmias  were  noted.  A rise  of  10 
or  more  mm  Hg  systolic  pressure  occurred  in  7 
of  15  receiving  PLV  and  in  2 of  13  injected  with 
saline,  and  the  diastolic  blood  pressure  rose  10 
or  more  mm  Hg  in  7 of  the  PLV  group  and  in 
1 of  the  saline  group.  No  side  effects  were  ob- 
served in  either  group.  No  serious  sequelae  at- 
tributable to  the  injections  were  seen  postopera- 
tively.  Specifically,  no  “rebound  hyperemia”  or 
immediate  postoperative  hemorrhage  was  re- 
corded. Urine  flows  were  not  monitored  to  de- 
termine whether  or  not  there  was  significant 
antidiuresis. 

PLV  was  used  during  one  metroplastic  pro- 
cedure, details  of  which  follow. 


A 22-year-oId  white  aborta  ! was  admitted  to  the 
University  of  Colorado  Medical  Center  in  October, 
1964.  Her  catamenia  was  normal.  Spontaneous  abor- 
tion followed  by  curettage  had  occurred  3 years  be- 
fore. Since  then  conception  had  not  transpired  despite 
proper  coital  technique  and  timing.  Five  months 
before  admission  hysterosalpingography  was  at- 
tempted without  success  at  another  hospital.  After  a 
second  unsuccessful  hysterosalpingogram,  cervical 
stenosis  was  diagnosed  and  cervical  amputation  was 
performed.  This  was  followed  successfully  by  a 
hysterosalpingogram  at  the  same  hospital.  X-rays 
revealed  a bicornuate  uterus  with  a septum  extending 
down  to  the  cervix.  (Apposition  of  the  cannula 
against  the  septum  undoubtedly  caused  obstruction 
to  the  ingress  of  dye,  not  a cervical  stenosis.) 

An  infertiliy  workup  at  the  University  of  Colo- 
rado Medical  Center  subsequently  revealed  no  ab- 
normalities except  for  the  uterine  anomaly  and  a 
short,  malformed  cervix  with  mucus  of  poor  quality 
and  quantity.  Metroplasty  was  elected  and  performed 
in  October,  1965. 


34 


Rocky  Mountain  Medical  Journal 


The  generative  organs  were  exposed  through  an 
abdominal  incision.  Without  clamping  the  adnexal  or 
parametrial  structures,  a vertical  incision  was  made 
in  the  uterus  through  the  septum.  Bleeding  was  pro- 
fuse. 10  ml  of  PLV  (same  dilution  as  previously 
described)  were  injected  into  the  myometrium  down 
to  the  level  of  the  cervix,  bilaterally.  Hemostasis  was 
immediate,  the  myometrium  blanched  and  during  the 
remainder  of  the  operation  no  more  than  50  ml  of 
blood  was  lost.  Total  estimated  blood  loss  was  250 
ml.  No  pressor  effect  was  noted  by  the  anesthesiolo- 
gist and  there  were  no  changes  in  cardiac  rhythm 
during  the  cyclopropane  anesthesia. 

The  postoperative  course  was  satisfactory  and  a 
hysterosalpingogram  two  months  later  revealed  an 
adequate  uterine  cavity. 

Discussion 

An  analogue  of  vasopressin,  2-phenylalanine-8- 
lysine  vasopressin  (PLV)  has  been  utilized  in 
several  gynecologic  operations  to  evaluate  whether 
or  not  it  has  merit  for  local  hemostasis.  We  have 
been  unable  to  demonstrate  a difference  between 
the  blood  losses  of  saline  injected  versus  PLV 
injected  patients  having  vaginal  hysterectomies 
with  colporrhaphies.  However,  in  89%  (25/28) 
of  cases,  the  surgeons  were  able  to  identify  which 
solution  they  had  injected  by  observing  the  pres- 
ence or  absence  of  local  hemostasis.  These  ap- 
parently disparate  results  were  probably  caused  by 
inadequate  methods  of  comparison  and  by  choice 
of  vaginal  hysterectomy  for  the  operation  to  mea- 
sure blood  loss — the  major  loss  of  this  procedure 
can  not  be  significantly  mollified  by  any  local  vaso- 
constrictor drug.  PLV  was  also  used  in  one  metro- 
plastic  procedure  and  it  caused  a salutory  decrease 
in  bleeding.  The  surgeons  were  generally  pleased 
with  hemostasis  by  PLV  and  remarked  on  the 
favorable  influence  of  the  injections  in  facilitating 
the  dissection  of  fascial  planes. 

Although  a few  patients  experienced  mild  hy- 
pertension following  PLV  injections,  no  other 
cardiovascular  effects  were  noted.  Specifically,  no 


alteration  in  cardiac  rhythm  was  observed  despite 
the  use  of  cyclopropane  anesthesia.  Rebound 
hyperemia  was  never  encountered. 

For  those  gynecologic  and  obstetric  operative 
procedures  in  which  there  is  moderate  or  marked 
blood  loss  from  the  small  vessels  of  a large  sur- 
face, viz.  episiotomy,  colporrhaphy,  cervical  coni- 
cal biopsy,  metroplasty,  and  myomectomy,  PLV 
deserves  further  clinical  trial  and  investigation. 

Summary 

1.  2-phenylaianine-8-lysine  vasopressin  (PLV) 
has  been  employed  for  local  hemostasis  during  1 5 
gynecologic  operations. 

2.  Injection  of  PLV  compared  to  saline  solu- 
tion did  not  significantly  decrease  blood  loss  dur- 
ing vaginal  hysterectomy  operations.  Reasons  for 
this  are  discussed. 

3.  Surgeons  usually  commented  favorably  on 
the  local  hemostatic  effect  of  PLV  during  the 
cervical  circumcision  and  colporrhaphy  parts  of 
the  hysterectomy  procedure. 

4.  Excellent  hemostasis  was  obtained  during 
a metroplastic  operation  by  using  PLV. 

5.  Untoward  cardiovascular  reactions  occurred 
in  none  of  the  patients  to  whom  PLV  was  ad- 
ministered. 

6.  Further  use  and  trial  of  PLV  appears  war- 
ranted. • 
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The  Right  to  Prescribe — Right 

This  gets  down  to  the  really  basic  controversy,  where  one  exists,  between  physicians  and  welfare 
agencies  on  drug  costs.  We  are  willing,  indeed  we  are  anxious  to  prescribe  economical  drugs  for 
our  patients,  whether  on  welfare  or  paying  their  own  way — but  it  has  to  be  the  right  drug.  It  is 
when  we  are  denied  the  opportunity  to  provide  for  our  patients  the  proper  drug  for  their  treat- 
ment, simply  on  a basis  of  cost,  that  we  rebel. — -Burtis  E.  Montgomery,  MD,  in  Illinois  Medical 
Journal  (128:614),  December  1965. 
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The  mid-line  forehead  flap 


This  case  report  illustrates  repair  of  a sub- 
total nasal  defect  with  a lined  skin  flap  of 
superior  color  and  quality.  The  principles 
involved  are  applicable  to  larger  losses  and 
to  the  use  of  lined  flaps  in  cavity  grafting. 

Defects  of  the  external  nose  are  frequent  in 
individuals  of  all  ages  and  from  every  conceivable 
cause.  Some  are  congenital;  for  example  clefts, 
fistulae,  tumors,  and  maldevelopment.  Others  are 
acquired — such  as  disease  and,  of  course,  trauma. 
The  most  frequent  subtotal  to  total  losses  of  the 
nose  follow  destruction  and  excision  of  tumors 
in  patients  of  middle  and  advanced  age.  Repair 
or  re-surfacing  of  the  nose  is  relatively  simple  if 
underlying  bone  and  cartilage,  periosteum  and 
perichondrium,  or  subcutaneous  tissues  persist. 
Cutaneous,  submucosal  or  mucosal  lining  may  be 
capable  of  nourishing  free  skin  grafts  of  inter- 


Fig.  1 . Biopsy  scar,  irradiation  reaction,  and  tumor 
are  visible  and  palpable.  It  bulges  into  the  airway 
and  extends  into  the  subcutaneous  tissues  over  the 
pyriform  opening. 


Douglas  W.  Macomber,  MD,  Denver 


Fig.  2.  A three-dimensional  defect  significant  func- 
tionally (inefficient  warming  and  moistening  of  in- 
spired air)  and,  of  course,  cosmetically.  Note  scars 
about  edges  of  large  sliding  cheek  flap.  Forehead 
shows  outline  of  flap  to  he  constructed  at  a later  date. 

mediate  or  full  thickness.  However,  when  three- 
dimensional  losses  with  open  airways  and  gross 
deficiency  exist,  reconstruction  is  complex  and 
multiple-staged.  Whether  the  defect  is  small  or 
large,  importance  to  the  patient  both  functionally 
and  cosmetically  is  great.  It  has  to  do  with  what 
psychiatrists  call  the  “body  image,”  and  the  intra- 
cranial component  of  conspicuous  deformity  is 
an  entity  with  which  to  reckon.  Reconstructive 
surgery  possesses  the  potential  of  maximum  sur- 
gical benefit,  which  implies  restoration  of  function 
and  acceptable  appearance. 

Trite,  but  factual,  is  admission  of  technical  im- 
perfection when  our  literature  contains  many 
methods  of  attaining  this  goal.  Adjacent  sliding 
and  rotation  flaps,  neck  and  chest  flaps,  remote 
flaps  conveyed  to  the  nose  on  the  wrist  as  a car- 
rier lend  themselves  to  interesting  and  idealized 
diagrams.  No  skin  for  nasal  restoration  equals 
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Fig.  4.  Flap  rotated  into  place  and  established 
upon  two  sides  of  the  defect,  its  distal  end  consti- 
tuting the  edge  of  the  new  ala.  Circulation  showed 
no  impairment  at  any  time. 

with  a tumor  which  was  first  noticed,  but  not  taken 
seriously,  about  two  years  previously.  It  became  both 
visible  and  palpable  externally  and  within  the  air- 
way. Biopsy  demonstrated  basal  cell  carcinoma  and 
the  patient  was  referred  for  irradiation  therapy.  There 
was  no  demonstrable  response,  the  tumor  continued 
to  grow,  and  surgical  consultation  was  requested 
(Fig.  1). 

In  August,  1963,  the  tumor  was  excised  within 
all  of  the  ala,  plus  adjacent  cheek  and  bony  rim  of 
the  underlying  pyriform  opening.  Skin  and  lining 
were  sutured  together  about  the  nasal  defect,  and 
the  cheek  was  repaired  with  a large  sliding  flap  of 
cheek  skin  and  subcutaneous  tissues  (Fig.  2). 

Microscopic  study  confirmed  the  diagnosis  of  basal 
cell  carcinoma  with  adequate  uninvolved  margins  in 
every  direction.  Healing  occurred  promptly  and  sec- 
ondary repair  delayed  for  six  months,  when  a mid- 
line  forehead  flap  was  planned.  It  was  raised  and  an 
intermediate  split  skin  graft  applied  to  its  deep  sur- 
face and  to  the  donor  area  (Fig.  3). 

Three  weeks  later  the  flap  was  rotated  through  180 
degrees,  its  distal  edges  and  those  of  the  recipient 
site  pared  and  sutured  as  shown  in  Fig.  4. 

The  pedicle  was  deliberately  planned  wider  than 
necessary  to  assure  adequate  circulation.  This  ac- 
counts for  the  mitten-shape.  Healing  occurred 
(Ccnu'niied  on  page  64) 


that  of  the  forehead  in  matching  color  and  quality. 
However,  countless  sizes,  shapes,  and  patterns 
have  titillated  the  imaginations  of  colleagues  aim- 
ing to  patch  a hole  or  create  all  or  part  of  a nose. 
The  forehead  is  a cosmetic  unit,  even  with  some 
emotional  expression,  not  usually  noticed  unless 
there  is  something  wrong  with  it — like  ears,  per- 
haps, not  noticed  unless  deformed  or  absent.  Curi- 
ous scars  and  odd  shaped  skin  grafts  are  disfig- 
uring, and  the  patient  tires  of  distracting  glances 
and  probing  the  story  of  his  life.  Thus  we  have 
a choice  to  make — the  forehead  as  the  best  donor 
area  if  a residual  defect  does  not  neutralize  a 
graft  of  superior  color  and  quality  upon  the  nose. 
A graft  on  half  or  all  of  the  forehead,  bounded  by 
eyebrows,  temporal  and  scalp  hair  isn’t  bad.  But 
minimum  linear  scars  are  better.  These  are 
thoughts  to  bear  in  mind  when  planning  repair 
of  a nasal  defect.  If  an  airway  is  open  a lining  is 
of  course  required.  The  following  case  history  il- 
lustrates a three-dimensional  defect,  too  large  for 
a free  composite  graft  from  an  ear  but  not  large 
enough  to  justify  a forehead  defect  requiring,  in 
turn,  a large  thick  split  skin  graft; 

Case  report 

A 42-year-old  housewife  reported  to  her  physician 


Fig.  3.  The  flap  raised,  delayed,  and.  lined  with  a 
thick  split  skin  graft. 
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Blood  volume  measurements  in  burn  therapv 


Precision  in  the  medical,  as  well 
as  surgicaL  management  of  the 
burned  patient  and  his  wounds  has 
residted  in  progressive  reduction 
of  morhiditi!  and  mortality. 

With  the  advent  of  safe,  rapid,  and  easy  meth- 
ods for  determining  blood  volumes,  the  medical 
profession  has  been  quick  to  adopt  them  to  clin- 
ical situations.  Volume  measurements  have  been 
used  extensively  in  determining  operative  blood 
loss,  estimating  acute  hemorrhage,  evaluating  pa- 
tients pre-  and  postoperatively,  and  in  acute 
trauma.  Very  little  use  has  been  made  of  this 
valuable  measurement  in  the  clinical  care  of  the 
burn  patient.  The  basic  reason  is  the  complex 
nature  of  the  burn  injury  which  makes  interpre- 
tation of  blood  volume  data  difficult  and  often 
misleading. 

The  patient  who  is  extensively  burned  experi- 
ences a tragedy  which  is  impossible  to  quantitate. 
The  traumatic  insult  is  of  such  magnitude  and 
diversity  that  it  can  be  compared  to  no  other 
acute  injury.  In  general,  the  metabolic  derange- 
ments of  the  burn  patient  are  directly  related  to 
the  surface  area  burned,  the  depth  of  the  thermal 
injury,  and  the  age  and  previous  condition  of  the 
patient.  The  early  shifts  in  fluids,  electrolytes,  and 
proteins  are  primarily  the  result  of  the  initial 
thermal  injury.  They  lead  to  edema,  decreased 
effective  blood  volume  and  eventually  to  circula- 
tory collapse.  The  increased  capillary  permea- 
bility, with  leakage  of  plasma  proteins  into  the 
interstitial  ffuid,  the  rapid  loss  of  salt  and  water 
into  the  extravascular  space,  the  decreased  effect 
of  capillary  osmotic  pressure,  all  lead  to  edema. ^ 

The  edema  removes  huge  amounts  of  fluid  from 
the  intravasular  compartment,  leaving  an  inade- 
quate volume  of  viscous  blood.  During  the  first 
24  to  48  hours,  the  edema  is  progressive,  and  is 
associated  with  other  hemodynamic  changes  which 
greatly  distort  the  basic  physiology.  The  extent  of 
the  burn,  and  thus  the  extent  of  the  edema,  is  the 
most  important  factor  causing  the  decrease  in 
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effective  circulating  blood  volume.  It  is  in  the 
acute  period  of  the  burn  injury  that  the  hemo- 
dynamic changes  are  the  most  rapid,  and  there 
develops  a rather  ill-defined  syndrome,  known  as 
“burn  shock.”  A greatly  depressed  cardiac  output, 
a marked  elevation  of  peripheral  resistance,  a 
depressed  central  blood  volume,  and  an  elevated 
hematocrit  all  characterize  “burn  shock. 

Many  factors  are  involved  in  the  pathogenesis 
of  burn  shock  and  all  of  them  tend  to  confuse  the 
picture  of  blood  volumes  measured  in  the  con- 
ventional way.  There  is  an  immediate  and  rapid 
loss  of  plasma  and  plasma  proteins  into  the  extra- 
vascular  space.  The  most  marked  loss  of  protein 
is  in  the  albumin  fraction,  and  in  severe  burns  60 
to  80  per  cent  of  the  circulating  protein  (primari- 
ly albumin)  can  be  lost.-  External  counting  shows 
a rapid  sequestration  of  RISA  into  a burned  ex- 
tremity. As  a result,  blood  volume  measurements 
utilizing  tagged  protein  usually  are  misleading  and 
difficult  to  interpret.  They  generally  give  a falsely 
high  measurement. 

In  the  acute  burn,  red  cell  aggregation,  red  cell 
destruction,  thrombosis,  and  extravascular  losses 
result  in  a decrease  in  red  cell  mass  and  a vari- 
ability in  red  cell  mixing.  These  factors  lead  to 
inaccuracies  in  volume  measurements  utilizing 
tagged  red  blood  cells,  but  the  tagged  cells  are 
more  reliable  than  tagged  protein  in  these  early 
stages.^  Tagged  red  blood  cells  tend  to  demon- 
strate a so-called  rapidly  circulating  fraction  and  a 
slowly  circulating  fraction.’^  It  is  felt  that  the  slow- 
ly circulating  fraction  consists  primarily  of  ag- 
gregated red  cells  still  in  the  circulation  which 
may  become  completely  aggregated.  External 
counting  in  our  laboratory  showed  the  difference 
between  burned  and  unburned  areas  to  be  small 
when  chromium  tagged  red  cells  were  used.^- 
This  was  interpreted  to  mean  that  the  majority  of 
sequestered  fluid  was  extravascular  plasma,  and 
that  blood  was  not  being  pooled  in  isolated  intra- 
vascular spaces. 

Arteriographic  studies  of  third  degree  burned 
areas  illustrate  early  and  extensive  small  arterial 
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thromboses. 3 This  may  account  for  some  of  the 
confusion,  and  concurs  with  other  studies  which 
have  demonstrated  a loss  of  one-fourth  of  the  cir- 
culating red  cell  mass  in  the  first  6 to  8 hours 
after  a severe  burn,  only  10  per  cent  of  which 
could  be  accounted  for  by  the  direct  effect  of 
thermal  injury  on  the  red  cells.  Red  cells  are 
also  lost  into  the  tissues  and  through  external 
hemorrhage.®’  The  changes  in  the  cardiac 
output  inhibit  mixing  of  the  labled  material  and 
this,  associated  with  marked  vasoconstriction  and 
hemoconcentration,  can  greatly  distort  any  blood 
volume  studies.  We  have  seen  decreasing  mea- 
sured blood  volumes  in  the  face  of  a 60  per  cent 
burn,  with  active  aggressive  fluid  replacement, 
where  we  anticipated  rapid  and  extensive  plasma 
leakage  with  a falsely  high  RISA  blood  volume. 

Our  experience  has  led  us  to  believe  that  the 
critical  features  of  burn  shock  are  decreased  ef- 
fective circulating  fluid  volume  and  an  increase  in 
peripheral  resistance. Both  increased  blood  vis- 
cosity and  peripheral  vasoconstriction  cause  the 
increase  in  peripheral  resistance.  Immediately  fol- 
lowing an  experimental  burn,  the  cardiac  output, 
measured  over  a 6-hour  period,  will  decrease  pro- 
gressively and  is  associated  with  a decreased  cen- 
tral blood  volume,  an  increased  mean  circulatory 
time,  and  an  increasing  hematocrit.  If  the  circulat- 
ing fluid  volume  is  replaced  with  a plasma  expand- 
er, such  as  Dextran,  the  cardiac  output  will  increase 
somewhat,  but  still  remain  below  the  control 
levels.  If  the  burned  animal  is  treated  with  a vaso- 
dilator, the  cardiac  output  will  also  be  somewhat, 
but  not  significantly,  improved.  However,  if  a 
combination  of  Dextran  and  a vasodilator  is  used, 
the  cardiac  output  will  return  to  normal.  This  is 
an  intriguing  experimental  observation  which 
opens  new  avenues  of  therapy. These  are  just 
now  being  evaluated  clinically. 

The  fate  of  the  extracellular  fluid  is  also  of 
considerable  controversy.  Fogelman  and  Wilson® 
showed  a decrease  of  the  extracellular  radiosulfate 
space  during  the  acute  burn  phase,  but  measure- 
ments of  the  thiosulfate  space  in  clinical  patients 
varied  all  the  way  from  65  to  171  per  cent  of 
control  values,  and  total  body  water  measure- 
ments using  antipyrene,  varied  from  87  to  171 
per  cent.®  These  changes  could  not  be  correlated 
with  the  type  of  burn,  its  extent,  nor  the  age  of  the 
patient.  The  variables  in  total  body  water  and 
extracellular  fluid  indicate  not  only  that  body 
fluids  vary  functionally,  but  that  the  amount  of 
functional  change  varies  in  magnitude  and  direc- 
tion. The  usual  indices  of  burn  severity  were  of  no 
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help  in  predicting  what  type,  degree,  or  direction 
functional  extracellular  fluid  or  total  body  water 
would  change. 

During  the  initial  phase  of  burn  resuscitation, 
we  tend  to  depend  more  on  the  clinical  signs  of: 
urinary  output,  blood  pressure,  pulse,  central 
venous  pressure,  and  capillary  circulation,  rather 
than  on  blood  volumes,  to  determine  our  fluid 
therapy.  After  the  edema  is  stabilized,  and  the 
patient’s  acute  burn  shock  is  terminated,  the  use- 
fulness of  the  RISA  blood  volume  determinations 
become  more  apparent.  Due  to  the  very  nature  of 
the  burn  injury,  these  patients  are  prone  to  a 
multitude  of  complications  which  tax  the  diag- 
nostic acumen  of  the  most  experienced  clinician. 
The  later  complications  account  for  the  present 
high  burn  mortality. 

A common  complication  in  the  burn  patient 
who  has  survived  the  early  phase  of  burn  shock, 
is  septicemia.  One  of  the  most  difficult  problems 
facing  the  physician  caring  for  an  extensively 
burned  patient  is  the  onset  of  shock,  associated 
with  local  burn  wound  sepsis  and  bacterial  in- 
vasion. In  these  desperately  ill  people,  a low  nor- 
mal or  slightly  enlarged  blood  volume  is  quite 
helpful  in  determining  the  management  of  hypo- 
tension. This  measurement  will  become  even  more 
valuable  with  the  anticipated  use  of  Dibenzyline 
or  other  vasodilator  drugs  in  the  therapy  of  shock 
occurring  later  in  the  burn  course. 

In  addition  to  sepsis,  the  burned  patient  is 
subject  to  sudden  hypotension  from  massive  gas- 
trointestinal hemorrhage.  Curling’s  ulcer  can  be 
found  in  almost  25  per  cent  of  postmortem  ex- 
aminations on  burned  patients.^®  Sudden  hypo- 
volemia, occurring  in  a critically  burned  patient, 
is  an  ernergency  of  great  consequence.  Blood 
volume  measurements  utilizing  RISA  have  de- 
termined the  degree  of  volume  loss  and  the  ade- 
quacy of  replacement.  This  can  be  quite  critical 
because  surgical  intervention  frequently  becomes 
mandatory.  Subtotal  gastrectomy  is  the  most  satis- 
factory procedure  and  these  patients  tolerate  the 
operative  procedure  poorly  under  the  best  of 
conditions. 

With  aggressive  fluid  therapy,  acute  renal  fail- 
ure is  being  seen  less  frequently  in  severely  burned 
patients,  but  it  still  constitutes  a major  compli- 
cation. The  use  of  prophylactic  hemodialysis  has 
greatly  improved  the  outlook  for  this  condition. 
The  artificial  kidney  is  utilized  frequently  to  keep 
the  patient’s  NPN  below  150.  Some  patients  re- 
quire dialysis  every  other  day.  In  many  of  these 
cases  we  have  utilized  the  Volemetron  to  assure 
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US  that  there  has  been  neither  an  overload  nor  an 
excess  volume  loss. 

At  present  there  is  a critical  re-evaluation  of 
the  insensible  water  loss  through  burned  tissue. 
Studies  of  the  vapor  pressure  over  burned  skin, 
healing  skin,  split  thickness  grafts,  and  granulat- 
ing tissue  are  very  intriguing.  Both  second  and 
third  degree  burns  and  granulating  tissue  showed 
a complete  loss  of  the  vapor  pressure  barrier. 
Healed  second  degree  burns,  grafted  areas,  and 
donor  sites  had  vapor  pressures  greatly  exceeding 
that  of  normal  skin.^'  Studies  to  simultaneously 
measure  the  insensible  water  loss  and  the  meta- 
bolic rate  of  the  patient  show  huge  water  losses 
and  energy  requirements  which  may  reach  300 
per  cent  above  basal.  These  are  linearly  related, 
and  indicate  that  much  of  the  energy  utilized  by 
the  burned  patient  is  for  maintenance  of  a stable 
core  temperature  in  the  face  of  massive  evapora- 
tive loss.®  The  value  of  volume  measurements 
in  these  studies  is  just  now  being  appraised. 

The  routine  use  of  blood  volume  measurements 
has  been  of  most  value  to  us  in  those  patients 
undergoing  extensive  excision  of  third  degree 
burns.  Sepsis  is  commonly  the  cause  of  death  in 
the  severely  burned  patient,  and  bacteriologic 
studies  indicate  that  bacteria  colonize  on  the  burn 
wound  in  three  days  and  invade  in  five  days. 

We  are  presently  evaluating  a program  of  early 
full-thickness  burn  wound  excision.  By  removing 
the  burned  tissue  down  to  the  deep  fascia,  the 
contaminated,  ischemic,  nonviable  tissue  is  elimi- 
nated, and  closure  with  autograft  and  homograft 
can  be  accomplished.  This  not  only  eliminates  a 
good  deal  of  the  septic  process,  but  also  shortens 
the  catabolic  phase.  It  is  important  that  the  ex- 
cision be  complete,  that  it  is  accomplished  within 
five  days  after  the  burn,  and  that  ample  autogenous 
skin  be  available  for  immediate  coverage. 

Serial  blood  volume  studies,  utilizing  the  vole- 
metron  have  been  invaluable.  The  blood  loss 
from  this  procedure  is  extensive,  frequently  IV2 
to  2 times  the  total  blood  volume.  We  feel  that 
the  measurements  have  often  prevented  hypovole- 
mic complications,  particularly  in  the  burned 
child.® 


Summary 

The  acute  burn  period  is  characterized  by  rapid 
and  extensive  changes  in  the  distribution  of  fluid 
within  the  various  body  compartments.  There  is 
massive  loss  of  circulating  protein,  a destruction 
of  red  cells,  an  aggregation  of  red  cells,  an  in- 
crease in  peripheral  resistance,  a decrease  in  car- 
diac output,  and  shifts  in  extracellular  fluid  and 
total  body  water.  These  changes  are  all  unpre- 
dictable in  magnitude  and  make  conventional 
blood  volume  studies  difficult  to  interpret  during 
the  immediate  postburn  period.  The  most  depend- 
able measurements  are  with  tagged  red  blood 
cells,  and  even  these  show  wide  variations. 

From  a more  practical  point  of  view,  the  mea- 
surement of  blood  volume  is  most  useful  in  eval- 
uation and  treating  the  later  complications  of 
severe  burn  injury.  Cases  with  septicemia.  Cur- 
ling’s ulcer,  extensive  insensible  water  loss,  and 
patients  undergoing  burn  wound  excision,  all  lend 
themselves  to  blood  volume  evaluation.  • 
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Oropharyngeal  tularemia* 


With  a note  on  the  differential  diagnosis 
of  non-streptococcal  pharyngitis 

Vincent  A.  Fulginiti,  MD,  and  Clifford  Hoyle,  MD,  Denver 


This  is  a reminder  to  physicians  in  the 
Rocky  Mountain  area  of  an  unusual 
cause  of  penicillin  resistant 
tonsillopharyngitis. 

Infection  of  the  human  with  Pasteurella  tula- 
rensis  has  been  reported  to  result  in  clinical  man- 
ifestations of  six  distinct  types:  1)  ulceroglandu- 
lar,  2)  oculoglandular,  3)  glandular,  4)  pulmo- 
nary, 5)  typhoidal  and  gastrointestinal,  and  6) 
oropharyngeal.  Hughes  and  Etteldorf^  cite  1,563 
cases  of  tularemia  which  were  reported  since  the 
original  description  of  oropharyngeal  tularemia  by 
McGovern  in  1963.-  Of  these,  68  cases  (4.3%) 
were  of  the  oropharyngeal  type.  These  authors 
added  55  proved  cases  of  tularemia  seen  in 
Memphis,  Tenn.,  from  1940-1956.  Of  these,  13 
patients  were  in  the  pediatric  age  range,  with  5 
(38.5%)  of  the  oropharyngeal  type.  This  report 
details  an  instance  of  this  unusual  infection  with 
exudative  tonsillopharyngitis  which  presented  a 
difficult  differential  diagnostic  problem. 

Case  report 

J.H.,  a 5 Vi -year-old  white  female  from  Laramie, 
Wyoming,  was  admitted  to  the  University  of  Colorado 
Medical  Center  with  a nine-day  history  of  high  fever 
and  sore  throat.  At  the  onset  of  her  illness,  her 
family  physician  observed  a markedly  reddened 
pharynx,  cervical  lymphadenopathy,  and  temperature 
104.5°F.  Procaine  penicillin  was  administered,  and 
oral  penicillin-G  and  a triple-sulfa  preparation  pre- 
scribed. After  48  hours  of  therapy,  her  symptoms 
persisted,  and  she  was  admitted  to  the  hospital  be- 
cause of  vomiting,  respiratory  distress,  and  delirium. 
These  symptoms  persisted  throughout  her  hospitaliza- 
tion in  Laramie  of  six  days.  All  therapy  was  dis- 
continued on  the  fifth  day.  Pertinent  laboratory  find- 
ings during  this  period  included  white  blood  cell 
count  of  10,200  with  50%  polymorphonuclear 
leucocytes  and  50%  lymphocytes  (none  of  which 

* From  the  Department  of  Pediatrics,  University  of  Colorado 
Medical  Center,  Denver.  Dr.  Hoyle  was  a member  of  the 
Class  of  1965  during  the  preparation  of  this  report. 


were  atypical  ceils),  throat  swab  which  yielded  a 
pure  culture  of  Candida  albicans,  2 negative  blood 
cultures,  and  heterophile  antibody  titer  of  1:56. 

On  admission  the  following  positive  physical  find- 
ings were  noted:  1)  temperature  40.2°C,  2)  marked 
apprehension  and  anxiety,  3)  vesiculopustular  lesions 
of  the  lip  and  mucocutaneous  junction,  4)  shallow 
ulceration  of  the  oral  mucosa  and  palate,  5)  necrotic 
yellow-gray  membraneous  tonsillopharyngitis  and, 
6)  large,  tender  anterior  and  posterior  cervical  lymph- 
adenopathy. There  was  no  skin  rash,  abnormal 
pulmonary  findings,  hepatomegaly,  splenomegaly,  or 
generalized  lymphadenopathy.  Provisional  diagnosis 
was  infectious  mononucleosis.  Therapy  consisted  of 
intravenous  fluids  and  aspirin.  The  fever  persisted 
with  unchanging  physical  findings.  On  the  sixth  day, 
a tentative  diagnosis  of  tularemia  was  made  on  the 
basis  of  an  agglutinin  titer  of  1:80.  Streptomycin 
therapy  was  instituted  at  this  time,  with  rapid  defer- 
vescence and  resolution  of  the  oropharyngeal  signs. 
She  was  discharged  on  the  12th  day  following  ad- 
mission with  no  abnormal  physical  findings. 

Pertinent  laboratory  findings  on  admission  in- 
cluded 1)  hemoglobin,  8.9  grams  per  100  ml.,  2) 
white  blood  cell  count,  9,300  with  53%  polymor- 
phonuclear leucocytes  and  47%  normal  lymphocytes, 
3)  sheep  cell  heterophile  agglutinin  antibody  titer  of 
1:14,  4)  negative  blood  cultures,  and  5)  cultures  of 
the  nose,  throat,  and  stool  repeatedly  positive  for 
Candida  albicans.  The  diagnosis  of  tularemia  was 
established  by  a rising  titer  of  serum  agglutinins  as 
detailed  in  Table  1.  No  agglutination  of  brucella  or- 
ganisms was  detected. 

The  following  pertinent  epidemiologic  facts  were 
elicited  in  part  at  the  time  of  admission  and  in  part 
following  establishment  of  the  diagnosis  of  tularemia. 
The  family  lived  in  a large,  well-kept  house  trailer 

TABLE  1 

TULAREMIA  AGGLUTININ  TITERS 

RECIPROCAL 

DAY  OF  ILLNESS  SERUM  DILUTION 

9 20 

14  80 

20  320 
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near  Cheyenne,  Wyoming.  A large  pasture  adjoined 
the  trailer  and  was  grazed  by  horses  and  cattle.  The 
family  kept  a short-haired  dog  and  a duckling,  both 
of  which  were  in  good  health.  No  evidence  of  rabbit 
or  other  animal  habitat  was  observed,  although  the 
family  dog  was  reported  to  have  had  contact  with  a 
wild  rabbit  which  had  been  frequently  observed  near 
a neighbor's  trailer.  The  rabbit  disappeared  three 
weeks  prior  to  the  onset  of  this  child’s  illness.  During 
a visit  to  a rural  area  in  Oklahoma,  five  days  prior 
to  the  onset  of  her  illness,  J.H.  was  found  to  have  a 
tick  on  her  scalp.  Two  engorged  ticks  were  removed 
from  the  family  dog  at  the  same  time.  During  this 
excursion,  the  child  drank  raw  milk.  No  ingestion  of 
potentially  contaminated  water  was  reported,  al- 
though the  girl  played  in  a stream  believed  to  be 
polluted. 

Discussion 

Oropharyngeal  tularemia  is  not  a common  ill- 
ness. This  form  of  the  disease  is  acquired  by  in- 
gestion of  food  or  water  contaminated  with  Pas- 
teurella  tularensis.  The  principal  manifestations  are 
fever,  ulcerative  and  membraneous  stomatitis, 
tonsillopharyngitis,  and  marked  cervical  lymph- 
adenitis. The  diagnosis  may  be  suspected  from  a 
history  of  contact  with  rabbits  and  confirmed  by 
means  of  a positive  skin  test  (within  the  first  week 
of  illness)  and  a rising  titer  of  serum  agglutinins 
(after  the  first  week  of  illness).^’  ^ It  is  unneces- 
sary and  dangerous  to  attempt  isolation  of  the 
infectious  agent.  Early  therapy  with  streptomycin 
provides  prompt,  dramatic  relief  of  symptoms  and 
usually  results  in  a permanent  cure.  Broad  spec- 
trum antimicrobial  agents  are  also  effective  but  are 
believed  to  be  inferior  to  streptomycin.  Delayed 
therapy  can  result  in  prolonged  convalescence  or 
even  failure. 

The  exact  mode  of  transmission  in  the  present 
case  is  unknown.  Several  opportunities  for  infec- 
tion exist:  1 ) possible  contact  with  a wild  rabbit, 
2)  ingestion  of  raw  milk,  and  3)  the  bite  of  a 
tick.  Any  one  of  these  sources  could  have  given 
rise  to  this  child’s  illness.  It  is  not  known  whether 
the  tick  bite  resulted  in  transmission  of  the  infec- 
tious agent,  but  it  is  more  likely  that  an  infected 
tick  or  rabbit  contaminated  food  or  water  which 
was  later  ingested.  Ticks  are  known  vectors  and 
the  proximity  to  wild  rabbits  suggests  a possible 
source  for  Pasteurella  tularensis.^ 

It  may  be  useful  to  review  the  differential  diag- 
nosis entertained  in  this  girl’s  illness.  Among  the 
bacterial  causes  of  purulent  tonsillitis,  one  must 
consider  diphtheria  and  tuberculosis.  Diphtheria 
usually  begins  insidiously  and  fever  may  not  be 
prominent.®  Although  toxemia  may  be  severe  and 


out  of  proportion  to  the  observed  local  manifesta- 
tions, systemic  symptoms  are  frequently  mild. 
Diagnosis  can  be  established  by  isolation  of  cor- 
ynebacterium  diphtheriae.  Although  penicillin  is 
of  some  value  in  therapy,  it  must  be  supplemented 
with  the  administration  of  antitoxin.  Tuberculous 
infection  of  the  tonsils  is  not  always  clinically 
apparent.'^  Diagnosis  can  be  established  by  isola- 
tion of  the  organism  but  should  be  suspected  when 
there  is  cervical  lymphadenopathy  and  a positive 
tuberculin  skin  test. 

Virus  infections  are  frequent  causes  of  anti- 
biotic resistant  pharyngitis.  Herpetic  gingivosto- 
matitis presents  with  fever  and  ulcerative  lesions 
of  the  gums,  buccal  mucosa,  and  pharynx.'^ 
Characteristic  herpetic  lesions  of  the  muco- 
cutaneous junction  aid  in  establishing  the  diag- 
nosis and  only  rarely  is  virus  isolation  neces- 
sary. Herpangina  is  another  characteristic  oro- 
pharyngitis  caused  by  certain  Group  A Coxsackie 
viruses.®  Rapidly  ulcerating  vesicles  linearly  placed 
on  the  anterior  fauces  are  regularly  observed.  A 
newly  described  entity,  lymphonodular  pharyngitis 
is  also  due  to  Group  A Coxsackie  viruses  and  is 
manifest  by  elevated  nodular  lesions  in  the 
pharynx  which  heal  with  ulceration.^®  So-called 
non-specific  tonsillopharyngitis  may  be  observed 
in  infections  with  adenoviruses,  respiratory  syn- 
cytial virus,  parainfluenza  virus,  reoviruses,  etc.®‘^^ 
Of  these,  adenovirus  infection  is  most  likely  to  be 
confused  with  the  bacterial  pharyngitis,  as  exudate 
and  membrane  formation  are  common  to  both. 
With  most  cases  of  viral  pharyngitis,  there  is 
erythema,  increased  vascularity,  and  lymphoid 
enlargement,  but  purulent  exudate  is  usually  ab- 
sent. In  the  prodromal  stages,  measles  may  be 
confused  with  streptococcal  tonsillopharyngitis. 

Infectious  mononucleosis  in  children  may  be 
manifest  by  a marked  exudative  pharyngitis  with 
a tonsillar  membrane;  but  the  presence  of  general- 
ized adenopathy,  splenomegaly,  jaundice  and/or 
skin  rashes  usually  permits  differentiation  from 
the  usual  bacterial  pharyngitis.^®  The  observation 
of  lymphocytosis,  a significant  increase  of  atypical 
lymphocytes  in  the  peripheral  blood,  and  a rising 
titer  of  serum  heterophile  antibody  (sheep  cell 
agglutinins)  to  a high  level  permits  ready  differ- 
entiation. 

Rarely,  oral  infection  with  Candida  albicans 
with  diffuse  white  patches  on  the  mucous  mem- 
branes may  simulate  bacterial  pharyngitis.  The 
absence  of  systemic  symptoms,  the  presence  of 
(Continued  on  page  67) 
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The  psychological  impact  of  cancer  on 
the  cancer  patient  and  his  family 

Laurence  M.  Currier,  MD,  Denver 


This  paper  is  most  interesting.  It  gives  the 
practicing  physician  a real  insight  into 
the  psychological  impact  faced  by 
his  cancer  patients. 

The  psychological  impact  of  cancer  upon  the 
patient  and  his  family  is  basically  a piece  of  a 
much  broader  problem,  that  of  the  anxiety  and 
fear  of  all  individuals  about  any  illness  that  is 
fraught  with  dread  of  deep  unknowns:  How  seri- 
ous is  my  disease?  How  disabling?  How  disfig- 
uring? How  economically  disastrous?  What  effect 
on  my  family  (including  my  ability  to  provide 
for  my  family)?  What  caused  it?  Why  did  I get 
it?  How  will  it  change  me  as  a person?  Ultimately 
its  impact  is  that  of  the  reaction  of  the  individual 
facing  the  reality  of  death,  because  cancer  is  a 
disease  which  in  the  popular  mind  still  tends 
to  be,  erroneously,  practically  synonymous  with 
death.  Your  Society,  along  with  the  whole  med- 
ical profession,  is  trying  to  educate  people  to  the 
real  fact  that  cancer  is  not  just  cancer,  but  many 
different  pathological  states,  with  different  prog- 
noses dependent  upon  its  type,  its  location,  its 
degree  of  advancement,  the  nature  of  its  response 
to  treatment  and  the  age  of  the  patient,  and  by  no 
means  necessarily  a lethal  condition. 

Yet  there  are  few  diseases  as  menacing  to  the 
average  person.  Marmor^  has  suggested  that  an 
important  reason  for  this  rests  in  the  fact  that 
most  people  regard  cancer  as  an  “alien  thing 
within  the  body”  which  eventually  “eats  us  up.” 
He  points  out  that  there  is  something  in  the  un- 
conscious psychological  perception  of  cancer 
which  sees  it  as  a sinister  devouring  process  and 
thus  relates  it  to  one  of  the  most  primitive  fears 
of  childhood,  that  of  being  eaten  up.  Several  vari- 
ations on  this  theme  in  mythology  which  reflect 
this  infantile  unconscious  fear  are  the  big  bad 
wolf  of  the  “Three  Little  Pigs”  and  “Little  Red 
Riding  Hood,”  not  to  mention  the  whale  that 
swallowed  Jonah. 

The  diagnosis  “cancer”  is  one  of  the  shockers 
among  life  stresses  to  any  person.  The  threat  of 

* Presented  at  the  annual  meeting  of  the  Wyoming  Division 
of  the  American  Cancer  Society  at  Sheridan,  Sept.  18,  1965. 


cancer  is  seen  in  all  people  not  merely  as  current 
physical  injury  or  threat  of  physical  death,  but 
equally  strongly  as  emotional  catastrophe,  as  dis- 
ruptive of  one’s  functioning  as  a personality,  of 
one’s  ability  to  continue  to  contribute  to  and  get 
from  life  what  one  did  before  he  became  ill.  It  is 
also  seen  (here  often  unconsciously  more  than 
consciously)  as  an  insult  to  one’s  bodily  image 
and  to  one’s  self-image  as  a whole  personality, 
and  thus  as  a threat  to  one’s  meaning  and  value 
as  a total  person.  Paradoxical  as  it  appears,  fear 
of  social  unacceptability  and  emotional  isolation 
consequent  to  disfigurement  can  cause  much 
greater  anxiety  than  the  fear  of  death  itself,  or 
recurrence  of  cancer.  In  spite  of  fears  of  death, 
there  are  some  patients  who  would  choose  to  die 
rather  than  live  severely  mutilated. 

In  his  normal  personality  functioning  every  in- 
dividual employs  patterns  of  adaptation  or  defens- 
es against  the  stresses  of  life,  which  we  see  in  the 
person  as  characteristic  and  habitual  patterns  of 
behavior,  or,  in  other  terms,  emotional  adjust- 
ment. These  defenses  are  invaluable  to  him  to 
help  maintain  feelings  of  security,  to  satisfy  inner 
emotional  needs  and  to  harmonize  these  needs 
with  the  external  demands  of  the  environment 
and  the  internal  expectations  of  his  own  con- 
science. As  already  indicated,  such  patterns  of 
adjustment  are  always  bound  up  with  self-per- 
ceptions of  the  bodily  system,  and  the  bodily 
organs  play  significant  roles  in  basic  function  as 
a person.  For  example,  conflicts  with  parents 
always  arise  in  regard  to  bowel  and  rectal  func- 
tion between  the  ages  of  2 and  4,  leaving  these 
organs  with  powerful  lifelong  emotional  signifi- 
cance. The  sexual  organs  have  a focal  and  epi- 
centric  value  to  all  human  beings,  but  unfortu- 
nately this  part  of  the  anatomy  often  becomes 
charged  with  dirty  or  guilty  feelings.  The  female 
breast  has  been  so  idealized  in  contemporary 
America  that  it  has  become  a primary  source  of 
a woman’s  female  identification.  Culturally  a 
woman’s  sexual  desirability  these  days  is  fre- 
quently based  upon  the  size  and  shape  of  her 
breasts. 

Thus  we  can  easily  understand  how  organs 
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and  bodily  parts  acquire  symbolic  and  deep  mean- 
ings in  the  emotional  life  of  each  individual.  We 
should  be  able  equally  well  to  understand  that 
when  an  organ  which  plays  a basic  role  or  pattern 
in  adaptation  is  threatened  or  removed  by  cancer 
and  its  surgery,  that  person’s  fundamental  emo- 
tional adjustment  is  easily  blasted  and  he  is  left 
with  a basic  emotional  problem  reactivated  and 
once  again  unsolved.  This  brings  to  mind  two 
clinical  case  examples,  where  the  severe  stress 
of  surgery  on  bodily  organs  that  were  heavily 
charged  with  emotional  symbolism  broke  down 
psychological  defenses  and  reactivated  irrational 
fears  originally  associated  with  early  experiences 
and  conditionings: 

Case  I.  M.C.,  a married  male,  aged  32  and  a 
latent  homosexual  with  severe  unconscious  feelings 
of  genital  inferiority  and  guilt  about  compulsive 
masturbation.  Shortly  after  a sporadic  and  disap- 
pointing sexual  affair,  motivated  by  the  unconscious 
hope  of  proving  that  he  really  was  a virile  male,  he 
developed  cancer  of  the  scrotum,  with  surgery  and 
physical  recovery,  but  it  was  followed  by  a severe 
depression  and  a paranoid  reaction  resulting  in  in- 
ability to  work  for  the  past  three  years. 

Case  2.  R.S.,  a married  woman,  aged  45,  who  be- 
came despondent,  agitated,  filled  with  shame  and 
phobic  following  mastectomy.  Having  grossly  over- 
evaluated  breast  dimensions  as  part  of  her  self- 
image  of  femininity,  she  had  since  high  school  days 
worn  “falsies”  to  increase  adequate,  but  to  her  obvi- 
ously not  reassuring,  breast  development.  Postoper- 
atively  she  confided  to  a psychiatrist  that  she  felt 
most  of  her  body  was  gone  and  that  people  were 
gossiping  about  her.  She  became  phobic  about  ap- 
pearing outside  her  house  and  remained  for  several 
months  an  emotionally  crippled  recluse  at  home. 

It  is  helpful  to  understand  the  individual  pa- 
tient’s reaction  to  cancer  and  its  treatment  if  we 
see  his  plight  as  it  grows,  beginning  with  his  dis- 
covery that  he  has  this  disease,  progression  through 
the  pre-operative  period  to  the  stress  of  surgery, 
or  other  therapy  (i.e.,  radiation  by  x-ray  or  radio- 
active isotopes),  and  emerging  into  the  postoper- 
ative period  of  convalescence  and  readjustment. 

Let  us  look  in  more  detail  at  some  of  the  spe- 
cific emotional  reactions  and  ego  defenses  we 
see  in  cancer  patients.  (An  ego  defense  is  a 
mechanism  of  mind  through  which  all  people 
unconsciously  try  to  find  more  peace  of  mind  and 
settle  their  fears  and  anxieties.) 

First  let  us  look  at  pre-operative  emotional 
reactions.  A most  crucial  factor  is  the  pre-illness 
personality,  because  the  strength  and  quality  of 
this  has  a lot  to  do  with  the  type  of  reaction  that 
occurs.  We  all  know  with  what  differences  indi- 


viduals react  to  stress,  danger,  adversity  and  even 
death.  The  more  mature  and  better  integrated 
patient  is  most  likely  realistically  to  seek  help  as 
soon  as  possible.  By  contrast,  the  less  mature  or 
more  anxious  type  of  individual  may  move  close 
to  personality  disorganization  through  fear  and 
fly  for  help  in  panic,  or  even  fly  the  opposite  di- 
rection, using  the  ego  defense  called  denial  to  kid 
himself  that  he  is  not  sick.  Denial  is  a defense 
through  which  a person  hopes  that  the  threat 
will  go  away  if  he  just  looks  the  other  way — a 
child-like,  magical  formula  which  might  be  ex- 
pressed with  the  idea,  “If  I do  not  acknowledge 
it,  it  will  not  be.”  Other  patients  use  delay  in  the 
hope  of  avoiding  injury,  and  refuse  to  go  for 
treatment  or  to  accept  it  after  it  is  advised.  Many 
studies  point  out  how  often  patients  have  the 
notion  that  they  contracted  cancer  as  a punishment 
for  some  wrong-doing  or  sin,  and  that  mutilation 
is  a form  of  punishment.  When  a patient  has  spe- 
cific pre-operative  information  about  the  opera- 
tion and  its  after-effects,  acute  depression,  even 
with  suicidal  trends,  may  occur  in  anticipation 
of  the  surgery.”  If  the  patient  is  unable  to  relate 
to  and  trust  his  doctor,  he  loses  one  of  his  basic 
emotional  supports,  namely  faith,  and  his  anxiety 
may  become  panic.  Great  anxiety  too  easily  in 
itself  interferes  with  communication  between  the 
patient  and  the  physician,  resulting  in  distortion 
of  the  physician’s  statements  and  thus  heightened 
anxiety  on  the  part  of  the  patient. 

Macabre  pre-operative  dreams  may  signal  the 
terror  felt  by  a patient.^  Patients  have  dreamed  of 
seeing  their  own  graves,  one  with  his  name  on  the 
tombstone.  Another  patient  saw  her  child’s  head 
eaten  off  by  a cow.  One  patient,  prior  to  mastec- 
tomy, saw  female  breasts  hung  from  meat  hooks 
in  a butcher  shop. 

Following  surgery  the  patient  faces  the  phase 
of  postoperative  emotional  reactions,  a period 
of  fending  off  tremendous  feelings  of  loss 
and  fear,  as  well  as  a time  of  repair  and  recon- 
struction, emotional  as  well  as  physical.  The  pa- 
tient must  assess  his  damage,  both  to  his  body 
and  to  his  basic  ways  of  life  or  patterns  of  adap- 
tation. A variety  of  emotional  reactions  are  char- 
acteristically seen.  These  are  considered  by  psy- 
chiatrists as  unconsciously  developed  to  prevent, 
minimize  or  repair  injury  and  to  help  restore 
function  with  the  resumption  of  self-expressive 
life  activities. 

Eight  chief  clinical  types  of  reactions,  or  reac- 
tion patterns,  are  commonly  seen  following  sur- 
gery, or  other  types  of  cancer  therapy  where  the 
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patient  feels  great  stress  from  his  disease.  They 
are  not  usually  seen  in  pure  culture,  but  rather 
several  occur  together.  All  of  them  are  not  seen 
in  the  same  patient,  but  some  of  them  will  appear 
to  varying  degree  in  most  patients.  However,  they 
are  in  many  patients  not  sufficiently  serious  to 
cause  significant  distortion  of  emotionality  or  be- 
havior or  may  even  not  be  noticed  by  the  un- 
trained person.  Psychiatry  has  pointed  out  that 
many  of  these  are  a picture  quite  similar  to  that 
of  the  psychoneuroses  and  psychoses.  The  reac- 
tions are:  (1)  Dependency  response.  (2)  Anxi- 
ety. (3)  Depression.  (4)  Anger  and  hostility.  (5) 
Guilt.  (6)  Hypochondriacal  reaction.  (7)  Obses- 
sive-compulsive reaction.  (8)  Paranoid  reaction. 

Dependency  response 

This  is  a common  reaction  in  sick  people  and 
serves  the  useful  purpose  of  letting  down  under 
painful  stress,  or  of  gaining  maximum  help  from 
doctors  and  nurses  or  family  and  friends  who 
seem  so  strong  when  the  patient  feels  so  weak. 
In  the  devastating  illness  of  cancer,  dependency 
feelings  are  understandably  intense.  The  more 
fearful  and  leaning-on-others  the  individual  nor- 
mally is,  the  more  likely  are  such  dependency 
feelings  and  childish  patterns  of  behavior  to  be 
reactivated.  The  patient  may  act  childish,  scared, 
helpless,  indecisive,  demanding  and  complaining. 
These  feelings  should  be  accepted  to  the  extent 
of  showing  sympathy  and  concern,  especially  in 
the  early  postoperative  phase,  but  should  soon 
be  resisted  in  favor  of  affirmative  and  positive 
ego-building  attitudes  of  encouragement  and  hope- 
fulness, and  even  insistence  that  life  can  still  be 
lived,  that  you  feel  he,  the  patient,  is  capable  of 
better  than  such  immaturities  and  friendly  but 
firm  pressure  toward  thinking  of  things  besides 
himself.  Fortunately,  in  a large  majority  of  pa- 
tients dependency  does  not  long  remain  as  a seri- 
ous symptom.  In  the  more  difficult  cases  its  per- 
sistence tends  to  be  directly  related  to  the  degree 
to  which  the  patient  is  induced  to  resume  self- 
expressive,  meaningful  and  valued  life  activities. 

Anxiety 

As  you  know,  anxiety  is  a deep  sense  of  inner 
fear  and  dread,  which  seems  nameless  and  object- 
less because  one  cannot  tell  exactly  where  it 
comes  from,  and  thus  it  is  all  the  more  painful. 
It  is  manifest  through  such  symptoms  as  tachy- 
cardia, sweating,  insomnia,  anorexia  or  polypha- 
gia, difficulties  with  concentration,  restlessness, 
uneasiness  and  general  tenseness.  It  frequently 
focuses  on  doubt  about  ultimate  outcome — will 


I really  get  well? — and  on  recurrence  of  cancer. 
Other  fears  are  dread  of  unacceptability  to  people 
who  are  meaningful  in  one’s  life,  inability  to  per- 
form well  at  work  or  to  engage  in  the  usual  activ- 
ities through  which  one  has  gained  self-esteem. 
For  example,  an  individual  who  has  expressed 
himself  or  discharged  his  tension  through  sports 
and  physical  activity  becomes  anxious  at  those 
times  when  we  would  normally  have  been  active 
in  that  sport,  and  he  frets  about  “what  a goner 
he  really  is.” 

Depression 

Depression  is  a feeling  of  hopelessness,  bitter- 
ness and  pessimism  that  results  from  a sense  of 
loss  or  helplessness,  in  turn  creating  anger  which 
is  turned  on  the  self.  This  includes  a feeling  of 
loss  of  self-esteem  or  loss  of  life  activities  through 
which  the  person  formerly  expressed  himself,  as 
well  as  a feeling  of  bodily  loss.  In  many  patients 
there  is  a mourning  or  grief  reaction  for  the  lost 
organ,  much  the  same  as  if  one  had  lost  a close 
friend.  Anger  resulting  from  unacceptable  de- 
pendency often  creates  shame  and  causes  or  adds 
to  depression.  The  symptoms  are  essentially  the 
same  as  in  any  depression.  It  is  most  likely  to  be 
severe  in  those  individuals  with  a weak  capacity 
to  deal  with  rejection  or  whose  sense  of  worth 
has  depended  heavily  on  physical  wholeness  or 
on  being  able  to  serve  others  or  who  hate  to  be 
dependent.  It  may  be  expected  to  reach  peak  pro- 
portions where  there  is  real  rejection  from  sig- 
nificant people  in  the  patient’s  life,  such  as  a hus- 
band who  cannot  respond  sexually  to  a wife  fol- 
lowing a mastectomy  or  a facial  disfigurement 
from  surgery. 

Anger  and  hostility 

Because  he  is  seen,  consciously  or  uncon- 
sciously, as  the  injuring  person,  the  surgeon  may 
irrationally  become  the  object  of  hostility  from 
the  patient.  Astonishing  resentments  may  emerge 
from  feelings  of  helplessness  or  being  too  depen- 
dent directed  toward  staff  and  family.  Brooding 
over  his  surgical  loss  in  a considerable  state  of 
anxiety  a patient  not  infrequently  develops  suspi- 
cions that  the  treatment  was  more  extensive  than 
necessary  or  even  unnecessary,  thus  creating  angry 
suspicions  toward  his  doctor. 

Guilt 

In  one  study  of  60  patients  feelings  of  guilt 
appeared  in  93  per  cent  of  them.'*  As  already  men- 
tioned, guilt  frequently  arises  when  a patient  views 
his  illness  as  a punishment  for  past  sins  or  indis- 
cretions. Often  a patient  feels  he  should  be 
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stronger  or  that  he  is  somehow  failing  in  the 
weakness  of  his  dependency,  thus  creating  guilt. 
Anger  at  the  doctor  or  nurse,  justified  or  not,  is 
a common  source  of  guilt.  The  more  gratitude  or 
affection  a.  patient  feels  toward  his  doctor  the 
more  likely  he  is  to  feel  guilty  about  the  resent- 
ments that  often  arise  in  treatment  (because  our 
culture  teaches  it  is  morally  wrong  to  be  angry 
at  one  toward  whom  we  feel  affection)  and  the 
more  he  feels  compelled  to  hide  his  feelings,  and 
thus  the  more  troublesome  is  the  guilt  likely  to 
be  as  an  impediment  to  convalescence.  Other  pa- 
tients feel  they  are  not  getting  well  fast  enough 
and  often  express  the  thought  that  they  are  “let- 
ting everyone  down,”  another  expression  of  guilt. 
It  should  be  noted  that  feelings  of  guilt  are  often 
responsible  for  delay  in  seeking  treatment,  cause 
unnecessary  inferiority  feelings,  increased  depen- 
dency feelings  and  create  troublesome  blocks  in 
communication  with  family  and  physician. 

Much  help  can  be  given  a patient  with  such 
unnecessary  guilt  by  simply  giving  him  encour- 
agement and  uncriticized  opportunity  to  talk  out 
and  discuss  his  feelings. 

Hypochondriacal  reactions 

These  occur  in  individuals  who  have  always 
had  severe  and  excessive  unconscious  egocentric- 
ity  along  with  masochistic  patterns  of  behavior, 
and  in  individuals  with  chronic  depression  or  who 
have  deep  feelings  that  there  has  always  been 
something  unaceeptable  about  their  bodies.  Post- 
operatively  they  are  likely  to  feel  that  their  whole 
bodily  ego  has  been  seriously  damaged,  with  in- 
tolerable threat  to  their  self-image  and  resultant 
withdrawal  into  sick  preoccupation  with  them- 
selves and  their  health,  so  that  almost  everything 
they  do  revolves  around  their  bodily  functions. 
Severely  hypochondriacal  patients  often  feel  that 
they  are  too  weakened  and  sick  to  resume  their 
previous  activities  and  live  a life  of  pathetic  re- 
striction, self-imposed  invalidism  and  a conviction 
that  they  cannot  work.  Frequently  these  cases 
seem  nearly  impossible  to  rehabilitate. 

Obsessive-comptdsive  reactions 

These  are  a form  of  emotional  over-deter- 
mination in  which  the  individual  feels  compelled 
toward  excessive  cleanliness  or  orderliness.  These 
are  usually  seen  in  patients  who  have  had  oper- 
ations on  sphincters,  commonly  the  reetal  sphinc- 
ter, which  lends  considerable  credence  and  veri- 
fication to  Freud’s  hypothesis  that  obsessive-com- 
pulsive personality  traits  have  their  origin  in  con- 


flicts around  the  period  of  toilet  training  in  the 
infant.  Postoperative  compulsive  practices  usually 
center  around  irrigation  of  a colostomy,  and  in 
severe  cases  can  reach  incredible  intensity.  For 
example,  Sutherland^  describes  one  woman,  highly 
compulsive  in  personality  before  the  operation, 
who  must  now  spend,  several  years  later,  any- 
where from  6 to  12  hours  daily  irrigating  to  make 
sure  that  her  colostomy  is  scrupulously  clean  and 
that  there  will  be  no  spillage.  The  purpose  of 
such  a ritualistic  symptom  is  symbolically  to 
achieve  control  over  the  missing  colon  and  sphinc- 
ter as  though  they  were  still  a part  of  self  and 
obedient  to  the  will  of  the  subject.  Unfortunately, 
attempts  to  help  the  patient  really  to  relinquish 
compulsive  activities  are  as  often  as  not  a failure, 
and  we  should  not  feel  defeated  if  we  can  do  no 
more  than  help  him  to  minimize  the  symptom  and 
find  some  reasonable  re-adjustment  as  a person  in 
spite  of  it. 

Paranoid  reactions 

These  are  reactions  of  severe  and  undue  sus- 
picion, often  accompanied  by  delusions  or  hallu- 
cinations of  persecution,  sinister  plots,  injustices 
or,  when  aecompanied  by  guilt,  self-condemna- 
tion. These  patients  frequently  believe  that  they 
have  brought  the  disease  on  themselves  by  some 
forbidden  activity.  On  the  other  hand,  they  often 
blame  others  for  their  plight  and  frequently  the 
surgeon  is  seen  as  a malignant  individual.  It  is 
surprising  how  favorable  the  prognosis  may  be 
with  this  seemingly  severe  disorder.  Good  social 
recovery  is  frequent  within  two  to  three  months 
with  positive  emotional  support  and  reassurance. 

Now  let  us  look  at  some  psychological  reac- 
tions of  the  jamilies  of  cancer  patients.  As  we 
would  expect,  the  family  faces  a multitude  of 
emotional  stresses  and  distresses  as  it  finds  itself 
in  the  same  leaking  if  not  sinking  boat  with  the 
patient.  Not  infrequently  the  family  takes  the 
news  of  the  disease  far  harder  than  does  the  pa- 
tient himself,  as  exemplified  by  the  man  who  was 
dying  of  cancer  of  the  head  of  the  pancreas 
which  had  been  presented  to  him  as  gallbladder 
trouble.  He  took  his  doctor  aside  one  day  and 
said,  “I  know  I have  cancer,  but  my  family  is 
happier  if  they  think  I don’t  know.”  Family  reac- 
tions will,  of  course,  vary  with  what  member  of 
the  family  is  ill,  what  role  that  member  traditionally 
plays  in  the  family  life,  the  nature  and  quality 
of  pre-illness  emotional  relationships  between  the 
ill  member  and  others,  the  psychological,  philo- 
sophical and  religious  values  by  which  that  fam- 
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ily  normally  lives  and  the  age  of  the  patient. 

If  the  patient  is  the  pivotal  member  of  the  fam- 
ily around  whom  it  revolves,  has  been  the  wage 
earner  or  the  dominant  or  strongest  personality, 
considerable  panic  or  even  family  emotional  dis- 
integration may  weU  appear.  Alarming  symptoms 
or  threat  of  death  may  precipitate  intense  anxiety 
reactions,  insomnia,  panic  and  even  acting-out 
behavior,  like  excessive  drinking  or  social  irre- 
sponsibility not  previously  characteristic  of  that 
family  member.  For  obvious  reasons  anxiety  and 
panic  usually  reach  top  proportions  when  the 
sick  member  is  the  breadwinner,  as  family  mem- 
bers face  or  fantasy  unfathomable  decline  or  loss 
of  income.  When  the  mother  of  minor  children  is 
the  victim,  we  can  expect  just  as  severe  emo- 
tional disallocations  in  both  the  husband,  sud- 
denly faced  with  the  need  to  run  a household  and 
care  for  the  children  for  how  long  he  does  not 
know,  and  the  children  whose  concept  of  mother’s 
plight  will,  of  course,  depend  upon  their  age,  the 
obviousness  of  mother’s  symptoms,  the  length 
and  degree  of  disability  of  her  illness  and  the  final 
outcome.  Paradoxically,  in  all  these  kinds  of  cir- 
cumstances a common  emotional  reaction  is  not 
only  fear,  sympathy  and  grief,  but  also  an  irra- 
tional hostility  at  the  sick  one  with  a feeling 
which  says  in  effect,  “What  do  you  mean  leaving 
me  like  this.  Don’t  you  know  I need  you?’’ 

Even  in  modern  America  family  members  not 
infrequently  fear  that  cancer  is  contagious.  This 
is  especially  likely  if  there  have  been  significant 
changes  in  bodily  functions,  as  with  a colostomy 
or  with  other  conspicuous  or  malodorous  excre- 
tions or  secretions. 

In  the  successfully  treated  patient  there  are 
many  problems  of  adjustment  as  he  reestablishes 
himself  in  his  family  role.  A primary  anxiety  felt 
by  the  patient  following  his  mutilating  surgery  is 
frequently  “what  changes  have  changes  in  me 
stirred  up  in  my  children  or  in  my  spouse?”  One’s 
marital  partner  may  be  quite  unable  to  accommo- 
date to  his  altered  anatomy  or  performance  and 
overtly,  or,  often  worse,  insidiously  reject  him. 
Cases  are  not  rare  in  which  spouses  have  refused 
sexual  contact  following  bodily  alterations  fol- 
lowing cancer  surgery.  Rejection  may  occur,  by 
either  spouse  or  children,  in  social  situations  when 
the  changes  of  surgery  make  the  patient  less  at- 
tractive or  less  able  as  a wage  earner.  Under  the 
impact  of  the  horror  elements  of  realizing  the  loss 
of  vital  bodily  parts,  family  members  easily  overly- 
identify  with  this  horror  (“but  for  the  grace  of 
God  that  could  have  been  I”)  or  project  repressed 


hypochondriacal  notions  of  their  own  with  con- 
sequent over-protection  or  coddling  of  the  patient. 
This  is  usually  not  only  not  helpful  but  often 
downright  annoying,  to  which  the  patient  may 
react  with  sometimes  justified  hostility  or  quarrel- 
someness and  irritability. 

Several  studies  on  family  reactions  to  children 
dying  with  cancer,  in  most  cases  leukemia,  done 
in  the  past  10  years,  teach  us  a lot  of  considerable 
interest  about  family  emotions  in  this  grim  prob- 
lem.'’- The  nearly  universal  parental  reaction 
upon  learning  the  diagnosis  was  “shock”  or  “being 
stunned.”  Not  uncommonly  parents  felt  total  dis- 
belief. In  retrospect  most  parents  reported  it  took 
some  days  for  the  meaning  of  the  diagnosis  to 
“sink  in.”  In  one  study  a common  reaction  to 
learning  the  diagnosis  was  self-blame  for  not  hav- 
ing paid  more  attention  to  early  non-specific  symp- 
toms of  leukemia.-’  In  another  study  it  was  found 
that  soon  after  learning  the  diagnosis  of  leukemia 
many  mothers  openly  expressed  guilt  and  assumed 
personal  responsibility  for  their  child’s  disease. 
It  was  interestingly  noted  that  this  has  also  been 
seen  in  mothers’  reactions  to  the  diagnosis  of 
childhood  diabetes.'  Fortunately  guilt  reactions 
are  usually  transient,  although  occasionally  par- 
ents showed  persistent  guilt.  As  one  mother  said, 
“Oh,  I know  God  is  punishing  me  for  my  sins.” 
It  is  not  surprising  that  quite  often  parents  blame 
themselves  for  not  having  been  more  appreci- 
ative of  the  child  before  the  illness,  which  fre- 
quently leads  to  over-indulgence  and  an  over-pro- 
tective attitude  to  try  to  make  up  for  feelings 
of  failure.  Rather  irrationally,  anger  and  hostility 
are  other  times  turned  by  the  mother  on  the  doc- 
tor with  feelings  that  he  is  the  actual  cause  of  the 
disease.  In  such  cases  these  emotions  become  sig- 
nificant elements  in  the  mother’s  battle  to  some- 
how reverse  the  diagnosis. 

Later  came  a series  of  attitudes  called  “coping 
behavior,”  which  is  similar  to  an  ego  defense, 
defined  previously,  but  refers  more  to  activities 
used  by  an  individual  to  meet  a significant  threat 
to  his  emotional  stability  and  to  enable  him  to 
continue  to  function  by  keeping  his  anxiety  within 
tolerable  limits. 

Many  parents  sought  to  cope  with  their  anxiety 
through  seeking  detailed  information  about  the 
illness.  This  turned  up  most  frequently  in  the  early 
weeks  of  the  illness  in  the  form  of  an  insatiable 
need  to  know  everything  about  the  disease,  in- 
cluding attempts  to  learn  its  microscopic  anatomy, 
its  cell  structure,  its  pathology,  and  especially 
about  the  latest  therapeutic  developments.  There 
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was  frequently  much  anxiety  as  to  whether  their 
doctor  was  aware  of  the  latest  developments.  This 
mechanism,  of  course,  helped  to  keep  the  par- 
ents’ minds  off  the  emotionality  of  their  child’s 
plight  and  gave  them  the  reassuring  feeling,  illu- 
sory though  it  was,  that  they  were  doing  some- 
thing, to  help  cure  the  fatal  disease. 

Another  closely  related  mechanism  was  intel- 
lectualization,  which  tends  to  move  the  problem 
out  of  the  area  of  feelings  and  keep  it  isolated 
in  intellectualities.  These  parents  would  discuss 
the  cancer  in  a detached  and  highly  intellectualized 
manner,  at  times  acting  as  though  they  wished 
to  be  the  doctor,  at  other  times  really  identifying 
with  the  doctor.  It  was  as  if  they  were  trying  to 
master  the  situation  through  being  a scientist  in- 
stead of  an  emotionally  involved  parent.  This 
would  even  lead  to  such  requests  as  permission 
to  examine  a blood  smear,  and  queries  about  spe- 
cific laboratory  results,  such  as  leukocyte  counts 
and  hemoglobin  levels,  on  a daily  basis.  At  this 
point  their  intense  anxiety  would  shine  through 
as  anger  at  the  staff  when  their  routine  had  to 
be  denied,  because  this  realistic  denial  of  their 
illusory  role  as  doctor  threatened  their  defenses. 
It  was  the  impression  of  Friedman  et  al.  that 
over-all  more  anxiety  was  created  than  dissipated 
by  this  practice. 

A third  coping  mechanism  was  denial.  These 
parents  usually  openly  denied  the  seriousness  of 
the  illness  and  the  prognosis.  As  previously  men- 
tioned, this  mechanism  is  based  on  the  uncon- 
scious use  of  the  magical  idea,  “If  I do  not  look 
at  it,  it  is  not  there.”  It  should  be  noted  that  in 
these  parents  there  was  always  a history  of  a sim- 
ilar defense  pattern  during  previous  episodes  of 
stress  as  a part  of  their  system  of  personality  de- 
fenses. In  general,  denial  is  one  of  the  poorer  ego 
defenses  and  usually  serves  badly  the  person  who 
consistently  employs  it.  In  one  study  it  was  noted 
that  “such  parents  did  not  seem  to  understand 
the  importance  of  various  procedures  and  thera- 
peutic plans,  and  were,  therefore,  prone  to  direct 
hostility  toward  the  physicians.”’' 

A fourth  coping  mechanism  was  .search  for 
meaning.  It  was  pointed  out  by  Friedman  et  al. 
that  “parents  generally  found  it  intolerable  to 
think  of  their  child’s  cancer  as  a chance  or  mean- 
ingless event.  Therefore,  they  were  likely  to  con- 
struct some  explanation  for  it,  displaying  a cer- 
tain amount  of  urgency  until  one  appropriate  to 
their  frame  of  reference  could  be  accepted.”  The 
better  educated  parents  were  more  willing  to  deal 
with  “deferred  explanation,”  that  is,  it  is  likely 


to  be  some  years  before  positive,  scientific  an- 
swers will  be  available.  Many  more  parents,  how- 
ever, needed  definite  and  immediate  answers  and 
irrationally  tied  onto  explanations  which  were  a 
composite  of  controversial  scientific  facts,  ele- 
ments of  their  own  past  experiences  and  pure 
fantasies.  A search  for  meaning  appears  to  be 
important  to  help  assuage  one’s  own  guilt  and  to 
imply  some  concept  of  control  and  thus  lessen 
feelings  of  helplessness. 

A final  coping  mechanism  was  motor  activity. 
Here  the  parents  sought  a dissipation  of  tension 
through  involvement  in  an  increased  rate  of  ac- 
tivity such  as  furiously  knitting  or  sewing  or 
scrupulously  scrubbing  and  cleaning  in  order  to 
get  their  mind  off  impending  tragedy  or  to  remove 
themselves  physieally  from  the  sick  child  for  peri- 
ods of  time. 

It  is  clear  that  having  cancer  is  one  of  the  cata- 
strophic stresses  of  life  because  it  is  usually  so 
grizzly  in  its  confrontation  with  death  or  the  fear 
of  death.  Despite  the  ubiquitousness  of  this  fear, 
however,  we  have  seen  how  differently  individuals 
react  to  the  knowledge  of  having  cancer,  in  them- 
selves or  in  their  family.  It  is  a philosophical  tru- 
ism that  those  who  are  living  effective  and  fulfill- 
ing lives  are  rarely  particularly  troubled  or  upset 
by  thoughts  of  death.  It  would  seem  equally  true 
to  assume  that  when  we  encounter  a person  who 
is  obsessively  pre-occupied  with  death  or  fears 
of  dying,  even  in  the  face  of  a real  threat  of  death, 
we  are  seeing  a personality  who  is  having  diffi- 
culty with  his  own  problems  of  living.  When  we 
find  such  a person  among  cancer  patients,  it  seems 
to  me  axiomatic  that  he  needs,  and  in  a way  is 
crying  out  for,  help  with  his  faith,  his  philosophy 
and  his  feelings.  Can  we  not  try  to  offer  this? 

This  brings  me,  in  closing,  to  the  semi-impon- 
derable, what  shall  the  doctor  tell  the  patient? 
In  spite  of  much  difference  of  opinion  among  doc- 
tors and  many  variables  in  the  situation  of  the 
particular  patient  (such  as  the  relative  malignancy 
and  the  prognosis  of  his  caneer),  the  common  as- 
sumption that  many  patients  will  react  with  a 
serious  emotional  break  or  even  suicide  if  they 
are  told  they  have  cancer  is  simply  not  statis- 
tically true.  In  a majority  of  cases  it  is  difficult 
to  conceal  the  diagnosis  for  long.  Most  patients 
become  suspicious  that  they  have  cancer  after 
awhile  either  from  the  nature  of  their  symptoms 
or  in  the  course  of  the  doctors’  searching  work-up. 
Surveys  show  that  a large  majority  of  patients — 
from  82  to  97  per  cent— -would  rather  be  told. 

(Continued  on  page  68) 
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Intracranial  neoplasms 
in  children* 

C.  W.  Keiquam,  MD,  Enrique  Quiros,  MD, 
Wm.  S.  Davis,  MD,  Harry  E.  Boyd,  MD, 
and  E.  C.  Beatty,  Jr.,  MD,  Denver 

This  survey  of  ninety-six  brain  tumors  from 
1952  to  1964  is  the  third  paper  in  the 
series  on  Malignancies  in  Childhood  from 
Denver  Childrens  Hospital. 

Intracranial  neoplasia  in  children  is  uncom- 
mon, yet  within  the  field  of  pediatric  oncology  these 
lesions  constitute  a major  portion  of  the  malig- 
nant tumors.  In  a 22-year  period  ending  July  1, 
1951,  90  proved  brain  tumors  were  studied  at 
this  hospital.’-  We  are  reporting  99  more  cases 
from  the  period  1952  through  1964.  Within  this 
period  proved  brain  tumors  represented  0.06% 
of  the  149,219  hospital  dismissals.  As  a compari- 
son, 47  patients  with  neuroblastoma  were  studied 
at  this  hospital  in  the  period  from  1945-1963, ^ 
.025%  of  186,287  hospital  dismissals.  Wilms’ 
tumors  numbered  42  in  the  span  from  1943-1964,3 

♦ Presented  as  a Tumor  Conference  at  Denver  Children’s 
Hospital  on  March  18,  1965.  The  study  -was  supported  by  a 
grant  from  the  Colorado  Division  of  the  American  Cancer 
Society.  The  authors  are  indebted  to  the  Children’s  Hospital 
staff  and  the  families  of  patients  -who  supplied  much  of  the 
follow-up  data. 


or  0.02%  of  the  211,363  hospital  dismissals. 
Thus,  although  these  two  are  the  most  common 
solid  tumors  outside  of  the  cranial  cavity,  they 
have  been  seen  in  Children’s  Hospital  consider- 
ably less  frequently  than  brain  tumors. 

The  etiology  of  intracranial  neoplasms  is  un- 
known. The  lesions  arise  from  the  basic  neural 
elements  of  neurons,  supporting  structures  and 
histiocytes  of  the  central  nervous  system.  Menin- 
giomas may  follow  trauma,  and  glioblastomas  are 
sometimes  unmasked  after  a blow  to  the  head, 
but  the  direct  association  of  trauma  with  the  eti- 
ology of  intracranial  neoplasia  is  not  documented. 
A useful  clinical  classification  is  found  in  the 
original  article  on  brain  tumors  from  this  hos- 
pital by  Palmer  and  Murphy.’  There  is  hope  that 
a new  approach  to  the  etiology  of  some  nervous 
system  neoplasms  will  be  forthcoming  from  the 
experimental  studies  of  Levi-Montalcini,’  Cohen,’ 
and  Minick*’  which  suggest  that  growth  of  the  sym- 
pathetic ganglia  may  be  subject  to  regulation  by 
a specific  protein.  These  observations  lead  one  to 
postulate  that  other  nervous  system  elements  may 
also  be  stimulated  by  certain  chemicals  which  may 
direct  or  misdirect  their  development. 

Case  analysis 

This  report  is  based  on  a study  of  99  cases  of 
brain  tumors  at  Denver  Children’s  Hospital.  Eight 
of  these  patients  did  not  have  a tissue  diagnosis  at 
the  time  of  clinical  diagnosis.  Three  of  these  are 
dead,  and  the  diagnosis  of  brain  tumor  proved  at 
autopsy  is  ependymoma,  brain  stem  glioma  and 
an  oligodendroglioma.  In  one  other,  air  studies 
demonstrated  a tumor  of  the  midbrain,  and  the 


Fig.  1.  Males  predominate  in  the  below  seven  years 
of  age  children  afflicted  with  brain  tumors.  Few  in- 
fants are  affected;  there  is  a marked  decrease  in 
incidence  of  brain  tumors  after  ten  years  of  age. 
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site  was  irradiated;  now  three  years  later  this 
patient  is  alive  with  a residual  defect  of  right 
lateral  gaze.  Another  patient  who  had  a shunting 
procedure  followed  by  x-ray  therapy  for  a tumor 
localized  in  the  posterior  third  ventricle  by  air 
studies  is  doing  well  except  for  paresis  of  upward 
gaze,  now  three  years  later.  Three  other  patients 
whose  tumors  were  not  proved  have  been  lost  to 
follow-up.  These  three  are  not  counted  in  the 
statistical  analysis,  thus  leaving  96  cases  to  be 
analyzed. 

The  sex  distribution  indicates  a slight  pre- 
ponderance of  males  (Fig.  1).  All  patients  were 
15  years  of  age  of  younger  except  one,  a 17-year- 
old  boy  with  an  ependymoma  of  the  third  ven- 
tricle. The  largest  number  of  patients,  21,  was  a 
group  5 and  6 years  of  age.  Only  three  were  un- 
der one  year  of  age,  39  were  5 years  of  age  or 
younger,  and  38  were  6 through  10  years  of  age. 
The  age  at  onset  had  no  obvious  relationship  to 
the  type  of  lesion.  Fifty-two  of  the  tumors  were 
infratentorial  (Table  1)  and  44  were  above  the 
tentorium. 

Tumor  types 

Forty-two  of  the  tumors  were  astrocytomas. 
Twice  as  many  astrocytomas  occurred  below  the 
tentorium  as  above.  It  is  this  tumor  in  this  loca- 


tion that  makes  the  infratentorial  site  the  pre- 
dominant one  for  intracranial  neoplasms.  If  the 
astrocytomas  are  removed  from  the  total  series, 
most  of  the  intracranial  neoplasms  are  found 
above  the  tentorium.  Most  of  the  astrocytomas 
were  grade  ii  and  iii.  There  was  only  one  glioblas- 
toma multiforme  (the  glioblastoma  multiforme  is 
classified  as  astrocytoma  grade  iv).  There  were  13 
mixed  gliomas.  By  far  the  greatest  number  of 
these  were  above  the  tentorium  and  related  to  the 
optic  chiasm  and  the  optic  nerve  pathways  (Table 
1). 

Sixteen  of  the  patients  had  medulloblastomas. 
These  were  second  to  the  astrocytomas  and 
gliomas  in  frequency  of  occurrence.  There  were  7 
ependymomas,  7 craniopharyngiomas  and  3 tera- 
tomas. Among  the  more  unusual  brain  lesions 
seen  in  childhood  were  2 meningiomas,  a heman- 
gioblastoma, a pinealoma  and  an  oligodendro- 
glioma. 

Symptoms 

The  presenting  symptoms  are  listed  in  Table  2. 
Multiple  symptoms  were  usually  present.  As  has 
been  the  experience  in  the  past,  headache  and 
vomiting  predominated  with  loss  of  vision  and 
drowsiness  present  in  a large  number  of  patients. 
Neither  the  character  nor  the  location  of  the  head- 


TABLE  1 

CLASSIFICATION  AND  SITE  OF  96  BRAIN  TUMORS  IN  CHILDREN,  1952-1964 


INFRATENTORIAL 

SUPRATENTORIAL 

Total 

Total 

I. 

Astrocytoma 

I.  Astrocytoma 

Cerebellar  hemisphere  

18 

Cerebrum 

14 

Brain  stem  and  pons  

. . 10 

28 

II.  Glioma,  mixed 

— 

Optic  chiasm  and  pathway  

. 8 

II. 

Glioma,  mixed 

Cerebrum  

. . . 2 

10 

Cerebellum  

3 

— 

III. 

Medulloblastoma 

III.  Craniopharyngioma  

7 

Fourth  ventricle  

7 

IV.  Teratoma 

Cerebellar  hemisphere  

8 

Third  ventricle  

..  . . 1 

Vermis  

1 

16 

Suprasellar 

. 1 

— 

Pineal  area  

1 

3 

IV. 

Hemangioblastoma 

— 

Cerebellum  

1 

V.  Pinealoma 

1 

V. 

Ependymoma 

VI.  Meningioma 

Fourth  ventricle  

2 

Frontotemporal  

1 

VI. 

Oligodendroglioma  . . 

1 

Optic  nerve  

1 

2 

VII. 

No  tissue  diagnosis 

Fourth  ventricle  distortion  

1 

VII.  Ependymoma 

Cerebrum  

6 

VIII.  No  tissue  diagnosis 

Third  ventricle  distortion  

1 

Total 

52 

Total  

44 
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ache  had  localizing  significance  in  the  great  ma- 
jority of  cases.  Headache  and  vomiting  are  com- 
mon complaints  in  children  without  brain  tumors, 
but  it  is  important  to  stress  again  that  these  may 
be  indicative  of  a tumor.  Convulsions  as  a pre- 
senting symptom  occurred  only  7 times  among 
the  96  cases.  Since  these  symptoms  are  not  spe- 
cific, and  because  brain  tumors  are  unusual,  it  is 
not  uncommon  for  the  diagnosis  to  go  undetected 
for  a long  time. 

Presenting  signs 

Choked  disc  was  found  in  64  patients,  and  was 
the  most  common  sign  (Table  3).  Whenever 
papilledema  accompanies  headache,  the  child  has 
a brain  tumor  until  proved  otherwise.  Limitation 
of  vision  was  found  infrequently;  extraocular  mus- 
cle palsy  was  present  in  a large  number  of  children 
and  nystagmus  was  common.  Ataxia  and  some  de- 
fect of  coordination  was  present  commonly  in  the 
cerebellar  tumors,  but  was  not  uncommon  even 
when  the  tumor  was  present  at  other  sites.  Fourth 
ventricle  tumors  may  be  particularly  silent  with 
no  findings  except  for  papilledema,  and  large 
tumors  of  both  the  cerebrum  and  cerebellar  hemi- 
spheres may  be  present  without  localizing  signs. 

TABLE  2 

PRESENTING  SYMPTOMS  IN  BRAIN  TUMORS 
IN  CHILDREN 

NUMBER 
OF  CASES 


1.  Headache  72 

2.  Vomiting  67 

3.  Cerebellar  ataxia  and  difficulty  with  gait  38 

4.  Loss  of  vision 18 

5.  Drowsiness  17 

6.  Dizziness  14 

7.  Diplopia  13 

8.  Weakness  of  extremities 12 

9.  “Malaise”  10 

10.  Convulsion  7 

11.  Speech  difficulty  7 

12.  Fainting  4 

13.  Hydrocephalus  4 

14.  Nuchal  rigidity  3 

15.  Signs  and  symptoms  of  diabetes  insipidus  3 

16.  Scotomata  3 

17.  Loss  of  hearing 3 

18.  Extraocular  muscle  palsy  3 

19.  Personality  change 2 

20.  Fever  1 

21.  Precocious  puberty 1 

22.  Accelerated  growth  1 

23.  Excessive  weight  gain  1 


TABLE  3 

PRESENTING  SIGNS  IN  BRAIN  TUMORS 
IN  CHILDREN 

NUMBER 
OF  CASES 


1.  Papilledema  - 64 

2.  Extraocular  muscle  and  facial  palsy  36 

3.  Ataxia,  generalized  36 

4.  Nystagmus  21 

5.  Sluggish  reflexes 16 

6.  Romberg’s  sign  15 

7.  Paralysis  or  weakness  of  extremities  12 

8.  Unequal  or  unreactive  pupils 12 

9.  Hyperactive  reflexes  12 

10.  Babinski’s  reflex  11 

11.  Loss  of  vision 9 

12.  Listlessness,  stupor,  coma  9 

13.  Nuchal  rigidity 7 

14.  Hydrocephalus  6 

15.  Macewen’s  sign 4 

16.  Sleep  disturbance 4 

17.  Optic  atrophy  3 

18.  Spasticity  of  extremities 3 

19.  Developmental  arrest  1 

20.  Excessive  irritability  1 


Studies  other  than  neurologic  examination  often 
are  necessary  in  order  to  localize  a mass  produc- 
ing a particular  presenting  sign. 

Laboratory  findings 

The  spinal  fluid  findings  added  little  to  the 
original  clinical  diagnosis  of  brain  tumor,  although 
spinal  fluid  was  examined  as  a part  of  the  workup 
in  45  cases.  Close  attention  to  the  cytology  of 
white  cells  found  in  spinal  fluid  may  be  rewarding 
since  medulloblastomas,  ependymomas  or  sar- 
coma of  the  leptomeninges  may  spread  by  seed- 
ing. These  cells  may  be  identified  in  the  spinal 
fluid.  Counts  of  more  than  ten  cells  per  cubic 
millimeter  might  well  represent  tumor  cells  float- 
ing in  the  spinal  fluid." 

The  spinal  fluid  pressures  recorded  in  a large 
number  of  our  cases  varied  so  widely  that  they 
are  considered  worthless  as  an  aid  in  diagnosis. 
The  uncooperative,  crying  child  makes  measure- 
ment of  the  spinal  fluid  pressure  difficult.  If  the 
patient  has  clinical  or  x-ray  evidence  of  increased 
intracranial  pressure,  there  is  a real  hazard  in  re- 
moving fluid  from  below  the  tumor,  particularly 
with  a posterior  fossa  tumor.  In  instances  where 
the  spinal  tap  must  be  done,  it  should  be  done 
cautiously  with  a finger  over  the  top  of  the  manom- 
eter to  control  the  amount  of  spinal  fluid  re- 
leased in  the  tubing.  Usually  the  amount  of  fluid 
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in  the  manometer  is  enough  for  all  of  the  studies 
needed,  and  no  larger  amount  of  fluid  should  be 
removed  when  there  is  increased  pressure. 

Protein  elevation  in  spinal  fluid  was  common  in 
our  cases,  yet  it  was  not  found  predominantly  in 
a specific  group  of  tumors.  McMenemey  and 
Cumings  indicate  that  protein  elevation  is  most 
likely  to  occur  in  association  with  undifferentiated 
gliomas  as  glioblastoma  multiforme. Electro- 
encephalographic  findings  may  give  evidence  of  a 
brain  lesion  but  one  cannot  usually  make  a spe- 
cific diagnosis  by  this  method. 

Roentgenography 

A detailed  discussion  of  diagnostic  pediatric 
neuroroentgenography  is  beyond  the  scope  of 
this  paper.  However,  a few  general  comments  can 
be  made.  Examination  of  a standard  series  of 
skull  films  is  the  first  step  in  the  evaluation  of  a 
suspected  brain  tumor.  The  manifestations  of  in- 
creased intracranial  pressure  depend  upon  the  age 
of  the  patient,  the  degree  of  closure  of  the  sutures, 
and  the  degree  and  duration  of  the  pressure.  The 
sutures  do  not  anatomically  close  until  early  adult 
life,  but  for  practical  radiographic  purposes  it  is 
unusual  to  see  widening  of  the  coronal  or  lamb- 
doidal  sutures  as  a manifestation  of  increased 
pressure  after  the  age  of  10  to  12  years.  In  in- 
fancy the  sutures  widen  easily  and  the  head  in- 
creases in  size.  These  features  are  readily  ap- 
preciated with  experience,  but  may  always  be 
compared  with  a half  dozen  or  more  asympto- 
matic normal  skulls  of  the  same  age  if  the  amount 
of  widening  is  debatable.  The  “beaten  silver”  ap- 
pearance or  increase  in  the  digital  markings  on 
the  inner  table  of  the  skull  has  been  over  empha- 
sized. While  these  changes  do  accompany  in- 
creased pressure,  this  appearance  alone  is  of  no 
diagnostic  value — it  is  seen  in  many  normal  in- 
dividuals. 

After  the  age  of  10  or  12  years,  increased 
pressure  is  manifest  radiographically  much  the 
same  as  it  is  in  adults,  by  erosion  and  thinning  of 
the  dorsum  sellae  and  by  changes  in  the  anterior 
floor  of  the  sella.  Erosion  may  occasionally  be 
seen  also  along  the  sphenoid  ridge.  Localized  thin- 
ning of  the  bones  of  the  cranial  vault  is  relatively 
uncommon,  but  is  seen  occasionally  in  slow  grow- 
ing tumors  and  in  subdural  hematomas.  Calcifica- 
tion is  not  seen  commonly  in  intracranial  tumors 
of  childhood  and  has  little  differential  diagnostic 
value  except  in  craniopharyngiomas. 

All  diagnostic  procedures  done  in  adults  may 
be  done  in  children,  but  their  frequency  of  use 


differs  from  adults  because  of  the  greater  inci- 
dence of  posterior  fossa  tumors  in  children,  and 
because  the  size  of  the  child  sometimes  limits  the 
use  of  a procedure  as  cerebral  angiography. 

Ventriculography  is  done  more  frequently  than 
any  other  diagnostic  study  because  of  its  value  in 
evaluation  of  the  posterior  fossa  and  fourth  ven- 
tricle. Prior  to  closure  of  the  anterior  fontanelle, 
the  ventricles  may  be  punctured  through  the 
lateral  angle  of  the  fontanelle.  Not  infrequently 
the  aqueduct  of  Sylvius  and  fourth  ventricle  fail 
to  fill  with  air  even  after  repeated  attempts.  A 
positive  contrast  study,  using  oily  Pantopaque,  is 
then  necessary.  Under  fluoroscopy  the  oil  is 
maneuvered  into  the  third  ventricle  and  the  posi- 
tion of  the  aqueduct  and  fourth  ventricle  are  then 
defined. 

The  primary  use  of  angiography  is  in  the 
demonstration  of  vascular  abnormalities  within 
the  brain,  but  it  is  also  valuable  in  the  localization 
of  tumors.  The  smaller  the  patient,  of  course,  the 
more  difficult  is  this  procedure.  It  may  be  done  by 
percutaneous  puncture  of  the  carotids  or  by  retro- 
grade filling  from  the  brachial  arteries. 

Scanning  techniques  in  which  the  tumor  con- 
centrates a parenterally  administered  radioactive 
isotope  is  used  in  children  as  it  is  in  adults.  This 
is  a very  useful  ancillary  procedure  in  that  it 
gives  more  information  as  to  the  actual  size  and 
distribution  of  the  tumor  than  is  gained  from 
displacement  of  vessels  and  the  venticular  system 
in  the  other  procedures.  Its  chief  drawback  is 
technical  in  that  it  is  difficult  to  hold  a child  still 
for  the  30  or  40  minutes  required  for  a scan. 
However,  more  efficient  cameras  are  being  de- 
veloped which  will  reduce  this  time  to  between  5 
and  10  minutes. 

Echoencephalography  is  a new  procedure  that 
gives  valuable  information  relative  to  the  position 
and  possible  shift  of  the  midline  cerebral  struc- 
tures and  the  size  of  the  ventricular  system. 

Outcome 

A total  of  32  of  the  96  patients  are  alive 
(Table  4).  However,  6 have  marked  residual  de- 
fects including  blindness,  seizures,  recurring  cere- 
bellar signs  or  are  decerebrate;  each  of  these  has 
lived  for  at  least  five  years  following  diagnosis  of 
the  tumor.  Six  others  are  alive  without  residual 
for  less  than  two  years.  The  other  20  are  alive  for 
two  years  or  more  without  residual  or  with  mild 
incapacity.  These  include  8 posterior  fossa  astro- 
cytomas, 1 cerebral  astrocytoma,  2 mixed  gliomas 
of  the  posterior  fossa  and  1 glioma  of  the  optic 
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TABLE  4 

OUTCOME  OF  96  CASES  OF  BRAIN  TUMORS 
IN  CHILDREN’S  HOSPITAL,  DENVER,  1952-1964 


Dead  59 

Lost  to  follow-up  5 

Alive  with  crippling  residual  6 

Alive  for  2 years  or  more  without  marked  residual  20 
Alive  for  less  than  2 years  without  marked  residual  6 

TOTAL  96 


nerve.  Two  others  had  clinical  findings  of  a brain 
tumor  with  x-ray  evidence  of  distortion  of  the 
ventricle  system  and  were  treated  with  shunts  and 
irradiation;  they  are  alive  with  minor  residual  de- 
fects of  lateral  and  upward  gaze.  There  were  2 
meningiomas  and  1 ependymoma  of  the  fourth 
ventricle.  There  were  also  3 craniopharyngiomas. 
It  is  unusual  for  patients  with  craniopharyngiomas 
to  fare  so  well.  Two  of  these  had  the  tumor  re- 
moved and  now  have  medication  controlled  dia- 
betes insipidus;  the  third  had  a successful  shunt- 
ing procedure  and  is  entirely  without  symptoms 
7 years  later.  There  were  also  3 survivors  with 
craniopharyngioma  in  the  previous  study  from 
this  hospital.^ 

Sixteen  patients  were  doomed  by  the  presence 
of  a medulloblastoma.  All  except  4 were  under  7 
years  of  age  at  the  time  of  diagnosis.  Two  of  these 
4 lived  more  than  2 years  beyond  diagnosis.  All 
of  the  others  died  in  less  than  two  years,  10  dying 
in  less  than  one  year  from  the  time  of  diagnosis. 
Of  interest  is  one  patient  who  had  metastasis  to 
the  ribs  and  vertebrae  and  malignant  cells  were 
invading  the  bone  marrow,  since  intracranial 
neoplasms  infrequently  extend  beyond  the  con- 
fines of  the  cranial  or  intraspinal  cavity. 

Among  the  group  of  20  patients  who  survived, 
excluding  the  3 with  craniopharyngioma,  the 
tumor  was  in  the  posterior  fossa  in  12.  These  in- 
clude 14  patients  with  cystic  astrocytomas  or 
mixed  gliomas,  1 with  an  ependymoma  and  2 with 
a mass  demonstrated  only  by  air  studies.  All 
tumors  except  in  the  last  2 cases  were  removed 
surgically  as  completely  as  possible  and  irradia- 
tion therapy  was  used  in  all  except  two  instances. 

Therapy 

Primary  approach  to  therapy  is  surgery,  and  it 
is  somewhat  dependent  upon  the  site,  the  gross 
appearance  and  the  histology  of  the  tumor.  The 
medulloblastoma  arising  in  the  posterior  fossa 
cannot  be  removed  completely,  and  the  surgeon 


may  only  biopsy  the  tumor  and  attempt  to  relieve 
any  hydrocephalus.  On  the  other  hand,  an  ependy- 
moma in  the  posterior  fossa  may  be  removable, 
although  since  these  tumors  arise  from  the  floor 
of  the  fourth  ventricle  removal  is  fraught  with 
some  danger  because  of  the  proximity  to  the  pons. 
The  site  of  the  craniopharyngioma  is  also  of  con- 
cern since  the  tumor  is  commonly  adherent  to 
the  ventricular  walls,  and  although  the  patient 
can  be  cured  only  by  removal  of  the  tumor,  our 
one  case  has  a long  record  without  symptoma- 
tology following  a shunting  procedure.  The  pa- 
tient with  a posterior  fossa  cystic  astrocytoma 
may  also  be  cured  or  have  a long  term  survival 
as  our  studies  indicate. 

Radiotherapy  in  brain  tumors  is  almost  always 
employed  as  a therapeutic  aid  following  maximum 
surgical  removal  of  the  tumor.  Some  beneficial 
effect  is  gained  in  all  these  cases  when  doses  of 
3,500  to  5,500  r are  given.  Radiotherapy  without 
surgery  is  used  along  with  chemotherapy  in  tumors 
of  the  brain  stem  and  tumors  around  the  pineal 
gland  and  quadrigeminal  plates  when  it  is  felt 
that  biopsy  is  contraindicated  because  of  location. 
Good  palliation  for  periods  of  2 to  4 years  is 
frequently  obtained  in  these  tumors,  but  no  cures 
are  as  yet  reported.  The  entire  cerebrospinal  axis 
is  treated  in  medulloblastoma  with  prompt  resolu- 
tion and  clinical  improvement.  However,  this 
tumor  invariably  recurs.  The  ependymoma  is 
treated  only  locally  since  it  has  been  shown  that 
initial  treatment  of  the  entire  cerebrospinal  axis 
results  in  no  better  survival  than  treatment  to  the 
local  area.  Radiotherapy  to  the  brain  is  well  tol- 
erated and  complications  are  rare. 

Chemotherapy 

The  attack  on  an  intracranial  tumor  should  be 
no  different  from  the  primary  treatment  of  any 
other  neoplastic  disease.  Ideally,  after  total  ex- 
tirpation of  the  neoplasm,  x-ray  therapy  to  sensi- 
tive tumors  should  be  started.  Following  this, 
chemotherapy  should  begin.  Chemotherapy  is  still 
in  its  infancy  especially  in  the  treatment  of  intra- 
cranial neoplasms. 

Several  approaches  to  chemotherapy  of  intra- 
cranial neoplasms  are  possible.  The  systemic  ap- 
proach, useful  with  other  tumors,  is  probably  the 
least  effective  method  for  intracranial  lesions  be- 
cause of  the  blood-brain  barrier.  Most  of  the 
drugs  used  systemically  arrive  in  the  brain  and  in 
the  neoplasm  in  very  low  concentrations.  Placing 
the  drug  directly  into  the  tumor  via  the  tumor  cir- 
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culation  and  perfusing  the  tumor  site  is  ideal. 
The  limitations  of  this  method  are  the  technique 
and  the  time  required  for  the  procedure.  Local 
perfusion  is  particularly  difficult  at  surgery  where 
the  operations  are  long  at  best  and  the  added 
manipulation  adds  considerably  to  the  operative 
time.  Chemotherapy  by  infusion  of  the  drug 
through  a vessel  feeding  the  tumor  and  allowing 
it  to  diffuse  systemically  has  the  obvious  limit  of 
toxicity  to  the  whole  body.  This  toxicity  lowers 
the  dose  that  can  be  used  unless  a chemothera- 
peutic agent  whose  peripheral  toxicity  may  be 
neutralized  is  used.  Citrovorum  factor  serves  as 
the  neutralizing  agent  for  Methotrexate.  Infusion 
therapy  may  be  limited  by  thrombosis  and  spasm 
of  the  involved  vessels  at  the  injection  sites. 

The  most  common  method  for  intracranial 
chemotherapy  is  the  intrathecal  approach.  It  has 
advantage  of  getting  to  portions  of  the  brain  in 
high  concentrations.  Its  main  disadvantage  is  lack 
of  interest  in  this  type  of  treatment.  Because  in- 
terest in  chemotherapy  for  intracranial  neoplasms 
has  not  been  widespread,  pharmacists  and  chem- 
ists have  not  produced  many  drugs  that  can  be 
used  intrathecally.  Compounds  could  undoubtedly 
be  made  available  if  interest  in  this  type  of  ther- 
apy was  made  known.  So  far,  most  of  the  drugs 
used  systemically  cannot  be  used  intrathecally  be- 
cause of  severe  toxicity.  Methotrexate  is  the  only 
drug  that  is  used  extensively,  and  it  can  be  used 
with  few  side  effects. 

Tumors  that  are  in  the  subarachnoid  space,  in- 
cluding tumors  that  have  seeded  along  the  arach- 
noid, such  as  medulloblastoma,  are  easily  attacked 
by  the  intrathecal  approach.  It  is  possible  to  put 
medication  directly  into  the  ventricular  system  if 
this  system  has  been  cannulated  or  is  utilized 
directly  at  the  time  of  exploratory  surgery.  The 
technique  of  prolonged  intraventricular  therapy  is 
not  difficult  if  one  plans  ahead  for  its  use. 

The  background  for  the  use  of  Methotrexate 
intrathecal  medication  stems  from  its  initial  and 
common  use  in  central  nervous  system  leukemia. 
Oral  or  intravenous  administration  gives  an  inef- 
fective cerebrospinal  level.  However,  if  Metho- 
trexate is  placed  directly  into  the  intrathecal  space, 
large  concentrations  up  to  5,000  gamma  of  the 
drug  may  be  obtained.  Smaller  amounts  then  ap- 
pear in  the  patient’s  serum.  Although  this  high 
concentration  is  present  for  only  a matter  of 
hours,  it  is  quite  effective  in  eradicating  drug 
sensitive  leukemia  cells.  The  intrathecal  dose  is 
0.5  mgm  of  Methotrexate  per  kilogram  of  body 
weight  repeated  at  several  day  intervals  until  the 


spinal  fluid  is  clear  of  cells.  This  is  given  through 
a lumbar  tap  and  is  effective  rapidly  in  unblocking 
the  subarachnoid  space  and  destroying  leukemia 
cells  that  have  infiltrated  the  adjacent  nerve  roots. 

How  well  intrathecal  therapy  works  against 
solid  intracranial  neoplasms  is  not  definitely 
known.  There  is  definite  optimism  in  the  use  of 
this  therapy  in  centers  where  a reasonably  large 
experience  has  been  gained.  We  have  used  these 
drugs  against  intracranial  neoplasms  that  could  not 
be  completely  removed  surgically.  In  most  cases 
the  patients  have  also  received  x-ray  therapy.  Re- 
sults have  been  good  in  several  cases  and  perhaps 
some  cures  have  been  mediated  through  the  com- 
bined use  of  x-ray  and  intrathecal  therapy.  How- 
ever, until  a larger  experience  is  obtained,  it  will 
be  impossible  to  tell  whether  the  cure  rate  of  these 
tumors  has  been  improved. 

Surgical  therapy  is  probably  as  effective  as  is 
technically  possible,  and  irradiation  is  being  used 
to  its  fullest  capacity.  Therefore  unless  a different 
approach  to  therapy  is  attempted,  salvage  of  more 
of  the  unfortunate  children  with  brain  tumors  will 
not  come  about.  Chemotherapy  may  be  only  one 
additional  method  of  treatment.  Although  prob- 
ably only  one  malignant  tumor  in  human  beings 
has  been  cured  with  chemotherapy  alone,  namely 
the  chorioepithelioma,  we  know  that  certain  drugs 
do  destroy  neoplastic  cells.  It  is  only  through  the 
use  of  each  new  promising  drug  that  we  will  make 
progress  in  the  chemotherapy  of  intracranial  neo- 
plasms. 

Patient  care 

A review  of  the  statistics  of  a group  of  intra- 
cranial tumors  points  up  little  of  the  misery  of 
these  patients,  of  the  heartaches  of  the  parents  or 
of  the  frustration  of  the  physicians  during  the 
course  of  illness.  As  physicians,  we  tend  to  stay 
near  the  traditional  course  in  the  management 
because  of  the  widespread  impression  that  brain 
tumors  are  uniformly  fatal.  This  negative  impres- 
sion is  only  relative,  although  the  morbidity  and 
mortality  are  high,  as  our  study  indicates.  Be- 
cause of  these  facts,  it  is  worthwhile  to  review 
these  cases  in  the  hope  that  we  may  renew  our 
concerns  and  improve  our  care  of  patients  with 
intracranial  neoplasms. 

The  family  of  children  with  malignant  tumors 
needs  a great  amount  of  human  understanding  as 
they  go  through  the  ordeals  of  the  disease  with 
the  sick  child.  It  always  helps  for  the  family  phy- 
sician or  the  pediatrician  to  share  these  problems. 
The  family  physician  may  be  more  attuned  to 
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the  family’s  emotional  needs,  and  he  may  realize 
their  concern  of  “laying  back  a bone  flap”  or 
“placing  sutures  in  the  brain.”  Some  explanation 
of  these  many  little  problems  and  the  probabili- 
ties of  what  to  expect  in  the  days  ahead  is  appre- 
ciated by  the  family.  Concern  by  the  physician  for 
the  apprehension,  worry,  and  grief  of  the  family 
may  help  to  bridge  the  gap  in  their  understanding 
when  our  medical  knowledge  and  skills  still  fail 
to  effect  cures.  Some  further  details  in  this  con- 
text are  outlined  by  Sugar.® 

Summary 

Ninety-six  cases  of  brain  tumors  seen  at  Denver 
Children’s  Hospital  in  the  period  1952  through 
1964  are  presented.  Clinical  findings  and  diagnos- 
tic aids  are  discussed.  Our  32  living  cases  indicate 
that  these  lesions  are  not  uniformly  and  rapidly 
fatal  although  the  morbidity  and  mortality  is  still 
high.  New  approaches  to  therapy  are  needed,  and 
the  use  of  chemotherapy  should  be  extended  as 
one  line  of  new  hope.  Satisfaction  with  palliation 
should  not  deter  vigorous  efforts  toward  cure.  • 


BROADMOOR 


for  the  pure  pleasure  of  it  all. 
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TUESDAY  through  THURSDAY-MARCH  1-3,  1966 


Brown  Palace  Hotel  and  The  Children's  Hospital 


MEDICARE  . . . How  It  Affects  Doctors 

Arthur  E.  Hess,  Director,  Bureau  of  Health 
Insurance,  Dept,  of  HEW 
Samuel  R.  Sherman,  M.D.,  AM  A 
and  others — Wednesday  Morning  and  Lunch- 
eon 


WEDNESDAY  AFTERNOON  AT  HOTEL 

New  Antibiotics  . . . Paul  F.  Wehrle,  M.D. 
Nurse-Midwifery  . . . 

Louis  M.  Heilman,  M.D. 

Coronary  Artery  Disease  . . . 

Richard  J.  Bing,  M.D. 

Colon  Surgery  . . . 

Manuel  E.  Lichtenstein,  M.D. 

THURSDAY  MORNING  AT  HOSPITAL 

Peptic  Ulcer . . . M.  E.  Lichtenstein,  M.D. 
Coronary  Vasodilator  Drugs  . . . 

R.  J.  Bing,  M.D. 

Immunization  Recommendations  . . . 

P.  F.  Wehrle,  M.D. 

Contraceptive  Programs  . . . 

L.  M.  Heilman,  M.D. 

(Question  and  Answer  Period  at  Hotel 
Luncheon) 


HOUSE  OF  DELEGATES  . . . Policy-Making  Body 

Meets  Tuesday  A.M.  and  Thursday  P.M. 


OTHER  ACTIVITIES 

COMPAC  Luncheon — Tuesday 
Cocktail  Party  for  all— Tuesday  evening 
Dinner  Dance — Wednesday  evening 
Air  Force  Academy  Tour— Friday 


ADDITIONAL  INFORMATION 

$7.50  registration  fee  for  all  Doctors  of  Med- 
icine except  interns  and  post-graduate  resi- 
dents properly  certified  by  hospital  superin- 
tendents 

6 hours  AAGP  credit 
Outstanding  Scientific  exhibits 
Technical  exhibits 


ADVANCE  REGISTRATION  . . . 

Saves  time  before  meetings, 
guarantees  you  places  at  luncheons  and  din- 
ner dance, 

accords  two  complimentary  tickets  to  the 
cocktail  party 


Post  Convention  Ski  Tour 

FRIDAY-MARCH  4 

All  day  skiing  at  Winter  Park 

— lifts—  —trails—  — fun  — 

Lunch  at  The  Hochiandhof 

Register  early  for  charter  bus  trip— $5.00  for  trip  and  lunch 


GUEST  PARTICIPANTS 


R.  J.  Bing,  M.D.  L.  M.  Heilman,  M.D.  Arthur  E.  Hess  M.  E.  Lichtenstein,  M.D.  S.  R.  Sherman,  M.D.  P.  F.  Wehrle,  M.D. 


Write  the  Colorado  Medical  Society  at  1809  East  18th  Avenue,  Denver  80218,  for  details  and  advance 
registration  forms.  The  Denver  Visitors  Bureau  will  send  information  on  skiing  in  Colorado,  upon  re- 
quest. 

To  the  Doctor's  Secretary— Ca//  534-7691  during  the  meeting  to  leave  messages  for  the  doctor. 


Presbyterian  Missions  Tour 

Montview  Boulevard  Presbyterian  Church  of  Den- 
ver— which  lists  more  medical  doctors  on  its  rolls 
than  some  churches  have  members — has  sent  two 
of  its  physicians  on  a world  tour  of  missions  stations. 
Montview’s  140  MD's  are  sponsoring  the  trips  of 
their  fellow-doctors  and  their  families. 

Dr.  and  Mrs.  Paul  K.  Hamilton.  Jr.  and  their  sons. 
Skip  and  Cap,  and  Dr.  and  Mrs.  C.  K.  Mammel  and 
their  son,  Gary,  will  travel  by  way  of  Europe  to 
Egypt,  where  the  two  doctors  will  serve  for  a month 
on  the  staff  of  the  Christian  Mission  Hospital.  Dr. 
and  Mrs.  Hamilton  will  also  visit  hospitals  of  the 
United  Presbyterian  Church  in  East  Africa.  Both 
families  plan  to  continue  around  the  world,  stopping 
at  Presbyterian  mission  stations  in  Pakistan,  India, 
Thailand,  Singapore,  Hong  Kong  and  Tokyo. 

Their  tour  is  part  of  a new  program  of  the  com- 
mission on  ecumenical  mission  and  relations  of  the 
denomination. 

Veterans  Administration  Appointment 

Dr.  M.  Martin  Engle,  Director  of  the  Denver  Vet- 
erans Administration  hospital  and  a member  of  the 
University  of  Colorado  Medical  School  faculty  from 
1955  to  1960,  has  been  named  to  head  VA’s  Depart- 
ment of  Medicine  and  Surgery,  the  nation’s  largest 
medical  complex.  He  succeeds  Dr.  Joseph  H. 
McNinch,  who  retired  as  the  VA  Chief  Medical  Di- 
rector January  1,  of  this  year. 

Before  coming  to  Denver,  Dr.  Engle  had  served 
as  Chief  of  the  Medical  Service  at  the  Portland.  Ore., 
and  Spokane,  Wash.,  VA  hospitals.  Chief  of  Profes- 
sional Services  at  the  Vancouver  and  Seattle,  Wash., 
VA  hospitals,  and  Director  of  a Salt  Lake  City  VA 
hospital.  He  was  transferred  from  Denver  to  VA 
headquarters  in  Washington,  D.  C.,  in  1960  to  be- 
come Deputy  Chief  Medical  Director,  the  No.  2 
position  in  VA’s  Department  of  Medicine  and  Sur- 
gery, and  received  the  Exceptional  Service  Award, 
VA’s  highest  honor,  for  his  four  years  service  there. 

Born  in  Chicago,  Dr.  Engle  attended  Northwest- 
ern University  and  Central  College,  and  received 
his  BS  and  MD  degrees  from  the  University  of 
Illinois.  Following  his  internship  and  residency  train- 


ing at  the  Michael  Reese  Hospital  in  Chicago,  he 
served  in  World  War  II  with  the  U.  S.  Army  Medical 
Corps  from  1942  to  1946,  attaining  the  rank  of 
major. 

He  is  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine,  a Fellow  in  the  American  College 
of  Hospital  Administrators,  and  a member  of  the 
American  Medical  Association,  the  Alpha  Omega 
Alpha  honorary  medical  society,  and  the  Association 
of  Military  Surgeons. 


M.P.S.  Elects  Officers 

Leonard  W.  Brewer,  MD,  Missoula,  was  elected 
president  of  Montana  Physician’s  Service  at  the  re- 
cent annual  meeting  of  its  Board  of  Trustees.  Doctor 
Brewer  was  one  of  the  original  incorporators  of 
Montana  Physicians’  Service  and  has  served  as  a 
member  of  its  Board  of  Trustees  for  a number  of 
years.  Doctor  Brewer  succeeds  Robert  W.  Thometz, 
MD,  Butte,  who  served  three  years  as  president  and 
six  years  as  a trustee  of  M.P.S.  . . . Robert  H.  Leeds, 
MD,  Chinook,  and  Paul  R.  Crellin,  MD,  Billings, 
were  elected  vice-presidents  of  M.P.S.  James  J. 
McCabe,  MD,  Helena,  was  re-elected  secretary  and 
Everett  H.  Lindstrom,  MD.  Helena,  assistant  secre- 
tary. 


USMA  Briefs 

Dr.  John  A.  Dixon,  Ogden,  has  been  named  to 
membership  in  the  Western  Surgical  Association. 
He  is  the  seventh  Utahan  to  be  so  honored  in  the 
group’s  history.  Membership  is  limited  to  180  acade- 
micians and  private  practitioners  engaged  in  research 
west  of  Chicago. 

Dr.  Dixon’s  candidacy  was  based  on  his  research 
contributions.  His  most  recent  paper  is  entitled. 
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“X-ray  Diagnosis  of  Strangulation  Obstruction  of 
the  Intestine.” 

* * * 

Dr.  Charles  C.  Hall,  Salt  Lake  City  Orthopedist, 
was  recently  honored  by  CARE-MEDICO  for  his 
month's  work  in  Tunisia.  Dr.  Hall  spent  a month  in 
Tunis,  capital  of  Tunisia,  “doing,  advising,  teaching, 
and  demonstrating.”  Dr.  Hall  went  at  his  own  ex- 
pense, was  paid  nothing  for  his  work  there,  and  re- 
ceived no  living  expenses. 

* * * 

Dr.  George  H.  Lowe,  Ogden  surgeon,  is  now  in 
the  midst  of  a two-month  stay  in  Viet  Nam  as  part  of 
a volunteer  medical  team.  This  team  is  performing 
surgery  for  civilians  injured  in  the  war  or  suffering 
from  natural  ailments. 

Dr.  Lowe  is  serving  without  pay  under  the  Project 
Viet  Nam  cooperative  medical  program. 

SLCMS  Holds  Annual  Meeting 

Dr.  Frank  F.  Daughters,  general  practitioner  from 
Holladay,  was  elected  president-elect  of  the  Salt  Lake 
County  Medical  Society  at  their  annual  meeting  held 
December  13. 

Salt  Lake  City  ophthalmologist.  Dr.  Homer  E. 
Smith,  succeeded  Dr.  Robert  M.  Dalrymple  as  pres- 
ident. Dr.  Smith  was  elected  last  year  to  serve  as 


president-elect  and  he  will  now  serve  as  president 
during  1966.  Dr.  Smith  presented  a certificate  of 
award  to  Dr.  Dalrymple  for  his  outstanding  service 
during  the  past  year. 

Other  matters  of  business  transacted  included  the 
election  of  Dr.  Henry  A.  Theurer,  Jr.,  as  secretary 
and  Dr.  W.  Lynn  Richards  as  treasurer.  There  were 
30  delegates  and  20  alternate  delegates  also  elected. 

The  doctors  voted  to  donate  $3  per  member  to 
the  University  of  Utah  to  be  used  as  matching  funds 
to  acquire  federal  assistance  for  a medical  library. 

There  were  also  35  doctors  introduced  at  the 
meeting  as  new  members  of  the  society. 

Doctors  Receive  Praise 

Doctors  of  the  Salt  Lake  City  area  received  praise 
from  press,  radio,  and  TV  for  their  response  to  help 
in  the  tragic  airplane  crash  in  Salt  Lake  City  on 
November  11,  which  resulted  in  the  death  of  43  pas- 
sengers. The  doctors,  along  with  nurses,  were  on 
hand  at  the  hospitals  before  the  patients  arrived,  ac- 
cording to  reports. 

Mr.  Bowman,  Executive  Secretary,  USMA,  said: 
“Plans  for  such  an  emergency  have  been  worked  out 
as  part  of  the  civil  defense  program.  We  were  happy 
with  the  speed  shown  in  meeting  this  emergency,  and 
happy  with  the  wholehearted  response  from  our 
doctors.” 


The  meaningful  pause.  The  energ> 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 
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Rocky  Mountain  Medical  Journal 


This  is  the  second  of  a series  of 
informational  articles  on 

THE  MEDICARE  LAW 

PL-89-97 

and  how  it  may  affect  you  and  your  patient 


^^Utilization  Review^^ 


Watch  for  additional  supplements  on  how  Medicare  affects  you  and  your  patients. 
Future  articles  will  cover  new  regulations  as  they  are  developed. 


This  is  designed  for  re- 
moval from  RMMJ  and 
we  urge  you  to  place  it 
in  your  permanent  file 


Section  1816  (b)  of  PL  89-97  states  that:  “The  Secretary  shall  not  enter  into  an 
agreement  with  any  agency  or  organization  under  this  Section  unless  1)  he  finds  . . . 
that  such  agency  or  organization  is  willing  and  able  to  assist  the  providers  to  which 
payments  are  made  through  it  ...  in  the  application  of  safeguards  against  unneces- 
sary utilization  of  services  furnished  by  them  to  individuals  entitled  to  hospital  insur- 
ance benefits  . . . and  the  agreement  provides  for  such  assistance  and  2)  such  agency 
or  organization  agrees  to  furnish  to  the  Secretary  such  of  the  information  acquired  by 
it  in  carrying  out  its  agreement  under  this  Section  as  the  Secretary  may  find  neces- 
sary ...” 

Therefore,  by  virtue  of  its  contractual  relationship  with  the  Federal  Government  it 
must  assume  the  responsibility  to  assist  the  hospitals  and  physicians  in  the  establish- 
ment of  Utilization  Review  Committees. 

The  stated  purpose  of  the  Utilization  Review  Committees  is  to  promote  “The  most 
efficient  use  of  available  health  facilities  and  services”  The  Law  provides  that  such  a 
committee  may  be  “either  (A)  a staff  committee  of  the  institution  composed  of  two  or 
more  physicians,  with  or  without  the  participation  of  other  professional  personnel  or 
(B)  a group  outside  the  institution  which  is  similarly  composed  and  (i)  which  is  estab- 
lished by  the  local  medical  society  and  some  or  all  of  the  hospitals  and  extended-care 
facilities  in  the  locality,  or  (ii)  if  (and  for  so  long  as)  there  has  not  been  established 
such  a group  which  serve  such  institutions,  which  is  established  in  such  other  manner 
as  may  be  approved  by  the  Secretary.” 

As  defined  by  statute,  three  duties  of  the  utilization  review  committee  are  as  follows: 

“ . . . review,  on  a sample  or  other  basis,  of  admissions  to  the  institution,  the  dura- 
tion of  stays  therein,  and  the  professional  services  (including  drugs  and  biologicals) 
furnished  (A)  with  respect  to  the  medical  necessity  of  the  services,  and  (B)  for  the  pur- 
pose of  promoting  the  most  efficient  use  of  available  health  facilities  and  services”;  and 

“ . . . review,  in  each  case  of  in-patient  hospital  services  or  extended-care  services 
furnished  to  such  an  (eligible)  individual  during  a continuous  period  of  extended  dura- 
tion, as  of  such  days  of  such  period  (which  may  differ  for  different  classes  of  cases)  as 
may  be  specified  in  regulations,  with  such  review  to  be  made  as  promptly  as  possible, 
after  each  day  so  specified,  and  in  no  event  later  than  one  week  following  such  day”; 
and 

“ . . . (make)  prompt  notification  to  the  institution,  the  individual,  and  his  attend- 
ing physician  of  any  finding  (made  after  opportunity  for  consultation  to  such  attending 
physician)  by  the  physician  members  of  the  committee  or  group  that  any  further  stay 
in  the  institution  is  not  medically  necessary.” 

Quoting  from  a Bulletin  issued  by  the  Department  of  Health  Education  and  Wel- 
fare, the  Department  amplified  the  provisions  of  the  Law  as  stated  above,  by  answer- 
ing two  specific  questions: 

Q.  How  will  the  utilization  review  provisions  work?  A.  The  provisions  of  the  law 
with  respect  to  the  review  of  utilization  of  services  follow  the  kind  of  recommendations 
for  utilization  review  that  have  been  made  by  private  study  groups.  State  and  national 
medical  societies,  and  State  agencies. 

Hospitals  and  extended  care  facilities  participating  in  the  hospital  insurance  pro- 
gram will  be  required  to  have  in  effect  a utilization  review  plan  providing  for  a review, 
on  a sample  or  other  basis,  of:  admissions  of  beneficiaries  of  the  hospital  insurance  pro- 
gram to  the  institution;  length  of  stays;  and  the  medical  necessity  for  services  provid- 
ed; with  the  objective  of  promoting  the  efficient  use  of  services  and  facilities. 


Regulations  would  provide  the  institution  some  leeway  in  determining  when  the  re- 
view would  have  to  be  carried  out,  and  the  point  at  which  a review  would  be  most  ap- 
propriate might  vary  with  the  diagnosis  and  treatment  involved. 

The  attending  physician  would  have  to  be  offered  an  opportunity  for  consultation 
with  the  physician  members  of  the  review  group  before  there  could  be  a finding  that  a 
beneficiary’s  further  stay  in  the  institution  is  not  medically  necessary;  the  institution 
and  the  attending  physician  would  have  to  be  promptly  notified  of  any  such  finding. 
Where  such  a finding  has  been  made,  the  patient  can  of  course  make  arrangements  to 
continue  to  stay.  But  the  program  could  not  make  payment  for  services  furnished  the 
patient  after  the  third  day  following  the  day  on  which  the  institution  received  notice 
of  the  finding. 

Where  timely  reviews  were  not  being  made,  the  Government  could,  in  lieu  of  termi- 
nating the  agreement  under  which  the  institution  participates  in  the  program,  make  a 
decision  that  the  program  would  make  payment  only  for  the  first  20  days  of  a bene- 
ficiary’s stay  in  the  case  of  a hospital,  or  only  for  days  up  to  a specified  number  (to 
be  specified  in  regulations)  in  the  case  of  an  extended  care  facility. 

Q.  Who  will  conduct  the  utilization  review?  A.  The  review  would  ordinarily  be 
carried  out  by  a staff  committee  of  the  institution,  which  would  have  to  include  two  or 
more  physicians  but  which  could  also  include  other  professional  personnel  such  as  reg- 
istered nurses  and  medical  social  workers.  Alternatively,  the  review  could  be  conduct- 
ed by  a similar  group  outside  the  institution  — preferably  one  established  by  the  local 
medical  society  and  some  or  all  of  the  hospitals  and  extended  care  facilities  in  the 
locality. 

At  a special  session  of  the  House  of  Delegates  of  the  AMA  on  October  2,  1965  the 
AMA  House  adopted  a statement  declaring  that  “hospital  utilization  review  committees 
shall  be  composed  of  practicing  physicians.” 

In  a talk  which  Dr.  Appel  made  before  the  AMA  House,  he  said:  “In  my  mind  the 
autonomy  of  the  medical  staff  of  a hospital  must  be  preserved  if  we  wish  our  patients 
to  receive  the  kind  of  care  they  deserve.  The  determination  of  need  for,  or  extent  of, 
health  care  in  a hospital  cannot  be  made  by  people  not  knowledgeable  in  medicine.  So 
the  medical  staff  of  the  hospital  must  accept  this  responsibility.  It  cannot  permit  lay 
people,  administrators,  social  workers,  to  dictate  to  the  staff  on  these  matters.  And  I 
believe  that  we  shall  need  to  set  up  good  lines  of  communication  and  cooperation  with 
utilization  committees.  If  we  do  not,  I am  certain  that  we  could  wind  up  with  outside 
appointments  to  utilization  committees  — and  I definitely  mean  non-medical  appoint- 
ments. 

“If  the  membership  of  utilization  committees  indeed  are  limited  to  physicians,  then 
a group  of  second  concerns  crops  up,  such  as  the  function  of  the  committees  and  the 
cooperation  with  them  by  physicians.  I personally  believe  that  the  utilization  commit- 
tee should  be  more  of  an  auditing  committee  than  a punitive  body. 

“I  would  be  remiss  if  I did  not  specifically  point  out  the  role  of  the  utilization  com- 
mittee in  the  Medicare  Law.  This  role  is  not  one  that  would  lead  to  refusal  of  hospital 
admission,  or  decree  early  discharge  of  a patient  from  the  hospital.  Under  medicare  the 
decisions  of  the  utilization  committee  would  merely  determine  if  benefits  may  be  paid 
and  when  such  payments  should  terminate. 

“Along  this  line  of  thinking,  the  House,  at  the  Clinical  Session  declared  that  the 
AMA  Advisory  Committee  on  Public  Law  89-97  and  Public  Law  89-239  should  persist 
in  its  efforts  to  achieve  ‘practical  recognition’  by  HEW  of  the  differences  between  utili- 
zation review  and  claims  review.  The  House  adopted  a report  of  the  Council  on  Medical 


Service  which  said  that  ‘widespread  confusion  exists  between  the  utilization  review 
function  and  the  claims  review  function.’  It  also  adopted  a series  of  recommendations 
in  the  report  aimed  at  clearing  the  confusion.” 

Technical  Advisory  Committee  No,  2 of  the  AMA  (Physician  Participation)  met  in 
November  with  HEW,  and  reported  as  follows: 

“A  heated  discussion  of  utilization  review  took  place  with  representatives  of  the 
Social  Security  Administration  when  Technical  Advisory  Committee  No.  2 (Physician 
Participation)  gathered  in  Baltimore  for  its  second  meeting  last  Friday,  November  19, 
1965.  The  specific  purpose  of  this  meeting  was  to  discuss  drafts  of  statements  prepared 
by  the  Social  Security  Administration  staff.  The  draft  statements  were  concerned  with 
the  following  topics:  utilization  review  plan  of  a hospital;  reimbursement  for  physi- 
cians’ services  on  reasonable  charge  basis;  certification  and  recertification  of  physicians 
in  connection  with  reimbursement  of  providers;  and  definitions — physicians’  services; 
medical  and  other  health  services;  and  exclusions  from  coverage. 

“In  specific  reference  to  the  draft  on  Utilization  Review  Plans,  the  AMA  group  re- 
corded strong  objections  to  the  implications  that  state  agencies  might  have  the  re- 
sponsibility to  review  these  plans,  i.  e.,  to  determine  the  effectiveness  by  reviewing 
select  or  sample  cases.  The  Social  Security  staff  was  advised  that  (1)  physicians  can- 
not cooperate  with  such  intervention  by  the  government  agencies;  (2)  the  role  of  fiscal 
intermediaries  should  be  maximized  and  that  of  state  agencies  minimized;  and  (3)  pro- 
posed duplication  of  fiscal  intermediaries  review  would  work  against  compliance  or 
cooperation. 

“Mr.  Arthur  Hess,  Director  of  the  Bureau  of  Health  Insurance,  Social  Security  Ad- 
ministration, stated  that  a state  agency  would  have  to  certify  to  the  Secretary  of  HEW 
that  a provider  of  service  had  an  effective  utilization  review  plan,  but  that  it  need  not 
be  necessary  for  state  agencies  to  make  on-site  surveys.  This  would  probably  depend  on 
whether  the  physician,  hospital,  and  fiscal  intermediary  developed  effective  mechanisms 
that  would  preclude  a need  for  state  agency  service. 

“The  AMA  group  requested  that  HEW  Secretary  Gardner,  the  General  Counsel  and 
the  Health  Insurance  Benefits  Advisory  Council  be  given  the  following  statements: 
‘The  following  strong  recommendations  are  brought  to  your  attention:  1.  That  utiliza- 
tion review  must  be  recognized  as  a professional  medical  concern.  2.  That  intrusion 
into  matters  of  professional  committees  by  governmental  agencies  is  without  prece- 
dent and  in  conflict  with  the  disavowals  of  the  exercise  of  supervision  or  control 
of  Section  1801.  3.  That  maximal  use  of  hospital  staff  authority,  fiscal  intermediary 
evaluation,  and  cooperative  efforts  should  be  relied  upon  for  quality  control  of  Utiliza- 
tion Review.  4.  That  State  agency  involvement  in  case  review  and  survey  or  evalua- 
tion of  actual  committee  function  be  prohibited,  or  limited  to  assessment  of  the  ade- 
quacy of  ‘Plans’  as  submitted  under  proposed  Standard  2.’ 

“The  proposed  Standard  2 for  utilization  review  plans  of  a hospital  is  as  follows: 
‘The  hospital  shall  have  a currently  applicable,  written  description  of  its  utilization 
review  plan.  Such  description  shall  include:  A.  The  organization  and  composition  of 
the  committee  (s)  which  will  be  responsible  for  the  utilization  review  function;  B.  Fre- 
quency of  meetings;  C.  The  type  of  records  to  be  kept;  D.  The  method  to  be  used  in  select- 
ing cases  on  a sample  or  other  basis;  E.  The  definition  of  what  constitutes  the  period 
or  periods  of  extended  duration;  F.  The  relationship  of  the  utilization  review  plan  to 
claims  administration  by  a third  party;  G.  Arrangements  for  committee  reports  and 
dissemination;  H.  Responsibilities  of  the  hospital’s  administrative  staff.’  ” 

Next  month’s  supplement  will  concern  itself  with  Physician  certification 
and  recertification,  and  additional  information  may  then  be  available  in 
regard  to  Utilization  Review  Committees. 


University  of  Colorado  Medical  Center 

A telegram  of  appreciation  and  congratulations 
on  the  establishment  of  the  John  F.  Kennedy  Child 
Development  Center  in  Denver  has  been  received 
by  Dr.  John  J.  Conger,  University  of  Colorado  vice 
president  for  medical  affairs,  from  Sargent  Shriver, 
executive  director  of  the  Joseph  P.  Kennedy  Jr. 
Foundation  in  Washington. 

The  University  Board  of  Regents  recently  formally 
accepted  a gift  of  $92,000  from  the  Kennedy  Foun- 
dation to  complete  funding  for  construction  of  a 
$492,000  facility  for  mentally  retarded  children  at 
the  CU  Medical  Center.  The  Regents  at  the  same 
time  voted  to  designate  the  facility  in  memory  of 
the  late  President  Kennedy. 

The  John  F.  Kennedy  Child  Development  Center, 
which  is  being  created  entirely  without  state  funds, 
will  be  built  on  the  CU  medical  campus  immediately 
east  of  the  present  Children’s  Day  Care  Center.  It 
will  consist  of  two  floors  and  a basement  with  fa- 
cilities to  serve  about  400  children  annually. 

Dr.  Conger  said  the  Kennedy  Center  will  house  a 
coordinated,  area-wide  program  of  diagnosis,  treat- 
ment and  research  in  mental  retardation  and  educa- 
tion of  professionals  for  work  in  the  field.  One  of 
its  services  will  be  as  a referral  unit  to  pursue  inten- 
sive clinical  studies  of  retarded  children  and  to  offer 
evaluation,  diagnosis  and  treatment  to  youngsters 
who  are  retarded,  brain-damaged,  or  suffering  from 
multiple  handicaps  and  other  developmental  prob- 
lems. 

Dr.  Donough  O’Brien,  professor  of  pediatrics  in 
the  CU  School  of  Medicine,  will  serve  as  chairman 
of  an  executive  committee  which  will  administer  the 
center’s  multiple  programs.  Director  of  the  center 
will  be  Dr.  Joseph  P.  Rossi,  assistant  professor  of 
pediatrics. 

Construction  of  the  center  is  expected  to  get  under 
way  next  July,  with  completion  scheduled  by  March 
of  1967. 

❖ ❖ 


Dr.  Charley  J.  Smyth,  head  of  the  Division  of 
Rheumatic  Diseases  in  the  University  of  Colorado 
School  of  Medicine,  has  been  elected  vice  president 
of  the  International  League  Against  Rheumatism  at 
its  recent  world  congress  in  Argentina. 

The  organization  (Ligue  Internationale  contre 
le  Rhumatisme)  was  formed  to  promote  interna- 
tional cooperation  between  existing  European,  Pan 
American  and  Southeast  Asia-Pacific  scientific 
groups  for  the  study,  research  and  control  of  the 
rheumatic  diseases. 


The  league  also  acts  as  a link  between  the  various 
scientific  groups  and  international  organizations  such 
as  the  United  Nations  Educational,  Scientific  and 
Cultural  Organization  and  the  World  Health  Or- 
ganization. The  league’s  next  international  meeting 
will  be  at  Prague,  Czechoslovakia,  in  1969. 

^ ^ 


A gift  of  $1,289.30  from  the  Bent  County  Com- 
bined Fund  for  the  support  of  cancer  research  at 
the  University  of  Colorado  Medical  Center  was  an- 
nounced by  Dr.  John  J.  Conger,  CU  vice  president 
for  medical  affairs  and  dean  of  the  School  of  Medi- 
cine. This  is  the  fifth  year.  Dr.  Conger  said,  in  which 
the  citizens  of  Bent  County  have  chosen  the  CU 
Medical  Center  to  receive  their  cancer  research 
contributions. 

The  Bent  County  cancer  gifts  have  been  used  to 
support  a long-range  investigation  by  Dr.  Carlos  E. 
Garciga,  head  of  the  Division  of  Radiotherapy  in 
the  CU  Department  of  Radiology,  into  the  radiation 
treatment  of  cancer  of  the  female  reproductive  or- 
gans. The  funds  also  have  supported  Dr.  Garciga's 
research  in  thermoluminescent  dosimetry,  a new 
technique  for  the  accurate  measurement  of  radiation 
dosages  delivered  to  organs  and  tissues  within  the 
body. 


University  of  Utah  College  of  Medicine 

Most  doctors  see  very  few  cases  of  poisoning  com- 
pared to  the  hundreds  of  other  health  problems  they 
must  treat,  yet  each  poisoning  case  requires  special- 
ized treatment  on  their  part.  The  problem  of  know- 
ing just  how  to  treat  any  one  of  a hundred  different 
kinds  of  poisoning,  when  cases  are  so  few  and  far 
between,  has  resulted  in  the  establishment  of  a poi- 
son control  center  at  the  new  University  of  Utah 
Medical  Center.  Any  physician  or  citizen  of  Utah 
can  call  upon  the  center  for  assistance  in  coping 
with  poison  cases. 

Dr.  Alan  K.  Done  is  the  director  of  the  Center. 


* * * 


Teenagers  with  mental  disturbances  are  becoming 
so  prevalent  that  special  facilities  should  be  built  to 
help  take  care  of  them,  according  to  Professor  Roger 
Bailey,  FAIA,  of  the  University  of  Utah  Department 
of  Architecture.  Professor  Bailey  and  Dr.  Calvin  W. 
Taylor  of  the  Department  of  Psychology  are  co-di- 
rectors of  the  Architectural  Psychology  Training 
Program  at  the  University. 

The  trend  for  the  future,  according  to  Professor 
Bailey,  will  be  to  design  and  build  community  mental 
health  centers  for  adolescents  which  will  resemble 
residential  schools  and  day  schools  rather  than  insti- 
tutional-type buildings. 
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Dr.  George  M.  Fister,  Ogden,  past-president  of 
the  American  Medical  Association,  and  Dr.  Philip 
B.  Price,  dean  emeritus  of  the  College  of  Medicine, 
were  recently  made  honorary  alumni  of  that  college. 
They  are  the  second  and  third  to  be  so  honored. 
Leland  B.  Flint  received  the  same  honor  last  year. 

* * * 

National  Institutes  of  Health  research  grants  to 
the  University  of  Utah  College  of  Medicine  total 
almost  $3,000,000  annually,  according  to  C.  N. 
Stover,  Assistant  to  the  Dean  in  Charge  of  Financial 
Affairs. 

Many  of  the  research  grants  are  continuing  grants 
that  have  sponsored  research  of  the  Utah  medical 
school’s  faculty  and  their  associates  for  many  years. 
The  first  NIH  extramural  grant  ever  awarded  was 
granted  to  the  Utah  school’s  Department  of  Medi- 
cine in  1945  for  the  study  of  hereditary  disorders 
and  metabolic  diseases,  and  has  continued  since  that 
time. 

More  recently  awarded  grants  include  a $16,231 
grant  supporting  a study  of  peripheral  artery  re- 
sponses in  vascular  hypertension.  Principal  investi- 
gator for  the  project  is  Dr.  Robert  G.  Weaver,  as- 
sociate professor  of  Surgery. 

Another  recent  NIH  award  of  $22,294  supports 
a project  under  the  direction  of  Dr.  Kirsten  Eik-Nes, 
associate  professor  of  Biochemistry.  His  project  in- 
volves the  study  of  the  formation  of  ovarian  and 
testicular  steroids. 


Mid-Line  Forehead  Flap  cont.  from  page  37 

promptly  and  without  evidence  of  swelling  or  dis- 
coloration. A month  later  it  was  divided  above  the 
nasal  defect  and  its  unused  portion  returned  to  the 
forehead.  All  of  the  split  skin  graft  was,  of  course, 
removed  from  its  deep  side  and  from  the  forehead 
except  the  small  area  below  the  hairline  (Fig.  5). 

The  patient  has  remained  well  to  the  present  time. 
She  dresses  a curl  of  hair  over  the  split  skin  graft; 
the  linear  scars  below  it  and  the  restored  lower  two- 
fifths  of  the  right  side  of  the  nose  are  rarely  noticed. 

Discussion 

A recurrent  invasive  basal  cell  carcinoma  has 
apparently  been  cured  by  wide  full  thickness  ex- 
cision including  underlying  bone  in  an  area  no- 
toriously dangerous  for  extension  of  malignant 
tumors.  Intratracheal  anesthesia  was  used  for  the 
initial  wide  excision,  but  the  other  three  oper- 
ations were  done  under  local.  A functionally  and 


cosmetically  intolerable  defect  has  been  repaired 
with  a dependable  lined  flap  after  a sensible  delay 
for  observation.  Skin  of  the  best  possible  match 
in  color  and  quality  has  restored  the  beauty  and 
social  confidence  of  a splendid  woman. 


Fig.  5.  Final  result.  Color  and  quality  of  graft 
match  the  nose  perfectly;  linear  scars  about  its  bor- 
der, upon  the  cheek  and  forehead  are  minimum. 
Donor  site  at  hairline  is  casually  covered  by  a curl 
of  hair. 

Caution  must  always  be  observed  in  planning 
and  moving  a skin  flap  at,  upon,  or  across  the 
mid-line  anywhere  upon  the  body  surface  where 
blood  vessels  are  usually  small  and  comparatively 
few.  The  forehead  is  probably  the  best  risk  in 
this  respect. 

We  are  reminded  never  to  trade  one  defect  for 
another,  or  two  for  one,  without  painstaking  con- 
templation of  the  route  to  be  followed  and  the 
“tracks”  that  we  leave  in  our  wake.  • 
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An  eight-year-old  may  not 
need  digestive  enzymes... 

BUT  troublesome  gas,  belching  and  cramps  are 
common  complaints  of  many  patients  regardless  of 
age.  Pentazyme  will  give  these  patients  fast  relief 
when  the  diagnosis  is  enzyme  insufficiency. 

Pentazyme  offers  5 supplemental  digestive  en- 
zymes in  one  enteric-coated  tablet  for  release  at  the 
natural  sites  of  action.  Three  tablets,  the  usual  daily 
dose,  will  digest  50%  of  the  starch,  40%  of  the  protein 
and  20%  of  the  fat  in  a balanced  2500  calorie  diet. 

For  patients  with  short-term  or  chronic  digestive 
problems,  prescribe  Pentazyme. 

For  complete  information  and  samples, 
write  fo  Depf.  RM-100 


THE  ULMER 
PHARMACAL 
COIVIPA!\!Y 

1400  Harmon  Place, 
Minneapolis,  Minn. 
55403 
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Spring  Clinics 

Spring  Clinics  of  Children’s  Hospital,  Denver, 
will  be  held  on  June  13,  14,  and  15,  1966.  Guest 
speakers  will  be  Robert  Greenberg,  MD,  Stanford 
University,  Eugene  Lahey,  MD,  University  of  Utah 
and  Hugh  Lynn,  MD,  the  Mayo  Clinic.  For  in- 
formation write:  Joseph  Butterfield,  MD,  Children’s 
Hospital,  Denver,  Colorado  80218. 

Postgraduate  Courses 
For  the  Internist 

University  of  Colorado 
School  of  Medicine 
Denver,  Colorado 

March  16-18,  1966 

Ultrasonic  Diagnosis 

April  4-8, 1966 

Recent  Advances  in  Gastroenterology 
AND  Gastrointestinal  Pathology 

April  28-30, 1966 
Clinical  Dermatology 
Limited  to  32 

June  3-4,  1966 

Medical  Alumni  Clinic  Days 

August  8-12, 1966,  Estes  Park,  Colorado 
Internal  Medicine 

October  3-5, 1966,  Estes  Park,  Colorado 
The  Hospital  Medical  Staff 

October  6-8, 1966,  Estes  Park,  Colorado 

Medical  Education  in  the  Hospital 

One  Week,  Three  Times  Yearly 
Respiratory  Care 

Third  Friday  of  Month 
October  through  May 
Medicine  Postgraduate  Day 

Pediatrics 

The  Intermountain  Pediatrics  Society  will  hold 
their  annual  spring  meeting  at  the  Hotel  Tropicana 
in  Las  Vegas,  Nevada  on  April  4,  5 and  6,  1966. 

The  speakers  will  be  Dr.  Mary  Ellen  Avery,  Dr. 
Marvin  Cornblath,  Dr.  M.  Eugene  Lahey,  and  Dr. 
Reginald  Lourie. 

For  information  regarding  registration  write  to 
John  F.  Wilson,  MD,  c/o  University  of  Utah  Med- 
ical Center,  50  North  Medical  Drive,  Room  2B  404, 
Salt  Lake  City,  Utah. 


Fourth  Annual  Psychiatric  Seminar  of 
New  Mexico  Medical  Society;  AAGP; 

State  Hospital;  Medical  School  of 
University  of  New  Mexico 

Friday,  March  4,  1966 — State  Hospital,  Las  Vegas, 
New  Mexico 

“Emotional  Problems  of  Teenagers” — Dr.  William 
Sheeley,  Superintendent  of  Arizona  State  Hos- 
pital and  formerly  Director  of  the  General  Prac- 
titioner Graduate  Education  Psychiatric  Program 
of  the  American  Psychiatric  Association. 
“Depression”- — Dr.  Robert  Dovenmuehle,  Director 
of  Psychiatric  Education  of  the  WICHE  in  Boul- 
der, Colo. 

“Psychiatric  Emergencies” — Dr.  Dovenmuehle 
“Functional  Disorders”^ — Dr.  Sheeley 
“Interviewing  Techniques” — Dr.  Robert  Senescu, 
Chairman  of  the  Dept,  of  Psychiatry,  Medical 
School,  University  of  New  Mexico,  Albuquerque. 

Saturday,  March  5,  1966 

Three  lectures  followed  by  small  discussion  groups.- — 
Dr.  William  Sears,  Psychiatric  Consultant,  New 
Mexico  State  Hospital,  Las  Vegas,  New  Mexico; 
Dr.  John  Abrums,  Director  of  the  Turquoise 
Lodge  of  the  State  Commission  on  Alcoholism  in 
Albuquerque. 

Luncheon  and  a panel  on  relationship  of  various  dis- 
ciplines in  Psychiatry. 

“Community  Resources  Available  to  the  Physician 
Managing  Psychiatric  Disorders” — Dr.  Sheeley 
“Geriatric  Psychiatry” — Dr.  Dovenmuehle 
“Summary  With  Practical  Applications” — Dr. 
Senescu. 

There  is  no  registration  fee.  The  Town  House  and 
the  Palamino  Motels  in  Las  Vegas  will  serve  as  head- 
quarters. All  of  the  lectures  and  the  luncheons  will 
be  held  at  the  State  Hospital  north  of  Las  Vegas. 

For  information  about  local  arrangements  or  motel 
reservations  write  Dr.  Carl  Hallford,  720  University 
Avenue,  Las  Vegas,  New  Mexico. 

Fourth  Biennial  Las  Vegas  Caneer  Seminar 

Sponsored  by  the  Nevada  Chapter  of  the 
American  Cancer  Society 

April  21-23,  1966 

Flamingo  Hotel,  Las  Vegas,  Nevada 

This  three  day  spring  meeting  will  follow  the  mul- 
tiple discipline  approach  to  the  latest  investigation 
and  treatment  of  cancer. 

The  guest  faculty  will  include:  Doctor  Karl  P. 
Klassen,  Chief,  Division  of  Thoracic  Surgery,  Ohio 
State  University;  Owen  Wangenstein,  Professor  and 
Chairman  of  Department  of  Surgery,  University  of 
Minnesota;  Lawrence  J.  McCormick,  Director, 
Pathology  Laboratory,  Cleveland  Clinic;  Robert  D. 
Sullivan,  Director  Cancer  Research  Laboratories,  The 
Lahey  Clinic,  Boston;  Matthew  Block,  Professor  and 
Chairman  of  the  Department  of  Medicine,  University 
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of  Colorado;  Roger  Williams,  Professor-Chairman 
Department  of  Medicine,  University  of  Texas,  Col- 
lege of  Medicine,  Galveston,  Texas  branch;  Hugh 
Auchincloss,  Associate  Professor  of  Surgery,  Colum- 
bia, New  York;  George  Block,  Associate  Professor 
of  Surgery,  University  of  Chicago;  Mason  Morfit, 
Professor  of  Surgery,  University  of  Colorado; 
Robert  Izant,  Associate  Professor  and  Chief,  Di- 
vision of  Pediatrics  Surgery,  Western  Reserve;  Roger 
Harvey,  Professor  and  Chairman,  Department  of 
Radiology,  University  of  Illinois. 

The  Seminar  will  coincide  with  the  Desert  Inn 
Tournament  of  Champions  Golf  Tournament  which 
may  be  seen  by  those  attending. 

Registration  Fee — $25.00.  For  advance  registra- 
tion, contact — L.  C.  Roettig,  MD,  3196  Maryland 
Parkway,  Las  Vegas,  Nevada. 

Postgraduate  Course  in  Allergy  and  Related 
Endoerinological  Problems 

June  27  through  July  1, 1966 

Wort  Hotel,  Jackson,  Wyoming 

In  Cooperation  with  the  Wyoming  State  Medical 

Society 

For  information  and  registration,  write  to:  Russell 
I.  Williams,  MD,  Director,  Professional  Building, 
1605  East  19th  Street,  Cheyenne,  Wyoming. 


Oropharyngeal  Tularemia  cont.  from  page  42 

predisposing  conditions  (neonatal  period,  malig- 
nancy, antimicrobial  therapy,  etc.)  and  positive 
cultures  for  the  fungus  aid  in  clinical  diagnosis. 

The  most  frequent  non-infectious  causes  of 
tonsillar  and  pharyngeal  exudation  are  the  blood 
dyscrasias.^"^  Agranulocytosis  and  leukemia  may 
be  present  with  fever  and  ulcerative  or  exudative 
pharyngeal  lesions.  Appropriate  diagnostic  tests 
include  complete  examination  of  the  peripheral 
blood  and  bone  marrow. 

Recently,  it  has  been  noted  that  B~hemolytic 
streptococcal  tonsillopharyngitis  may  persist  despite 
adequate  penicillin  therapy  due  to  the  presence  of 
a penicillinase-producing  organism  in  the  pharynx, 
usually  the  staphylococcus.^®  The  isolation  of 
penicillinase-producing  organisms  in  addition  to 
Beta  hemolytic  streptococci  should  alert  the  physi- 
cian to  this  possibility.  The  use  of  a second  anti- 
microbial agent  effective  against  the  penicillinase- 
producing  organism  usually  results  in  complete 
resolution. 


Summary 

An  instance  of  the  oropharyngeal  form  of  tu- 
laremia has  been  presented.  Severe  ulcerative  sto- 
matitis and  tonsillopharyngeal  exudation  were  ob- 
served in  association  with  a prolonged  fever,  un- 
responsive to  penicillin  and  triple  sulfa  therapy. 
Diagnosis  was  established  by  the  demonstration  of 
a rising  serum  tularemia  agglutinin  titer  and 
prompt,  complete  recovery  followed  streptomycin 
therapy.  The  differential  diagnosis  of  exudative 
tonsillopharyngitis  is  discussed.  • 

Acknowledgements:  The  authors  are  indebted  to  Lawrence 
Cohen,  MD,  who  referred  the  child  to  us,  and  to  Helen  A. 
Moore,  MD,  Director,  Division  of  Preventive  Medicine, 
Wyoming  State  Department  of  Health  for  providing  the 
epidemiologic  observations. 


REFERENCES 

'Hughes.  W.  T.,  and  Etteldorf,  J.  N.:  Oropharyngeal  Tulare- 
mia. J.  Pediat.  51:363,  1957. 

'McGovern,  F.  H.:  Primary  Tularemic  Ulcers  in  Pharynx. 
J.A.M.A.  107:1629,  1936. 

' Foshay,  Lee:  The  Nature  of  the  Bacterial-Specific  Intrader- 
mal  Antiserum  Reaction.  J.  Infect.  Dis.  59:330,  1936. 

'Stuart,  B.  M.,  and  Pullen.  R.  L.:  Communicable  Diseases. 
Philadelphia,  1950,  pp.  641-658. 

“ Hopla,  C.  E. : The  Transmission  of  Tularemia  Organisms 
by  Ticks  in  the  Southern  States.  South.  Med.  J.  53:92.  1960. 

® Krugman,  S.,  and  Ward,  R.:  Infectious  Diseases  of  Children. 
Saint  Louis,  C.  V.  Mosby  Co.,  1964. 

'Scott,  T.  F.  M.,  Steigman,  A.  J.,  and  Convey,  J.  H.:  Acute 
Infectious  Gingivostomatitis:  Etiology,  Epidemiology,  and 
Clinical  Picture  of  a Common  Disorder  Caused  by  the  Virus 
of  Heyes  Simplex.  J.A.M.A.  117:999,  1941. 

* Heubner,  R.  J.,  Beeman,  E.  A.,  Cole,  R.  M.,  Beigelman,  P.  M., 
and  Bell,  J.  A.:  The  Importance  of  Coxsackie  Viruses  in 
Human  Disease,  Particularly  Herpangina  and  Epidemic  Pleu- 
rodynia. New  Eng.  J.  Med.  247:249,  285,  1952. 

'Parrott,  R.  H.:  Adenovirus  and  Parainfluenza  Virus  Infec- 
tions. Pediat.  Clin.  N.  America  7 :965,  1960. 

"Evans,  A.  S.,  and  Dick,  E.  C.:  Acute  Pharyngitis  and  Ton- 
sillitis in  University  of  Wisconsin  Students.  J.A.M.A.  190:699, 
1964. 

" Hilleman,  M.  R.,  Hamparian,  V.  V.,  Ketler,  A.,  Reilly,  C.  M., 
McClelland,  L.,  Cornfeld,  D.,  and  Stokes,  J.:  Acute  Respira- 
tory Illnesses  Among  Children  and  Adults.  J.A.M.A.  180:445. 
1962. 

"Parrott,  R.  H.,  Vargosko,  A.  J.,  Kim,  H.  W.,  and  Chanock,  R.: 
Clinical  Respiratory  Syndromes  Among  Children.  Amer.  Rev. 
Resp.  Diseases  88:Part  2,  73,  1963. 

" Hoagland.  R.  J.:  The  Clinical  Manifestations  of  Infectious 
Mononucleosis,  A Report  of  Two  Hundred  Cases.  Amer.  J. 
Med.  Sci.  240:21,  1960. 

"Smith,  N.,  and  Vaughn,  V.  in  Textbook  of  Pediatrics.  Ed. 
Nelson,  W.  E.  Philadelphia,  Saunders  & Co.,  8th  Ed.,  1964, 
pp.  1046  and  1048. 

"Simon,  H.  J.,  and  Sakai,  W.:  Staphylococcal  Antagonism 
to  Penicillin-G  Therapy  of  Hemolytic  Streptococcal  Pharyn- 
geal Infection:  Effect  of  Oxacillin.  Pediat.  31:463,  1963. 
"Steigman,  A .J.,  Lipton,  M.  M.,  and  Braspermickx,  H.: 
Acute  Lymphonodular  Pharyngitis.  A Newly  Described  Con- 
dition Due  to  Coxsackie  A Virus.  J.  Pediat.  61:331,  1962. 


for  February,  1966 


67 


Psychological  Impact  cont.  from  page  48 

How  can  the  physician,  however,  recognize 
those  few  cases  in  which  telling  the  patient  the 
facts  may  turn  out  to  be  harmful?  There  is,  of 
course,  no  formula  for  this,  and  no  neat  set  of 
contra-indications  to  telling.  However,  probably 
no  single  sign  is  more  important  than  the  extent 
to  which  a patient  uses  denial  in  avoiding  any  con- 
sideration of  cancer  during  a diagnostic  work-up. 
Clues  here  are  seeming  panicky  at  even  a hint  of 
cancer,  hysterical  symptoms  like  semi-fainting  or 
globus  hystericus  at  any  mention  of  the  possibil- 
ity of  cancer,  or  quickly  changing  the  subject  if 
cancer  enters  as  a topic.  Such  a patient  is  reveal- 
ing ego  weaknesses  which  his  doctor  will  be  wise 
to  fully  respect  in  the  interest  of  his  emotional 
adjustment. 

Whatever  the  patient  is  told,  those  who  treat, 
or  deal  or  help  with  cancer  patients  must  always 
live  by  one  philosophy — never  allow  a totally 
hopeless  outlook  toward  a cancer  patient.  Al- 
though it  would  be  equally  unfortunate,  not  to 
mention  unethical,  to  promise  any  impossible 
cure,  are  not  all  who  work  with  cancer  patients 
really  obligated  to  keep  aUve,  and  not  extinguish, 
any  flame  of  hope  in  the  patient  or  in  his  family? 

Feeding  a universal  matrix  of  faith  and  hope  is 


a basic  responsibility  toward  any  person  deathly 
ill  with  any  disease,  but  in  relationship  to  a pa- 
tient with  cancer,  hope  is  a sine  qua  non.  • 

REFERENCES 

^ Marmor,  J. : The  Cancer  Patient  and  His  Family.  The  Psy- 
chological Basis  of  Medical  Practice.  Ed.  Lief,  Lief  & Lief, 
publ.  Harper  & Row,  309-317,  1963. 

* Adsett,  C.  A.:  Emotional  Reactions  to  Disfigurement  from 
Cancer  Therapy.  Canadian  Medical  Journal  89:385-391,  1963. 
^Sutherland,  A.  M.:  Psychological  Impact  of  Cancer  and  Its 
Treatment.  Medical  Clinics  of  North  America,  Saunders, 
705-720,  1956. 

^ Senescu,  R.  A.:  The  Development  of  Emotional  Complica- 
tions in  Patient  with  Cancer.  Jour,  of  Chronic  Diseases 
16:813-831,  1963. 

’’  Friedman,  S.  B.,  Chodoff,  P.,  Mason,  J.  W.,  and  Hamburg, 
D.  A.:  Behavioral  Observations  on  Parents  Anticipating  the 
Death  of  a Child.  Pediatrics  32:610-625,  1963. 

« Chodoff , P.,  Friedman,  S.  B.,  and  Hamburg,  D.  A.:  Stress, 
Defenses  and  Coping  Behavior:  Observations  in  Parents  of 
Children  with  Malignant  Disease.  American  Journal  of  Psy- 
chiatry 120:743-749,  1964. 

’Bozeman,  M.  F.,  Orbach,  C.  E.,  and  Sutherland,  A.  M.:  Psy- 
chological Impact  of  Cancer  and  Its  Treatment — The  Adapta- 
tion of  Mothers  to  the  Threatened  Loss  of  Their  Children 
Through  Leukemia:  Part  I.  Cancer  8:1019,  1955. 

® Bard,  M.,  and  Sutherland,  A.  M.:  Psychological  Impact  of 
Cancer  and  Its  Treatment — Adaptation  to  Radical  Mastec- 
tomy. Cancer  8:656-672,  1955. 

^ Deitch,  B.,  and  Shulkin,  M.  W.:  Management  of  Depression 
with  Cancer.  Psychosomatic  Medicine,  The  First  Hahnemann 
Symposium,  Lea  and  Febiger,  928-930,  1962. 

“ Drellich,  M.  G.,  Bieber,  I.,  and  Sutherland,  A.  M. : The 
Psychological  Impact  of  Cancer  and  Cancer  Surgery — Adapta- 
tion to  Hysterectomy.  Cancer  9:1120-1126,  1956. 

“Perrin,  G.  M.,  and  Pierce,  I.  R.:  Psychosomatic  Aspects  of 
Cancer.  Psychosomatic  Medicine  21:397-420,  1959. 

“ Rennaker,  R.,  and  Cutler,  M.:  Psychological  Problems  of 
Adjustment  to  Cancer  of  the  Breast.  J.A.M.A.  148:833-838, 
1952. 

“ Sutherland,  A. : Psychological  Impact  of  Cancer  Surgery. 
Public  Health  Reports  67:1139-1143,  1952. 


Announcement  From  the  Epilepsy  Foundation 

A recent  publication,  “Quackery’s  ‘Gray  Area’ — Mail  Order  Treatment  of  Epilepsy,”  is  avail- 
able at  no  cost  to  organizations  and  individuals  anywhere  in  the  United  States.  Because  the  Epi- 
lepsy Foundation  believes  that  a strong  doctor-patient  relationship  is  important  in  the  suc- 
cessful treatment  of  epilepsy,  it  is  urged  that  anyone  concerned  with  epilepsy  read  this 
publication  carefully.  Address:  The  Epilepsy  Foundation,  1419  H St.,  NW,  Washington,  D.  C., 
20005. 
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STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  (Riboflavin) 

1 0 mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  85  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B,  2 Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults.  1 

capsule 

daily,  for  the  treatment  of  vitamin 

deficien- 

cies.  Supplied  in  decorative  “reminder" 

jars  of  30  (one  month’s  supply) 
(three  months'  supply) 

and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 


GLUCOLA 

Carbonated  Preparation  for 
Carbohydrate  Tolerance  Tests 

NEW 

. For  use  in  glucose 
tolerance  tests 
. In  preference  to  the 
postprandial  test  meal 


-T 


! 


A NEW  SOLUTION  FOR  AN  OLD  PROBLEM 

Ready  to  use  • Pleasant  tasting  cola  flavor  • Well  tolerated 

A 7-ounce  bottle  of  Glucola  provides  a liquid  oral  loading  dose  equivalent  to 
75  Grn.  of  glucose*  for  carbohydrate  tolerance  testing.  Glucola  avoids  the 
nausea  that  frequently  results  from  lingering  sweet  laboratory  preparations, 
and  the  occasional  emesis  that  necessitates  rescheduling  the  test.  With 
Glucola,  no  time  is  lost  weighing  and  mixing  glucose  “cocktails”— only  a 
bottle  opener  is  needed.  ,s3,Ra)64 

*The  rapidly  hydrolyzable  saccharides  in  this  formulation  assure  optimum  absorption  and  glucose 
levels  comparable  to  those  obtained  with  a 100  Gm.  loading  dose. 

Available  through  your  regular  supplier; 

cartons  of  12  7-oz  bottles  (6  bottles 
per  pack,  2 packs  per  carton). 


Ames  Company,  Inc. 
Elkhart,  Indiana 
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DELEGATES  REPORT  OF  THE  19TH 
CLINICAL  CONVENTION  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION 

The  19th  Annual  Clinical  Session  of  the  AM  A 
was  held  in  Philadelphia  from  November  28  to 
December  1,  1965.  For  Americans  from  any  state  in 
the  Union,  a visit  to  Philadelphia  is  like  a visit  to  the 
old  hometown.  Philadelphia  is  where  our  nation  was 
born,  where  the  United  States  began.  It  is  where 
American  history  comes  alive.  In  the  heart  of  old 
Philadelphia,  in  an  area  called  “America’s  most  his- 
toric mile,”  is  the  greatest  concentration  of  reminders 
of  the  Revolution  and  the  establishment  of  the 
United  States  as  a free  and  independent  nation.  It  is 
quite  appropriate  that  the  meeting  be  held  in  this 
city  in  1965,  because  Philadelphia  is  observing  the  bi- 
centennial of  medical  education  in  tbe  United  States. 
The  American  medical  education  was  born  in  1765 
with  the  founding  of  the  School  of  Medicine  of  the 
University  of  Pennsylvania  in  Philadelphia. 

The  convention  attendance  was  9,423  including 
4,619  physicians.  Citizens  of  the  city  were  very  hos- 
pitable and  did  everything  in  their  power  to  make 
this  convention  a success.  Convention  features  in- 
cluded a comprehensive  scientific  program,  the  new 
postgraduate  course,  special  clinical  workshops  and 
a meeting  of  the  House  of  Delegates,  the  AMA’s 
policy-making  body.  The  scientific  program  was  de- 
signed to  be  of  value  to  the  practicing  physician. 
Topics  included  ulcerated  colitis,  gram-negative  bac- 
terial infections,  medical-surgical  review  of  cardio- 
vascular surgery,  drug  therapy  in  rheumatology,  and 
cancer  chemotherapy  and  preventive  surgery. 

A new  feature  of  this  year’s  Clinical  meeting,  was 
a series  of  Clinical  Workshops,  in  which  physicians 
attending  the  Convention  participated.  The  pre-con- 
vention activities  were  outstanding.  There  was  a con- 
ference on  utilization  review,  sponsored  by  the  Coun- 
cil on  Medical  Service,  on  Saturday,  November  27; 
its  purpose  being  to  explore  the  philosophy,  mode  of 
operation,  and  value  of  the  hospital  utilization  review 
plans.  The  Annual  Conference  on  the  Medical  As- 
pects of  Sports  was  held  on  Sunday,  November  28. 
Tbe  program  was  of  great  interest,  to  high  school  and 
college  team  physicians. 

Owen  B.  Murphy  of  Lexington,  Kentucky  is  chair- 
man of  the  Committee  on  Medical  Aspects  of  Sports. 
Thomas  B.  Quigley  of  Boston  gave  a paper  on  “Con- 
tributions of  Sports  to  Medicine”;  and  there  was  a 
Symposium  on  Sports  Trauma  to  the  Head  and  Neck, 
as  well  as  discussion  groups  on  the  Readiness  for 
Sports,  the  Atypical  Student  in  Athletics,  and  Special 
Problems  in  Sports.  A very  interesting  presentation 
was  a Symposium  on  Weight  Control  in  Wrestling 
and  another  Symposium  on  the  Knee  in  Sports.  These 


were  all  extremely  rewarding.  A special  exhibit  on 
fractures  attracted  large  crowds. 

The  six  breakfast  round-table  discussions,  two 
held  each  morning  at  the  Warwick  Hotel,  were  well 
attended.  The  subjects  discussed  were  “Gynecologic 
Difficulties  in  the  Adolescent”  by  Mary  DeWitt 
Pettit,  Professor  and  Chairman,  Department  of  Gy- 
necology and  Obstetrics,  and  Elsie  Reid  Carrington, 
Research  Professor  of  Gynecology  and  Obstetrics, 
both  from  Woman’s  Medical  College  in  Pennsylvania. 
Another  round-table  was  the  “Early  Management  of 
Patients  Injured  in  Automobile  Accidents”  by  Donald 
R.  Cooper,  Professor  and  Chairman,  Department  of 
Surgery,  and  James  G.  Bassett,  Professor  of  Surgery, 
both  of  Woman’s  Medical  College  who  were  the 
participants. 

The  film  program  was  outstanding.  There  were  22 
medical  motion  pictures  featuring  Obstetrics  and 
Care  of  the  Newborn,  Cardiac  Failure  in  Infancy, 
Physical  Diagnosis  of  the  Abdomen  in  Infants  and 
Children,  Reprieve  from  Lethal  Infection,  Modern 
Management  of  Pregnancy  in  the  Rh-negative  series 
and  many  other  outstanding  programs. 

Our  Delegation  worked  hard  and  were  successful 
in  getting  the  23rd  Annual  Clinical  Session  of  the 
AMA  for  our  city  in  1969.  This  gives  our  economy 
a great  boost  and  is  a rare  opportunity  for  tbe  doc- 
tors in  our  state  to  attend  and  participate  in  this  very 
outstanding  program.  We  hope  that  everyone  will 
take  advantage  of  it.  The  House  of  Delegates  met  at 
the  Philadelphia  Sheraton.  The  sessions  were  long 
and  arduous.  One  of  the  very  pleasant  points  was  the 
increase  in  the  number  of  contributions  to  the  AMA- 
ERF.  The  Auxiliary  activities  were  well  attended.  We 
will  enumerate  the  activities  of  the  House  in  this 
report  and  be  prepared  to  fill  in  on  the  details  at  our 
session  at  our  own  Midwinter  Clinics. 

“Usual  and  customary”  fees  and  prevailing  fees, 
abortion  and  sterilization,  billing  and  payment  for 
medical  services,  membership  dues,  organization  of 
the  House  of  Delegates,  and  federal  health  care  laws 
were  among  the  major  subjects  acted  upon  by  tbe 
House. 

President  James  Z.  Appel  in  his  address  to  the 
House  on  Sunday  described  medicine’s  efforts  “to 
guide  in  the  best  possible  direction  the  actions  that 
government  agencies  are  now  taking  to  activate 
existing  law  (PL  89-97).”  He  then  reviewed  the 
activities  and  responsibilities  of  tbe  six  technical  ad- 
visory committees  under  the  Medicare  law. 

“Their  suggestions  have  been  received  favorably 
in  most  instances,”  he  said.  “And  we  are  hopeful 
that  they  will  be  translated  into  the  final  published 
regulations  . . . (but)  we  know  that  in  certain 
significant  instances  this  will  not  be  true.” 

The  House  elected  Dr.  Drew  M.  Petersen  of  Og- 
den, Utah,  to  fill  an  unexpired  term  on  the  Council 
on  Medical  Service. 

“Usual  and  Customary”  and  Prevailing  Fees 

One  of  the  most  controversial  issues  before  tbe 
House  and  the  Reference  Committee  on  Insurance 
and  Medical  Service  was  the  “usual  and  customary” 
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fee  concept  and  the  prevailing  fees  program  of  the 
National  Association  of  Blue  Shield  Plans. 

The  House  reaffirmed  its  support  of  the  “usual 
and  customary”  fee  concept  as  the  basis  for  reim- 
bursing physician  participants  in  government  pro- 
grams at  all  levels  of  government.  It  also  urged  “the 
individual  physician’s  usual  and  customary  fee  con- 
cept to  all  third  parties.” 

It  took  this  action  after  modifying  a Board  of 
Trustees’  report  on  the  new  “prevailing  fees”  pro- 
gram of  NABSP.  The  modified  report  recommended: 

“That  the  concept  of  the  prevailing  fees  program 
of  the  NABSP  be  noted  as  one  of  the  methods  of 
compensation  in  those  regions  where  the  prevailing 
fees  program  is  approved  by  the  local  or  state  medi- 
cal society.” 

In  its  report,  the  Board  recalled  a statement  adopt- 
ed by  the  House  at  the  1965  Annual  Convention, 
which  recommended  that  when  government  assumes 
financial  responsibility  for  an  individual’s  health  care, 
reimbursement  for  professional  services  should  be  on 
the  same  basis  as  in  the  case  of  other  indispensable 
elements  of  health  care. 

“Therefore,  reimbursement  for  the  services  of 
physicians  participating  in  government-supported 
programs  should  be  on  the  basis  of  ‘usual  and  cus- 
tomary’ fees,”  the  statement  said. 

Abortion  and  Sterilization 

Recommendations  for  the  enactment  of  legislation 
to  legalize  abortion  and  sterilization  under  certain 
conditions  were  referred  to  the  Board  for  further 
study.  This  action  was  taken  after  the  House  had 
received  a report  from  the  Board  containing  the 
recommendations  of  the  Committee  on  Human  Re- 
production. 

The  House  did  suggest  that  the  AMA  can  “render 
a distinct  public  service  in  this  matter  by  conferring 
with  other  interested  groups  such  as  lawyers,  clergy, 
sociologists,  legislators,  and  government  administra- 
tors.” 

It  concurred  in  the  reference  committee’s  report 
that  “it  is  not  appropriate  at  this  time  for  the  AMA 
to  recommend  the  enactment  of  legislation  in  this 
matter  (abortion)  for  all  states.  The  problem  is 
essentially  one  for  resolution  by  each  state  through 
action  of  its  own  legislature.” 

The  report  also  stated  that  “it  is  true  that  there 
are  medical  implications  in  such  legislative  decisions; 
physicians  in  each  state  should  freely  provide  infor- 
mation and  guidance  on  these  medical  implications. 
However,  enacting  laws  to  integrate  the  medical  as- 
pects with  the  moral,  ethical,  religious,  economic, 
social  tradition,  and  other  aspects  of  the  problem  is 
clearly  the  exclusive  prerogative  and  the  responsi- 
bility of  the  legislature  of  each  separate  state.” 

In  its  report  the  committee  said  the  problems  of 
sterilization  “appear  subject  to  the  same  general  con- 
siderations as  the  problems  of  abortion.” 

On  the  problem  of  contraception  the  House  re- 
affirmed its  1964  policy  statement  that  “the  pre- 
scription of  child-spacing  measures  should  be  avail- 
able to  all  patients  who  require  them,  consistent  with 


their  creed  and  mores,  whether  they  obtain  their 
medical  care  through  private  physicians  or  tax  or 
community-supported  health  services.” 

It  also  endorsed  a statement  that  “appropriate 
legislation  be  enacted,  wherever  necessary,  so  that 
all  physicians  may  legally  give  contraceptive  informa- 
tion to  their  patients,  consistent  with  the  policy  state- 
ment of  December,  1964,  and  with  the  judgment 
and  conscience  of  each  individual  physician.” 

Billing  and  Payment  for  Medical  Services 

Eight  statements  on  fees  charged  by  physicians 
for  medical  services  were  affirmed  by  the  House. 
These  are  applicable  “irrespective  of  whether  such 
fees  are  paid  by  the  patient,  or  paid  or  reimbursed 
in  whole  or  in  part  under  Public  Law  89-97,  or  any 
other  third  party  plan,”  the  House  stated.  Here  are 
the  eight  statements; 

“1.  The  intimate  relationship  between  physician  and  pa- 
tient is  served  best  without  the  interposition  of  any  third 
party  carrier,  whether  in  the  area  of  diagnosis  and  treatment 
or  the  payment  for  these  services. 

“2.  It  is  the  patient’s  responsibility  to  deal  with  third  party 
carriers  in  the  area  of  financial  assistance  provided  that  the 
physician  is  at  all  times  mindful  of  his  obligations  to  the 
patient  imder  Section  1 of  the  Principles  of  Medical  Ethics. 

“3.  The  physician-patient  relationship  is  served  best  when 
there  is  an  advance  imderstanding  regarding  the  payment  of 
fees  and  the  physician  bills  the  patient  directly  for  services 
rendered.  However,  the  physician  is  ethically  free  to  choose 
in  each  case  the  manner  in  which  he  is  to  be  compensated, 
based  upon  the  exercise  of  his  independent  judgment. 

"4.  The  American  Medical  Association  does  not  approve  of 
any  program  which  may  directly  or  indirectly  promote  the 
charging  of  excessive  fees  or  which  Interferes  with  the 
physician’s  right  to  charge  fees  commensurate  with  the 
services  he  renders. 

“5.  The  American  Medical  Association  opposes  any  program 
of  dictation,  interference,  or  coercion,  whether  direct  or  in- 
direct, affecting  the  freedom  of  choice  of  the  physician  to 
determine  for  himself  the  extent  and  manner  of  participation 
or  financial  arrangement  under  which  he  shall  provide 
medical  care  to  patients  under  Public  Law  89-97,  or  other 
third-party  plans. 

“6.  It  should  be  remembered  that  insurance  does  not 
create  any  new  wealth.  It  merely  assists  in  conservation.  In- 
surance may  conserve  the  ability  of  an  insured  person  to 
fulfill  his  normal  financial  obligations.  It  does  not  enhance 
his  ability  to  discharge  added  responsibilities  if  they  are  in 
the  form  of  increased  fees.  To  use  insurance  as  an  excuse  to 
revise  professional  fees  upward  is  but  to  contribute  to  the 
defeat  of  its  purpose.  If  these  indisputable  and  self-evident 
facts  are  not  embraced  by  the  entire  membership  of  the 
profession,  then  it  will  have  dealt  irreparable  harm  to  the 
whole  movement.  Also,  any  such  failure  might  give  impetus 
to  whatever  demand  now  exists  for  forcing  rigid  benefit 
schedules  on  the  professional.  (The  foregoing  is  from  a 
report  of  the  Council  on  Medical  Service  to  the  House  of 
Delegates  at  the  Clinical  Meeting  in  1954.) 

“7.  The  charging  of  an  excessive  fee  is  unethical  and  is 
contrary  to  Section  7 of  the  Principles  of  Medical  Ethics. 
The  physician’s  fee  should  be  commensurate  with  the  servic- 
es rendered  and  the  patient’s  ability  to  pay.  (The  foregoing 
is  from  a report  of  the  Judicial  Council  which  was  approved 
by  the  House  of  Delegates  at  the  Clinical  Meeting  in  1960.) 

“8.  It  is  not  contrary  to  conscience  for  the  physician  to 
consider  the  patient’s  ability  to  pay  if  he  fixes  his  particular 
fee  within  reasonable  limits.  In  matters  relating  to  fees,  the 
physician  should  try,  to  the  best  of  his  ability,  to  insure 
justice  to  the  patient  and  himself  and  respect  for  his  pro- 
fession. (The  foregoing  is  from  an  opinion  of  the  Judicial 
Council  in  1958.)” 

Membership  Dues 

A $25-a-year  increase  in  membership  dues,  effec- 
tive Jan.  1,  1967,  was  endorsed  by  the  House  when 
it  was  informed  by  the  Board  that  additional  income 
will  be  needed  by  then  to  avoid  deficit  spending. 
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The  increase,  to  $70  a year  for  the  AMA’s  165,000 
dues-paying  members,  will  go  before  the  House  for 
final  action  at  the  1966  Annual  Convention  because 
AMA  Bylaws  state  that  annual  dues  may  be  pre- 
scribed by  the  House  only  for  the  ensuing  calendar 
year. 

Board  Chairman  Percy  E.  Hopkins,  MD,  told  the 
House  that  “during  1964  and  1965,  the  AMA  will 
have  incurred  an  operating  deficit  of  more  than  1 
million  dollars.”  The  budget  for  1966,  he  said,  is 
now  narrowly  in  balance. 

The  1966  budget  calls  for  spending  some  27.6 
million  dollars.  Doctor  Hopkins  reported,  including 
almost  IOV2  million  dollars  on  scientific  programs, 
5 million  on  health  education  and  other  medical 
service  programs,  more  than  1 million  to  maintain 
physician  records,  and  another  million  in  the  com- 
munication’s program.  Travel  and  meeting  costs  will 
exceed  2 million  dollars. 

“In  a society,”  Doctor  Hopkins  said,  “which  has 
adopted  inflation  as  a national  policy  and  in  which 
our  system  of  medical  care  has  become  a pawn  of 
politicians,  it  is  not  realistic  to  expect  that  we  can 
limit  tomorrow’s  programs  to  yesterday’s  income.  Al- 
ready demands  are  mounting  from  medical  societies 
and  physicians  for  a stronger  and  more  effective 
AMA.  These  needs  must  be  met  and  they  must  be 
adequately  financed.” 

Doctor  Hopkins  said  that  AMA’s  income  in  1960 
was  just  under  16  million  dollars,  while  in  1966  it 
will  exceed  27  million,  an  increase  of  1 1 million. 
“This  represents  increases  of  3.9  million  dollars  from 
membership  dues,  4.3  million  in  advertising  revenue, 
and  2.8  million  from  other  sources. 

“During  this  same  period,”  he  stated,  “the  chal- 
lenges thrust  upon  the  Association  required  even 
greater  expenditures — from  15.7  million  dollars  in 
1960  to  a need  for  27.6  in  1966.” 

In  support  of  the  dues  increase,  the  House  noted 
that  AMA’s  dues-paying  members  provide  less  than 
30  per  cent  of  the  Association’s  income. 

Federal  Health  Care  Laws 

The  House  took  a number  of  actions  with  regard 
to  federal  health  care  laws  passed  in  1965,  such  as 
PL  89-97  (Medicare)  and  PL  89-239  (the  Heart 
Disease,  Cancer  and  Stroke  Amendments).  These 
actions  included: 

— “That  the  AMA  immediately  seek  remedial  ac- 
tion to  delete  the  requirement  in  Public  Law  89-97 
that  a patient  be  hospitalized  to  establish  eligibility 
for  nursing  home  care.” 

— “That  the  AMA  immediately  seek  remedial 
action  to  amend  Public  Law  89-97,  Part  B,  Title 
XVIII,  by  deleting  the  word  ‘receipted,’  from  Sec- 
tion 1842 — Part  3,  Item  B,  line  (ii),  and  substituting 
‘such  payment  will  be  made  on  the  basis  of  a method 
of  payment  so  arranged  to  preserve  and  continue  the 
professions  current  practice  of  billing.’  ” Also  ap- 
proved “that  the  AMA  recommend  that  the  Depart- 
ment of  Health,  Education  and  'Welfare  establish 
that  an  agreement  for  payment  between  the  patient 


and  physician  constitutes  valid  evidence  of  services 
rendered.” 

— Authorized  a study  of  the  constitutionality  of  PL 
89-97  by  calling  on  the  Board  to  “take  such  action 
as  may  be  necessary  and  appropriate  to  provide  for 
the  study  and  investigation  of  all  aspects  of  PL  89- 
97  for  the  purpose  of  determining  possible  court 
action  to  test  the  legality  and  constitutionality  of  any 
provision  or  regulation  issued  under  the  law,”  and 
authorized  the  Board  to  “initiate  such  legal  proceed- 
ings as  it  may  deem  advisable  to  implement  the  pur- 
pose and  intent  of  this  resolution.” 

— Endorsed  the  Council  on  Medical  Services’ 
recommendation  “that  the  state  and  local  medical 
societies  be  urged  at  this  time  to  assume  leadership 
in  the  establishment  of  local  advisory  committees” 
under  the  Heart  Disease,  Cancer  and  Stroke  Amend- 
ments of  1965.  The  House  noted  that  a National 
Advisory  Council  under  PL  89-239  already  has  been 
appointed  by  federal  officials  and  that  the  AMA  was 
not  given  an  opportunity  to  recommend  possible 
appointees  to  the  Council.  “Therefore,”  The  House 
declared,  “active  physician  participation  at  the  state 
and  local  levels  is  of  utmost  importance.” 

— Urged  HEW  to  “seek  consultation  with  practic- 
ing physicians”  in  formulating  regulations  under 
Title  XIX  as  has  been  done  under  Title  XVIII  of 
the  medicare  law.  It  also  instructed  the  AMA  Presi- 
dent and  AMA  Advisory  Committee  to  HEW  to 
“offer  and  urge  such  consultation.” 

— Adopted  a resolution  that  the  Board  “continue 
to  seek,  through  all  appropriate  means,  the  imple- 
mentation and  administration  of  federal  medical  and 
health  programs  other  than  those  of  the  Armed 
Forces  and  Veterans’  Administration  by  the  Surgeon 
General  of  the  Public  Health  Service,  and  especially 
those  programs  under  Title  XIX  of  PL  89-97,” 

— Declared  that  the  AMA  Advisory  Committee  on 
PL  89-97  and  89-239  should  persist  in  its  efforts  to 
achieve  “practical  recognition”  by  HEW  of  the  dif- 
ferences between  utilization  review  and  claims  re- 
view. The  House  adopted  a report  of  the  Council  on 
Medical  Service  which  said  that  “widespread  con- 
fusion exists  between  the  utilization  review  function 
and  the  claims  review  function.”  It  also  adopted  a 
series  of  recommendations  in  the  report  aimed  at 
clearing  the  confusion. 

Other  Important  Actions 

A study  committee  to  evaluate  planning  techniques 
and  development,  which  was  established  by  the 
Board  of  Trustees,  was  concurred  in  by  the  House. 
The  committee  was  given  the  tasks  of  ( 1 ) reviewing 
and  studying  current  planning  procedures  in  AMA, 
and  (2)  studying  and  recommending  new  mecha- 
nisms for  organizational  arrangements  to  achieve  more 
effective  planning  and  development  in  the  future. 

Disapproval  was  expressed  by  the  House  of  por- 
tions of  the  Coggeshall  report,  “Planning  for  Medical 
Progress  Through  Education,”  published  earlier  this 
year  by  the  Association  of  American  Medical  Col- 
leges. The  House  opposed  “the  basic  philosophy”  of 
portions  of  the  report;  such  as: 
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■ — That  the  AAMC  should  “serve  as  spokesman 
for  organizations  concerned  with  education  for 
health  and  medical  sciences”  and  “no  other  organiza- 
tion is  in  a comparable  position  to  bring  together  and 
express  a comprehensive  view.” 

— That  “the  professional  aspects  of  education  for 
health  and  medical  sciences  should  be  regarded  as 
an  essential  function  and  fully  integrated  component 
of  university  organization,  with  decreasing  depen- 
dence upon  or  control  by  organized  professions  and 
their  related  associations.” 

A policy  statement  on  federal  aid  to  medical  edu- 
cation was  adopted  by  the  House.  It  urges  that  ( 1 ) 
a major  objective  of  the  policies  of  the  AMA  should 
be  to  place  the  control  of  the  full  range  of  medical 
school  functions  in  their  institutional  governing 
bodies,  (2)  action  of  the  AMA  should  be  designed 
to  achieve  this  objective  by  proposal  of  appropriate 
legislation,  and  (3)  the  AMA  should  foster  diverse 
sources  of  support  for  medical  schools  under  circum- 
stances that  prevent  any  extramural  source  from 
exercising  controlling  influence. 

The  House  approved  a resolution  aimed  at  re- 
sponding immediately  at  the  national  and  local  levels 
to  statements  discrediting  medicine.  It  directed  the 
Board  to  provide  for  such  response  by  the  AMA 
and  encouraged  state  and  local  medical  societies  to 
react  similarly  to  statements  appearing  at  the  local 
level  and  concerning  matters  within  the  society’s 
competence  and  knowledge. 

There  were  scores  of  other  actions  by  the  House. 
Briefly  here  are  some  of  them : 

• Defeated  a proposal  to  set  more  stringent  require- 
ments for  calling  a special  session  of  the  House. 

• Approved  a resolution  calling  for  continued  ef- 
forts, through  “all  appropriate  channels,”  to  achieve 
a separation  of  billing  and  payments  for  professional 
fees  from  hospital  charges  under  insurance  con- 
tracts written  by  the  health  insurance  industry. 

• Urged  the  American  Hospital  Association  to  “as- 
sist the  hospitals  of  the  U.S.  to  establish  a system  of 
uniform  cost  accounting  and  billing.” 

• Asked  that  all  colleges  and  universities  should 
have  health  education  programs  for  their  students. 

• Commended  physicians  in  government  service  for 


“their  support  of  the  medical  profession  and  their 
service  to  the  public.” 

• Agreed  to  a re-writing  of  two  sections  of  a model 
agreement  between  hospitals  and  physicians  provid- 
ing professional  services  in  hospital  emergency  de- 
partments to  conform  to  principles  established  by 
the  House. 

• Approved  measures  aimed  at  decreasing  substan- 
tially the  perinatal  death  rate  through  perinatal  study 
committees  in  hospitals. 

• Requested  state  medical  associations  to  act  to  as- 
sure that  physicians  are  properly  represented  on  state 
Hill-Burton  hospital  advisory  councils. 

• Asked  the  Federal  Aviation  Agency  to  change  its 
regulations  so  that  any  person  applying  for  a pilot’s 
license  would  be  giving  his  implied  consent  to 
sobriety  examinations  by  aviation  officials. 

• Adopted  a statement  by  Edward  R.  Annis,  MD, 
commending  Arthur  Hess,  the  director  of  the  Social 
Security  Administration’s  Bureau  of  Health  Insur- 
ance, for  his  “wholehearted  cooperation”  with  the 
AMA’s  Advisory  and  Technical  committees  on 
medicare. 

• Instructed  the  Council  on  Medical  Service  and  its 
Committee  on  Welfare  Services  to  develop  for  the 
AMA  its  definition  and  principles  for  the  determina- 
tion of  medical  indigency. 

• Accepted  for  information  an  opinion  adopted 
jointly  by  the  Council  on  Medical  Service  and  the 
Judicial  Council  which  states  that  “.  . . when  a 
physician  assumes  responsibility  for  the  services 
rendered  to  a patient  by  a resident  or  an  intern,  the 
physician  may  ethically  bill  the  patient  for  services 
which  were  performed  under  the  physician’s  personal 
observation,  direction  and  supervision.” 

• Repeated  a previous  policy  statement  urging  the 
creation  of  a separate  post  in  the  Cabinet  of  the 
President  of  the  U.S.  for  a Secretary  of  Health. 

• Approved  the  following  schedule  of  AMA  Con- 
ventions: 

Annual  Conventions — 1966,  Chicago;  1967,  At- 
lantic City;  1968,  San  Francisco;  1969,  New  York 
City;  1970,  Chicago. 

Clinical  Conventions — 1966,  Las  Vegas;  1967, 
Houston;  1968,  Miami  Beach;  1969,  Denver;  1970, 
Boston. 
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Which  Is  Pyloroplasty  with  Vagotomy?  Which  Is  Pro-Banthine? 

example  of  Pro-Banthin^ 

(propantheline  bromide) 

a true  anticholinergic  in  action 


The  true  anticholinergic  values  of  Pro- 
Banthine  have  never  been  so  graphically 
realized  as  they  are  with  the  recent  de- 
velopment of  fibergastroscopy  and  the 
intragastric  camera. 

Pro-Banthine  consistently  produces 
complete  relaxation  and  immobility  of 
the  stomach  with  a dose  of  only  6 to  8 
mg.  intravenously.  This  is  less  than  half 
the  usual  dose  orally. 

Atropine,  on  the  other  hand,  required 
0.8  mg.  intravenously,  or  twice  the  nor- 
mal dose,  to  achieve  a similar  effect.  This 
high  dose  of  atropine  resulted  in  ex- 
pectedly adverse  side  effects. 

Pro-Banthine,  in  minimal  dosage,  pro- 
duces effects  similar  to  pyloroplasty  and 
vagotomy  without  the  disadvantages  of 
permanent  postvagotomy  sequelae. 

The  intragastric  photograph  A above 


is  of  a patient  who  has  had  pyloroplasty 
with  vagotomy.  Photograph  B is  of  a 
patient  given  6 mg.  of  Pro-Banthine. 

Indications:  Peptic  ulcer,  functional  hypermotility, 
irritable  colon,  pylorospasm  and  biliary  dyskinesia. 

Oral  Dosage:  The  maximal  tolerated  dosage  is 
usually  the  most  effective.  For  most  adult  patients 
this  vvill  be  four  to  six  15-mg.  tablets  daily  in  di- 
vided doses.  In  severe  conditions  as  many  as  two 
tablets  four  to  six  times  daily  may  be  required. 
Pro-Banthine  (brand  of  propantheline  bromide)  is 
supplied  as  tablets  of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  ampuls  of  30  mg^ 

Side  Effects  and  Contraindications:  Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically,  a 
curare-like  action  may  occur.  Pro-Banthine  is  con- 
traindicated in  patients  with  glaucoma,  severe 
cardiac  disease  and  prostatic  hypertrophy. 

Photographs— Harry  Barowsky,  M.D.,  Lawrence  Greene,  M.D., 
and  Robert  Bennett,  M.D..  from  a Scientific  Exhibit  presented 
at  the  Annual  Meeting  of  the  American  College  of  Gastro- 
enterology, Bar  Harbour,  Florida,  Oct.  24-27,  1965. 


S EARLE 


Research  in  the  Service  of  Medicine 


for  February,  1966 


75 


Colorado 

Dr.  Raymond  J.  Getz  died  at  his  home  in  Engle- 
wood, Colorado,  on  December  26,  1965.  His  death 
followed  a long  illness  from  leukemia.  He  was  born 
in  Fort  Wayne,  Indiana,  May  2,  1918.  He  was  gradu- 
ated from  the  University  of  Indiana  and  also  the 
University  of  Indiana  Medical  School.  Following  his 
internship.  Dr.  Getz  prepared  himself  for  the  prac- 
tice of  Urology  at  the  University  of  Colorado  Med- 
ical Center. 

Dr.  Getz  took  an  active  part  in  medical  affairs 
and  in  the  affairs  of  his  community.  He  was  a mem- 
ber of  the  Porter  Memorial  Hospital  staff  and  served 
also  as  chief  of  staff  at  that  institution.  He  was  also 
active  on  the  staff  of  Children’s  Hospital  and  St. 
Joseph’s  Hospital  in  Denver.  In  addition  to  this  he 
served  on  the  teaching  staff  of  the  University  of 
Colorado  Medical  Center  as  an  Assistant  Clinical 
Professor  of  Urology. 

He  served  with  the  U.  S.  Army  Medical  Corps  on 
the  staff  of  Brooke  Army  Hospital  in  San  Antonio, 
Texas.  Later  while  serving  with  General  George  S. 
Patton  in  Europe,  he  was  awarded  the  coveted  Pur- 
ple Heart.  Following  the  War  he  was  Chief  of  Staff 
at  Brooke  Army  Hospital.  Dr.  Getz  resigned  from 
the  Army  with  the  rank  of  Colonel  to  enter  the  pri- 
vate practice  of  Urology  in  Denver  in  1953. 

He  was  Secretary  of  the  Catholic  Physicians’  Guild 
in  Denver,  a member  of  the  National  Urological  As- 
sociation, the  Rocky  Mountain  Urological  Associa- 
tion, the  Arapahoe  County  Medical  Society,  and  the 
Colorado  Medical  Society.  He  was  a member  of  the 
Phi  Delta  Theta  social  fraternity  and  Alpha  Omega 
Alpha  honorary  medical  fraternity. 

He  is  survived  by  his  widow,  a daughter  K.  Suzanne 
Getz,  two  sons,  John  C.  Getz  and  R.  Joseph  Getz, 
his  father,  Raymond  L.  Getz,  all  of  Denver,  his 
mother,  Mrs.  Marie  Getz  of  Los  Angeles,  California, 
and  a brother,  Charles  W.  Getz,  of  Los  Altos  Hills, 
California. 

Dr.  Paul  Ramsey  Hawley,  retired,  of  Shady  Side, 
Maryland,  an  Honorary  Member  of  the  Colorado 
Medical  Society,  died  November  24,  1965,  at  the 
age  of  74. 

Dr.  Hawley — General  Hawley  to  most  of  those 
who  had  known  him  the  last  twenty-five  years — had 
enjoyed  a remarkable  career,  most  of  it  as  a medical 
officer  of  the  United  States  Army.  He  was  a native 
of  Indiana,  born  in  West  College  Corner  on  Janu- 
ary 31,  1891.  His  initial  college  was  the  University 
of  Indiana,  where  he  earned  the  BA  degree,  then 
going  on  to  the  University  of  Cincinnati  College  of 
Medicine,  where  he  obtained  his  MD  in  1914.  Later 
he  obtained  the  PhD  from  Johns  Hopkins  University 


and  still  later  Johns  Hopkins  conferred  on  him  an 
honorary  LED.  The  United  States  Army  became  his 
career  from  the  start.  He  served  in  both  World  Wars, 
and  in  World  War  II  was  Director  of  the  Medical 
Department  of  the  entire  European  Theater  of  Op- 
erations with  the  rank  of  Major  General. 

Following  that  war  he  became  Chief  of  the  Vet- 
erans Administration  Medical  Services  in  Wash- 
ington, D.  C.  Later  he  was  Executive  Officer  for  both 
the  Blue  Cross  and  Blue  Shield  Commissions,  and 
still  later  he  became  Executive  Director  of  the  Amer- 
ican College  of  Surgeons,  a position  he  held  until 
retirement.  He  had  been  a guest  speaker  for  the  Col- 
orado Medical  Society  on  more  than  one  occasion, 
and  was  elected  an  Honorary  Member  by  its  House 
of  Delegates  at  the  Annual  Session  in  1946. 

In  addition  to  membership  and  active  participation 
in  the  American  Medical  Association,  Dr.  Hawley 
was  a fellow  of  both  the  American  College  of 
Surgeons  and  the  American  College  of  Physicians 
and  held  memberships  in  the  Southern  Surgical  As- 
sociation, the  International  Surgery  Society  (Amer- 
ican Branch),  the  American  Psychiatric  Association, 
the  Association  for  the  Surgery  of  Trauma,  the  Royal 
College  of  Surgeons  of  Edinburgh,  the  Royal  College 
of  Physicians  of  England,  and  the  Royal  Society  of 
Medicine,  London.  He  had  recently  retired  to  Shady 
Side,  Md.,  after  residing  in  Chicago  for  a number  of 
years. 

Dr.  John  M.  Lyon  died  on  December  11,  1965, 
enroute  from  his  home  to  a hospital.  He  had  been 
ill  for  over  three  years. 

He  was  born  October  8,  1910  at  Chetopa,  Kansas. 
He  was  educated  in  the  public  schools  of  his  home 
town  and  at  the  University  of  Kansas.  He  was  grad- 
uated from  the  University  of  Kansas  College  of 
Medicine  in  1937.  Following  an  internship  at  Kan- 
sas University  Medical  Center  he  spent  three  years 
at  the  University  of  Colorado  Medical  Center  as  a 
resident  in  psychiatry  on  a Commonwealth  Fellow- 
ship between  1939  and  1942.  He  was  licensed  to 
practice  medicine  in  Colorado  in  1943. 

Dr.  Lyon  carried  on  an  active  practice  in  the  field 
of  psychiatry  following  his  residency  training,  and 
in  addition  to  this  participated  in  the  teaching  pro- 
gram at  the  University  of  Colorado  Medical  Center, 
where  he  held  the  title  of  Clinical  Professor  of  Psy- 
chiatry. 

He  was  one  of  the  founders  of  the  Mount  Airy 
Hospital  Foundation  of  Denver  and  its  first  presi- 
dent. Dr.  Lyon  was  an  active  member  of  the  Denver 
Medical  Society,  the  Colorado  Medical  Society,  and 
the  American  Medical  Association.  He  was  also  a 
member  and  past  president  of  the  Colorado  Neuro- 
psychiatric Association  and  the  Colorado  Branch  of 
the  American  Psychiatric  Association. 

He  is  survived  by  his  widow,  Maxine,  his  mother, 
Mrs.  Elizabeth  Lyon  of  Chetopa,  Kansas,  a son, 
John  M.,  Jr.,  of  Denver,  and  two  daughters,  Mrs. 
Margaret  Hadary  of  Yellow  Springs,  Ohio,  and  Miss 
Mary  Sue  Lyon,  a student  at  the  University  of  Colo- 
rado. 
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Richard  Theodore  Speck,  MD  of  Cortez,  Colo- 
rado was  killed  in  a head-on  collision  while  driving 
his  car  near  Los  Mochis,  Mexico  on  April  1,  1965;  he 
was  returning  from  a winter  vacation  at  Mazatlan, 
Mexico. 

Dr.  Speck  was  born  in  Kansas  City,  Kansas  on 
October  7,  1886.  He  attended  the  University  of  Kan- 
sas and  was  graduated  from  the  Kansas  City  Uni- 
versity Hahneman  Medical  School  in  1910.  After 
serving  an  internship  at  the  Metropolitan  Hospital 
of  the  City  of  New  York  he  returned  to  practice  in 
Kansas  City,  Kansas.  He  obtained  his  Colorado 
license  in  1913  and  his  New  Mexico  license  in  1914 
and  went  to  northern  New  Mexico  to  become  the 
company  physician  for  the  McPhee  and  McGinnity 
Lumber  Co.  in  the  towns  of  Edith  and  El  Vado. 

In  1917  Dr.  Speck  returned  to  Kansas  City  where 
he  organized  and  commanded  the  139th  Ambulance 
Co.  of  the  35th  Infantry  Division;  he  was  recom- 
mended for  the  Distinguished  Service  Cross,  and  he 
received  a citation  for  gallantry  in  action  during  the 
Meuse-Argonne  offensive  in  France  in  1918. 

After  World  War  I Dr.  Speck  returned  to  El  Vado, 
N.  M.  and  was  married  to  Grace  Lampkin  in  1922. 
In  1926  he  again  became  the  company  physician  for 
the  New  Mexico  Lumber  Co.  in  McPhee,  Colo.  He 
practiced  there  and  in  the  mining  town  of  Rico, 
Colorado  until  1944  when  he  moved  to  Cortez. 
During  World  War  II  Dr.  Speck  attended  patients 
at  a conscientious  objector  work  camp  in  the  hills 
above  Mancos,  Colorado;  and  for  several  years  he 
was  the  local  draft  board  examining  physician.  He 
was  active  in  civic  and  social  organizations;  he  served 
as  Cortez  town  councilman  for  several  years.  He 
served  as  the  county  physician  for  Montezuma  Co. 
and  organized  the  county  health  department  and 
served  as  its  director  without  payment  up  to  the  time 
of  his  death. 

Dr.  Speck’s  wife  preceded  him  in  death  in  1957. 
He  is  survived  by  a brother,  Fletcher  Speck  of  Kan- 
sas City,  Kansas;  a sister,  Marion  Stilwell  of  Hutch- 
inson, Kansas;  a sister,  Gertrude  Newcomer  of  Kan- 
sas City,  Mo.;  a son,  Richard  L.  Speck,  MD  and 
three  grandchildren  of  Cortez,  Colorado. 

Montana 

Vida  Jeanette  Matthews,  MD,  died  in  Phoenix, 
Arizona,  on  December  4,  1965.  Doctor  Matthews 
was  born  on  February  23,  1904,  in  Butte,  Montana. 
She  received  her  AB  degree  from  Goucher  College 
in  1926  and  her  MD  degree  from  the  University  of 
Rochester  School  of  Medicine  in  1930.  Doctor 
Matthews  was  engaged  in  the  practice  of  internal 
medicine  in  Butte  from  1944  until  her  retirement  in 
1958.  Upon  retirement.  Doctor  Matthews  moved  to 
Phoenix,  Arizona,  but  she  continued  her  affiliation 
and  active  membership  in  organized  medicine. 

New  Mexico 

Fred  Loe,  MD,  of  Albuquerque,  New  Mexico, 
died  on  December  19,  1965.  Dr.  Loe  was  born  in 
1884  and  was  graduated  from  St.  Louis  College  of 


Physicians  and  Surgeons  in  1908  and  was  licensed 
to  practice  in  New  Mexico  the  same  year.  Dr.  Loe 
had  been  a pioneer  physician  among  the  Indians  of 
the  Southwest  since  the  early  1900’s.  He  was  in- 
strumental in  isolating  the  cause  of  trachoma  while 
working  among  the  Indians. 

He  retired  from  practice  in  Gallup  about  6 years 
ago  and  came  to  Albuquerque  where  he  worked  for 
the  Lions  Club  Eye  Bank.  Dr.  Loe  was  a member 
of  the  New  Mexico  Medical  Society,  the  Bernalillo 
Co.  Medical  Society  and  the  AM  A.  In  1950  he  was 
President  of  the  McKinley  County  Medical  Society. 
At  the  time  of  his  death  he  was  an  emeritus  member 
of  the  New  Mexico  Medical  Society,  the  Bernalillo 
County  Medical  Society  and  the  AMA. 

Dr.  William  Randolph  Lovelace,  II,  57,  died  of 
exposure  after  the  crash  of  his  twin-engine  Beech- 
craft,  near  Aspen,  Colorado.  A graduate  of  Harvard 
Medical  School,  1934, 

Dr.  Lovelace  had  in- 
terned at  Bellevue  Hos- 
pital in  New  York  City 
and  received  his  sur- 
gical training  at  the 
Mayo  Clinic,  where  he 
was  later  Chief  of  the 
Surgical  Section  be- 
tween 1941  and  1946. 

After  this  he  came 
to  Albuquerque,  New 
Mexico,  to  head  the 
Surgical  Section  at 
Lovelace  Clinic  and  Ba- 
taan Memorial  Hospi- 
tal. He  also  was  a member  of  the  Board  of  Gov- 
ernors of  the  Lovelace  Clinic  and  Director  of  the 
Lovelace  Foundation  of  Medical  Education  and 
Research. 

The  following  editorial  is  reprinted  from  the  Al- 
buquerque Journal  of  December  17,  1965: 

An  Irreplaceable  Loss 

Albuquerque  and  the  nation  have  lost  one  of  their 
foremost  citizens  and  scientists  in  the  death  of  Dr. 
William  Randolph  Lovelace  11,  who  with  Mrs. 
Lovelace  and  Pilot  Milton  Brown  were  killed  in  a 
Colorado  plane  crash. 

It  is  a tragic  irony  of  fate  that  Randy — as  his  legion 
of  friends  called  him — came  to  his  death  by  flying 
when  he  had  contributed  so  greatly  to  improve  the 
safety  of  flight. 

While  primarily  a surgeon — and  rated  one  of  the 
nation’s  finest — Dr.  Lovelace  was  best  known  for 
his  research  in  medicine  as  it  related  first  to  aviation 
and  later  to  space  flight.  His  vast  achievements  in 
these  fields  brought  him  numerous  honors  and  led 
to  his  appointment  as  director  of  space  medicine  for 
the  National  Aeronautics  and  Space  Administration. 

Deep  tragedy  struck  this  distinguished  Lovelace 
family  in  1946  when  two  of  their  children  died  of 
poliomyelitis. 

Even  in  his  death  Dr.  Lovelace  may  have  con- 


for  February,  1966 


77 


tributed  further  to  aviation  safety.  No  flight  plan  had 
been  filed  for  the  light  plane  which  was  carrying 
him,  his  wife  and  the  pilot  from  Aspen,  Colo.  As 
a result,  more  than  24  hours  had  elapsed  before  the 
craft  was  reported  missing.  Now  Sen.  Clinton  P. 
Anderson,  one  of  Dr.  Lovelace’s  patients,  is  studying 
the  possibility  of  legislation  to  make  flight  plans 
mandatory  for  all  private  aircraft.  This  could  result 
in  saving  lives  of  persons  who  survived  crashes  or 
forced  landings  in  remote  areas. 

In  the  Lovelace  flight,  such  a plan  might  have 
saved  Pilot  Brown’s  life.  Evidence  at  the  site  indi- 
cated he  survived  the  crash,  moved  and  covered  the 
bodies  of  Dr.  and  Mrs.  Lovelace  and  then  sat  down 
by  the  plane  fuselage  to  die. 

The  loss  of  Dr.  Lovelace  is  an  irreplaceable  one. 
The  Journal  joins  in  extending  deepest  sympathy  to 
the  relatives  of  this  terrible  disaster. 

Utah 

Dr.  Edward  Mayer  Jeppson,  Salt  Lake  City  phy- 
sician, died  Saturday,  December  18,  1965,  at  the  age 
of  54. 

Dr.  Jeppson  was  born  October  7,  1911,  in  Ogden. 
He  was  a graduate  of  the  University  of  Utah  where 
he  was  a member  of  Beta  Theta  Pi  Fraternity,  Beta 
Medical  Fraternity,  and  the  university  track  and  bas- 
ketball teams. 

He  received  his  MD  degree  from  Rush  Medical 
College,  after  which  he  interned  at  Illinois  Central 
Hospital  and  served  his  residency  at  the  Presbyterian 
Hospital,  Chicago.  He  did  further  post-graduate 
work  at  the  University  of  California  at  Berkeley  in 
maternal  and  child  welfare  and  in  public  health.  Dr. 
Jeppson  had  practiced  in  Salt  Lake  City  for  25  years. 
He  was  a staff  member  at  Holy  Cross,  LDS,  and 
Cottonwood  Hospitals.  He  was  a member  of  the 
Salt  Lake  County,  Utah  State,  and  American  Med- 
ical Associations,  and  the  American  Academy  of 
General  Practice.  He  was  also  a director  of  the  Utah 
State  Health  Department’s  maternal  and  child  wel- 
fare unit. 

He  is  survived  by  his  widow;  1 1 sons  and  daugh- 
ters; his  mother;  five  grandchildren;  a brother  and 
sisters. 

Dr.  Byron  Rees,  74,  Salt  Lake  physician,  died 
Tuesday,  December  7,  1965.  Dr.  Rees  had  practiced 
medicine  in  Salt  Lake  City  for  over  50  years  when 
he  retired  in  1961.  He  had  also  practiced  in  Afton, 
Wyoming;  Nephi,  Mt.  Pleasant,  and  Ephraim,  Utah. 

Dr.  Rees  was  born  December  20,  1890,  in  Wales, 
Sanpete  County.  He  received  his  elementary  educa- 
tion in  Wales  and  Provo,  Utah.  He  attended  high 
school  in  Fillmore  and  Snow  Academy  in  Ephraim. 
H is  undergraduate  and  graduate  work  was  done  at 
Brigham  Young  University,  University  of  Utah  and 
Northwestern  University,  Evanston,  Illinois.  He  re- 
ceived his  MD  degree  from  the  latter  in  June,  1913. 
He  served  his  internship  in  St.  Mark’s  Hospital  after 
which  he  did  post-graduate  work  in  obstetrics  and 
gynecology  in  New  York. 


Dr.  Rees  first  practiced  in  Afton,  Wyoming,  where 
he  and  a brother,  Dr.  Lafayette  Rees,  operated  the 
LDS  Hospital.  In  1919  he  moved  to  Salt  Lake  City 
and  established  and  operated  a maternity  hospital. 
He  was  a member  of  the  Utah  State  Medical  Asso- 
ciation, Aviation  and  Ambassador  Clubs,  Elks  Lodge 
No.  85,  Gyro  International,  and  the  LDS  Church. 
He  was  also  president  of  Rees  Brothers  Livestock 
Company.  He  was  on  the  staff  and  governing  board 
of  the  LDS  Hospital  in  Salt  Lake  City  while  in  active 
practice. 

Dr.  Rees  is  survived  by  his  widow;  a son, 
Ralph  B.,  Seattle;  two  grandchildren;  a brother  and 
sisters. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to  fit 
the  most  difficult  cases. 

An  expert  eye-maker  is 
in  our  office  at  all  times 
to  give  your  patients  the 
satisfaction  they  must 
have.  In  business  since 
1904. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  825-0229 

330  University  Bldg.  910  16lh  St.  Denver  2,  Colo. 


0^^^  f i'hc  , 

Speer  at  Acoma  • Denver  • 534>0631 


r Discriminating  Doctors 
everywhere  specify 

STEELCASE 

Custom  Line 
Office  Furniture 

Doctors  ore  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  can  "individual- 
ize" your  office. 

Stop  in  soon— or  phone  and  our  representative  wiii  caii 
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MOKNINGSIDE 

HOSPITAL 


Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• AIJ  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Neuroses  . . . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

Wendell  H.  Hutchens,  M.D.,  Medical  Director — Henry  Coe,  Administrator 
10008  S.  E.  Stark  Street  Portland  16,  Ore.  Inquiries  invited  Phone;  ALpine  2-5571 
Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


PREMIUM 

QUALITY 

AT  ITS  BEST... 

Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 

Meadow  Gold 

HOME  DELIVERY 

OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 
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Colorado  Medical  Society 

OFFICERS — 1965-66 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
September  28,  1966  at  the  Annual  Session  in  Colorado  Springs. 
President:  Paul  R.  Hildebrand,  Brush 
President-elect:  Myron  C.  Waddell,  Denver 
Vice  President:  Walter  C.  Herold,  Colorado  Springs 
Treasurer:  William  A.  Day,  Colorado  Springs,  1968 
Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966 
Additional  Trustees:  J.  Alan  Shand.  La  Junta,  1966;  Carl  H. 
McLauthlin,  Denver,  1967;  Kenneth  A.  Platt,  Westminster, 
1967;  J.  Robert  Spencer,  Denver,  1968. 

Judicial  Council:  District  No.  1 — Daniel  H.  Buchanan,  Jr., 
Denver,  1966;  District  No.  2 — John  Simon,  Englewood,  1968; 
District  No.  3 — Kenneth  E.  Gloss.  Colorado  Springs,  1967; 
District  No.  4 — James  G.  Price,  Brush,  1966;  District  No.  5 — 
William  S.  Curtis,  Boulder,  1966;  District  No.  6 — Heman  R. 
Bull.  Grand  Junction,  1967;  District  No.  7 — Tullius  W.  Halley, 
Durango,  1967;  District  No.  8 — Herman  W.  Roth,  Monte  Vista, 
Chairman,  1968;  District  No.  9 — Scott  A.  Gale,  Pueblo,  Vice 
Chairman.  1968. 

Grievance  Committee:  Jolm  B.  Griffith,  Aurora,  Secretary, 
1966;  Dwight  C.  Dawson,  Colorado  Springs.  1966;  Ray  G. 
Witham,  Craig,  Chairman,  1966;  Clayton  K.  Mammel,  Den- 
ver, 1966;  Robert  B.  Richards,  Fort  Morgan,  1966;  Joseph  A. 
Leonard,  Lakewood,  1966;  Joel  R.  Husted,  Boulder,  1967; 
James  A.  Henderson,  Englewood,  1967;  Robert  J.  Bliss,  Fort 
Collins,  1967;  John  A.  McDonough,  Ordway,  1967;  H.  Harper 
Kerr.  Pueblo,  1967;  Edward  E.  Tennant,  Sterling,  1967. 
Delegates  to  the  American  Medical  Association:  Kenneth 
C.  Sawyer,  Denver,  Dec.  31,  1966  (Alternate,  Robert  E. 
McCurdy,  Denver,  Dec.  31,  1966);  Gatewood  C.  Milligan, 
Englewood,  Dec.  31,  1967  (Alternate,  Ray  G.  Witham,  Craig, 
Dec.  31,  1967);  Harlan  E.  McClure,  Lamar,  Dec.  31,  1967 
(Alternate,  Vernon  L.  Bolton,  Colorado  Springs,  Dec.  31,  1967). 
Speaker,  House  of  Delegates:  Marvin  E.  Johnson,  Denver. 

Vice  Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora. 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Paul  J.  Gans,  Lewistown. 

President-elect:  Albert  L.  Vadheim,  Bozeman. 

Vice  President:  Alfred  M.  Fulton,  Billings. 
Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney 
Assistant  Secretary-Treasurer:  Robert  K.  West,  Cut  Bank. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Bil- 
lings. 

Executive  Committee:  Paul  J.  Gans,  Lewistown;  Albert  L. 
Vadheim,  Bozeman;  Alfred  M.  Fulton,  Billings;  Oscar  A. 
Swenson,  Sidney;  Robert  K.  West.  Cut  Bank;  S.  C.  Pratt, 
Miles  City;  Herbert  T.  Caraway,  Billings;  M.  A.  Gold,  Butte; 
David  Gregory,  Glasgow. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren  D. 
Bowman,  Billings. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 

Nevada  State  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1966  Annual  Session. 

President:  Joseph  M.  George,  Jr,,  Las  Vegas 


President-Elect:  William  M.  Tappan,  Reno 

Secretary-Treasurer:  V.  A.  Salvadorini,  Reno 

Immediate  Past  President:  John  M.  Read,  Elko 

AMA  Delegate:  Leslie  A.  Moren,  Elko 

Alternate  Delegate:  Thomas  S.  White,  Boulder  City 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 

Wesley  W.  Hall,  Reno 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  Indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1966  Annual  Session. 

President:  Robert  P.  Beaudette,  Raton. 

President-elect:  Thomas  L.  Carr,  Albuquerque. 

Vice  President:  Emmit  M.  Jennings,  Roswell. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 
Immediate  Past  President:  Omar  Legant,  Albuquerque. 
Speaker,  House  of  Delegates:  Hugh  B.  Woodward,  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dom,  Albu- 
querque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 

Utah  State  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  L.  V.  Broadbent,  Cedar  City. 

President-elect:  Paul  A.  Clayton,  Salt  Lake  City. 

Past  President:  Stanley  R.  Child,  Salt  Lake  City. 

Honorary  President:  Henry  C.  Stranquist,  Ogden. 

Secretary  ’67 : Russell  M.  Nelson,  Salt  Lake  City. 

Treasurer  ’66:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo. 
President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan. 
Alternate  Speaker,  House  of  Delegates:  William  R.  Christensen, 
Salt  Lake  City. 

Additional  Trustees:  Box  Elder  County  Med.  Soc.  '66,  S.  L. 
Moskowitz,  Brigham  City:  Cache  Valley  Med.  Soc.  ’66,  Robert 
S.  Budge,  Smithfield;  Carbon  Co.  Med.  Soc.  ’66,  William  M. 
Gorishek,  Price:  Central  Utah  Med.  Soc.  ’67,  Halvard  J. 
Davidson,  Manti;  Salt  Lake  Co.  Med.  Soc.  ’66,  John  H.  Clark, 
Salt  Lake  City;  Southeastern  Utah  Med.  Soc.  ’67,  Jerrold  C. 
Smith,  Monticello;  Southern  Utah  Med.  Soc.  ’67,  Joseph  J. 
Sannella,  Kanab;  Uintah  Basin  Med.  Soc.  ’67,  R.  V.  Larson, 
Roosevelt;  Utah  County  Med.  Soc.  ’65,  Richard  A.  Call, 
Provo:  Weber  County  Med.  Soc.  ’67,  Douglas  C.  Barker, 
Ogden. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Richard 
P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City. 

Wyoming  State  Medical  Society 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Thomas  Nicholas,  Buffalo 

President-elect:  Ray  K.  Christensen,  Powell 

Vice  President:  James  W.  Barber,  Cheyenne 

Secretary:  Laurence  W.  Greene,  Jr.,  Laramie 

Treasurer:  Roger  P.  Mattson,  Casper 

Delegate  to  the  A.M.A. : H.  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A. : Frederick  H.  Haigler, 

Casper 

Speaker  of  the  House:  John  H.  Froyd,  Warland 
Vice  Speaker  of  the  House:  Roy  Holmes,  Casper 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  M’yoming,  Rocky  Mountain  Medical 
Journal:  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Arthur  R.  Abbey,  P.  O.  Box  2266,  Chey- 
enne. Telephone  632-5525 
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pQJxtXMj&A\X7 BENSON’S 


solve  color  problems  in  minus 


or  plus  lenses— 


UNIFORM  COLOR  COATING  PROCESS 


T.M. 


provides  a uniform  light  filter  ^ 

FILTR-COTE  does  not  alter  the  correction  of  tlie 
original  lenses  . . . filters  light  very  closely  to  compa- 
rable colored  glass  lenses  . . . can  be  applied  to  any 
glass  lens  . . . little  or  no  additional  cost  over  colored 
glass  lenses. 

CHOICE  OF  GRAV  • GREEN  • TAN 


PROCESSED  BY  BENSON  CRAFTSMEN  IN  BENSON  LABORATORIES 


your  service-partners  . . . 


BENSON  OPTICAL  COMPANY 

Executive  Offices  • 1812  Park  Ave.,  Minneapolis 
specialists  in  prescription  optics  for  half  a century 


Denver  Service  Laboratory — I 133  Bannock  Street 


SANDIA  RANCH  SANATORIUM 

6903  Edith  Blvd.,  N.E.  Albuquerque,  New  Mexico  Telephone  DI.  4-1618 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 


Licensed  psychiatric  hospital  Director 

20  acres  landscaped  grounds  : ^ m.d.,  Psychiatrist 

Favorable  year-round  climate 


for  February,  1966 
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WANT  ADS 


GOLDEN,  COLTORADO — 80  timbered  development  or  estate 
acres  in  cultural  and  rapid  growth  area  20  minutes  Denver, 
ski  resorts,  hunting,  fishing  via  future  Interstate  and  Inter- 
change, Springs,  electricity,  telephone.  Gorgeous  panoramic 
views  to  Continental  Divide.  T.  Frank  Swallow,  445  East, 
Second  South,  Salt  Lake  City,  Utah,  Phone  322-1351.  2-I-lB 


DESIRE  TO  RETIRE.  Forty  years  in  the  same  central  loca- 
tion. Reasonable  rent.  Two  examining  rooms,  consultation 
room,  secretary’s  office  and  laboratory.  Reasonable  price  for 
furnishings  and  equipment.  About  nine  thousand  complete 
case  histories  are  yours.  Will  remain  one  month  to  introduce. 
623-0813,  Denver,  or  Box  2-2-2,  Rocky  Mountain  Medical 
Journal.  1809  E.  18th  Avenue,  Denver,  Colorado  80218.  2-2-2 


EXCELLENT  OPPORTUNITY  for  a young  general  practi- 
tioner to  associate  with  three  established  physicians  in 
sunny  southwest.  Rapidly  grow'ing  university  town  of  45,000 
population.  If  interested  please  call  collect  505-526-9591,  Las 
Cruces,  New  Mexico,  or  contact  Evans-Maddox  Medical 
Group,  217  West  Court  Avenue.  2-3-2B 


SEEK  TO  ASSOCIATE  with  one  or  more  pediatricians  in 
Colorado.  Am  finishing  residency  in  August  1966.  Reply  to 
Box  2-5-lB,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Avenue,  Denver,  Colorado  80218.  2-5-lB 


WEAVERVILLE,  TRINITY  COUNTY,  CALIFORNIA— Imme- 
diate opening  for  County  Physician,  Surgeon  and  Health 
Officer;  Salary  $12,000.00  to  $18,000.00  negotiable.  Modern 
39-bed  County-owned  Hospital.  Location  50  miles  northwest 
of  Redding.  For  further  information  contact  Trinity  County 
Board  of  Supervisors,  Weaverville,  California.  2-6-lB 


ORTHOPEDIC  SURGEON.  Board-eligible  or  certified,  under 
35,  to  associate  with  Board-certified  orthopedic  surgeon, 
Southwest.  Maximum  guarantee  $20,000  first  year.  Reply  to 
Box  12-3-3,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Ave.,  Denver,  Colorado  80218.  12-3-3 


PHYSICIAN  NEEDED — Small  western  community  of  12,000 
seeking  internist  or  General  Practitioner  to  join  small 
group.  Clinic  is  new  and  has  X-ray,  Laboratory,  and  Office 
Space.  First  year  salary  $18,600.00,  ownership  thereafter. 
Recreational  facilities  unlimited.  115  days  per  year  time  off. 
New  40  bed,  $1,000,000  hospital.  Reply  L.  J.  Dunton,  Box  306, 
East  Ely,  Nevada.  12-1-6B 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-5-TFB 


PHYSICIAN  WANTED  FOR  MIDWEST,  WYOMING,  an  oil 
field  community  40  miles  north  of  Casper,  Wyoming.  Mid- 
west and  adjacent  communities  have  1,200  population;  Cas- 
per, a city  of  40,000,  has  excellent  and  modern  hospital  fa- 
cilities. In  addition  to  private  practice  fees.  Pan  American 
Petroleum  Corp.,  operator  of  the  oil  field  around  Midwest, 
will  pay  a retainer  fee  of  $450  per  month,  furnish  an  office 
equipped  with  X-ray  and  inductotherm  machines,  and  pro- 
vide living  quarters  for  services  rendered.  Pan  American  will 
also  pay  fees  for  physical  examinations  as  required  for  Com- 
pany employees,  for  treating  industrial  injury  cases  and  for 
rendering  emergency  surgical  attention  when  necessary.  Ex- 
cellent hunting  and  fishing  opportunities  abound  in  the  im- 
mediate vicinity  of  Midwest.  Send  inquiries  to  Mr.  A.  G. 
Fiedler,  Jr.,  Pan  American  Petroleum  Corp.,  Security  Life 
Building,  Denver,  Colorado  80202.  2-4-lB 


EXCLUSIVELY 


For  the  medical  and  dental  professions 

Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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INTERNIST— Board  certified  or  eligible,  for  402-bed  general 
medical  and  surgical  hospital.  Pulmonary  background  de- 
sirable but  not  necessary.  Salary  $12,075  to  $18,580  depend- 
ing on  experience  and  qualifications.  U.  S.  citizenship  and 
licensure  required.  Equal  opportunity  employer.  Write  Chief 
of  Staff,  Veterans  Administration  Hospital,  Tucson,  Arizona. 

11-6-4B 


INTERNIST  for  5-man  department  in  busy  and  steadily 
growing  northcentral  Kansas  13-member  multispecialty 
group.  Partnership  after  salary  for  two  years.  Board  eligible 
or  Certified.  Reply  to  Box  11-9-TFB,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Ave.,  Denver,  Colorado  80218.  11-9-TFB 


OFFICE  SPACE  AVAILABLE  for  physicians  or  dentists  in 
modem  air  conditioned  professional  building  near  Penrose 
Hospital.  Contact  E.  H.  Vincent,  MD,  2121  N.  Weber  Street, 
Colorado  Springs.  Colorado  80907.  1-7-TFB 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502. 

9-7-TFB 


OFFICE  AVAILABLE  southwest  Lakewood.  Attractive  area 
for  GP  or  specialist.  May  share  expenses.  Call  237-2779. 

1-3-3B 


EXCELLENT  OPPORTUNITY  FOR  GP  to  assume  profitable 
practice  of  partner  in  two-man  practice.  Leaving  for 
residency,  will  return  to  form  three-man  group.  Well  estab- 
lished practice  located  in  southeast  Denver.  Attractive  new 
quarters,  complete  lab.  Financial  arrangements  open.  Call 
SK  6-3627.  1-5-3 


MEDICAL-DENTAL  BUILDING,  Arvada  area.  Ground  floor, 
plenty  of  parking.  1100  sq.  ft.  Will  design  office  to  suit  your 
needs  and  space  requirements.  Ideal  location  for  physician 
just  entering  practice.  For  further  information  phone 
422-2775.  1-6-3B 


EARNEST  DRUG 

217  16th  Street 

Prescription  Specialists 

Telephones  KEysfone  4-7237 — KEysfone  413265 

FRESH-CLEAN-COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 

309  16th  Street  / /yjN  V Telephone 
Denver  2 534-8714 
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YES.  DOCTOR.  THERE'S  HELP  YOU  CAN  DEPEND  ON.  TOO! 

Just  as  patients  depend  on  you  to  help  restore  their 
health — now  you  can  rely  on  a low-cost  income 
protection  plan  to  help  safeguard  your  financial 
security  when  you're  sick  or  hurt  and  can't  earn 
a living. 


NOW! 


Benefits  up  to  $800.00  a month  through 
the  Medical  Society's  Income  Protection 
Plan! 


RETURN  THE  COUPON  FOR  FULL  DETAILS 
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The  T^ain  Is  Qone 


Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains;  Codeine  Phosphate  gr.  V2  (Warning— May  be  habit  forming),  Phenacetin  gr.  21/2, 
Aspirin  gr.  SVe,  Caffeine  gr.  1/2. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 

That's  why  we're  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1 ,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS.  FEES,  PERSONNEL.  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you — without  obliga- 
tion— how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it's  worth  the  time  to  investigate! 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 
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E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 
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Neo-Synephrine  is  a standard  among 
topical  vasoconstrictors.  It  is  unsurpassed 
for  reducing  nasal  turgescence  in  colds; 
and  a most  valuable  aid  in  preventing 
and  treating  sinusitis. 

Neo-Synephrine  stops  the  boggy  feeling  of 

colds  at  once— works  against  factors  that 
induce  sinusitis.  With  Neo-Synephrine 
nose  drops,  spray  or  jelly,  turbinates  shrink 
on  contact,  obstructed  ostia  open  and 
drainage  is  re-established. 


In  sinusitis,  Neo-Synephrine  helps  to  pro- 
mote drainage  and  hasten  recovery.*  Used 
promptly,  it  helps  clear  the  stagnant  sinus 
and  lessen  the  chances  of  chronicity. 

Neo-Synephrine  HCl  is  available  in: 

V8°7o  solution  for  infants 

V4®7o  solution  for  children  and  adults 

V4“7o  pediatric  nasal  spray  for  children 

V2°7o  solution  for  adults 

VzVo  nasal  spray  for  adults 

V2‘7o  jelly  for  children  and  adults 

l^/o  solution  for  adults  (resistant  cases) 


'Proctor,  D.  F.:  The  Nose,  Paranasal  Sinuses,  and 
Ears  in  Childhood,  Springfield,  III.,  Charles  C 
Thomas,  1963,  p.  34.  ; 1 

Winthrop  Laboratories,  NewYork,  N.Y.  10016 

In  colds  and  sinusitis 

Neosniiriiielia 

(brand  of  phenylephrine  hydrochloride) 
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Not  if  you  bill  over 
200  patients. 

Now  automation  can  pay  its  own  way  in  the  average 
individual  practice.  And,  of  course,  it’s  a great  time-saver. 

Your  nurse  or  receptionist  simply  spends  a few  minutes  at 
the  end  of  each  day  on  the  data  phone,  transmitting  to  our 
central  computer.  Or,  if  you  prefer,  she  can  drop  everything 
in  the  mail,  and  we’ll  feed  it  into  the  computer.  From  then 
on,  all  records  and  billing  are  completely  automated. 

You'll  notice  advantages  right  away.  You  and  your  staff  are 
freed  from  time-consuming  bookwork.  Billings  go  out 
faster.  Payments  come  in  quicker,  and  can  be  credited 
right  to  your  account.  And  you  get  daily  reports 
of  all  activity. 

It’ll  only  take  a few  minutes  to  get  further  details  and 
specific  cost  figures  on  our  Professional  Billing  Service. 

Just  call  Chuck  Derby  at  244-8811. 

Visif  us  in  booth  33  at  the  Colorado  Medical  Convention. 

'^that's  the  ha^k  for  my  money!" 

DENVER  U.S. 

NATIONAL  BANK 

DENVER  U.S.  CENTER  17th  and  Broadway 
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An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 


Indications!  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindkafions!  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


Miltowir 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  rnal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg,  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 
if®.  WALLACE  LABORATORIES 
\£hCranbury,  N.J. 
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When 
tetracycline 
is  indicated  in 
these  candidates 
for  Candida... 

2. 

5. 


New 

low-cost 

tetracycline/ 

antifungal 

therapy 

Tetres?F 

tetracycline 
phosphate  complex 
— nystatin 


Because  new  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  is  the  most 
economical  therapy  of  its  kind  that  you 
can  prescribe,  it  is  a sound  choice  whenever 
tetracycline  therapy  is  indicated  in 
patients  predisposed  to  monilial  infections. 

Uhq  arc  thcscl* candidates  Candida"^ 

1,  diabetic  patients 

2.  nonpregnant  women  with  a history  of 
recent  or  recurrent  monilial  vaginitis 
J.  elderly  or  debilitated  patients 

4,  patients  with  a past  history  of  moniliasis 
5*  patients  on  long-term  tetracycline  or 
corticosteroid  therapy. 

For  these  patients,  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  provides 
efficient  tetracycline  therapy  against 
a broad  range  of  infections  plus  protection 
against  superinfection  associated  with  the 
overgrowth  of  C»  albicans  in  the  G.I.  tract. 

Priced  for  savings 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  lowest  in  cost— priced  20% 
lower  than  most  tetracycline/antifungal 
products. 


BRISTOL  THERAPEUTIC  SUMMARY 
For  complete  information  consult  Official  Package  Circular. 
Indications;  Infections  of  respiratory,  gastrointestinal  and 
genitourinary  tracts  and  skin  and  soft  tissues  due  to  tetracycline- 
sensitive  organisms,  in  patients  with  increased  susceptibility  to 
monilial  infections. 

Contraindications:  The  drug  is  contraindicated  in  patients  hyper- 
sensitive to  its  components. 

Warning s:Vh.otoAyna.mic  reactions  have  been  produced  by  tetra- 
cyclines. Natural  and  artificial  sunlight  should  be  avoided  during 
therapy.  Stop  treatment  if  skin  discomfort  occurs.  No  cases 
of  photosensitivity  have  been  reported  with  Tetrex  (tetracycline 
phosphate  complex).  With  renal  impairment,  systemic  accumulation 
and  hepatotoxidty  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy, 
neonatal  period  and  childhood). 

Precautions:  Bacterial  superinfection  may  occur.  Infants  may 
develop  increased  intracranial  pressure  with  bulging  fontanels. 

In  gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months. 

Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue  therapy  for  10  days  in 
beta-hemolytic  streptococcal  infections.  Administer  one  hour 
before  or  2 hours  after  meals. 

Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  2S0  mg.  tetracycline  HCl  activity  and 
250,000  units  of  nystatin.  Oral  Suspension,  60-ml.  bottle. 

Each  S'  ml.  contains  tetracycline  equivalent  to  12S  mg.  tetracycline 
hydrochloride  and  nystatin,  125,000  units. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York 
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SATURDAY  EVENING  POST  CALLED  IT 

"THE  TIFFANY  OF  THE  STRIP" 


You’ll  find  it  the  most  complete  resort  hotel  in 
Las  Vegas  . . .One-hundred-fifty  acre  vacation 
wonderland  . . . Featuring  the  spectacular  Folies 
Bergere  in  the  spacious  Theatre  Restaurant  . . . 
Entertainment’s  most  exciting  names  in  the 
Blue  Room  . . . Epicurean  adventures  in  the 
Gourmet  Room  , truly  one  of  America’s  fine 


Restaurants  . . . Romance  in  intimate  L.a  Fon- 
taine Lounge.  . .The  most  luxurious  rooms  and 
suites  in  Las  Vegas  . . . Complete  convention 
facilities  and  expertly  trained  personnel  . . . 
Sparkling  swimming  pool  in  lush  tropical  setting 
. . . Health  Clubs  . . . Tennis  courts  . . . 18-hole 
Tropicana  Championship  Golf  Course. 


THE  MOST  COMPLETE  RESORT  HOTEL  IN  LAS  VEGAS! 
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The  formulations  listed  below  are 
ready-to-use  Baxter  Mannitol  solutions 
now  available  for  many  vital 
clinical  situations.  For  complete 
information  on  Baxter 
Mannitol,  see  your 
Baxter  representative. 


i 


GLENDALE,  CALIFORNIA 


.'fi ' y'v-':  WK;.''  ■ 5%  Mannitol, 

5%  Dextrose 
in  0.12% 

10%  Mannitol  15%  Mannitol  20%  Mannitol  Sodium 
in  water  in  water  in  water  Chloride 


15%  Mannitol, 
5%  Dextrose 

10%  Mannitol,  in  0.45% 

5%  Dextrose  Sodium 

in  water  Chloride 


5%  Mannitol 
in  water 


I MANNITOL 
^SOLUTIONS 
I AVAILABLE 

M In  sizes  150  ml 
W to  1000  mi 


ISOLYTE  P 

'IMIIC  wullilullK 

wn 


5%  DEXTROSE 


ISOIYTE  E 

urucEiitui 

UmAClUiNI  SDEUm 


5%  DEXTROSE 


ISOLYTE  R 


“EPIACEmENI 

SOLUTION 


s%  DEXTROSE 


I^extrose 


dextrose 


ISOIYTE  M 

sjiinin 


ISOLYTE® 

Dex- 

trose 

SOLUTIONS 

Gm. 

Na  + 

K + 

Ca+  + 

ISOLYTE  M,  Maintenance  with  5% 
Dextrose,  for  adults  and  older  children 

50 

40 

35 

— 

ISOLYTE  P,  Pediatric  Maintenance,  for 
infants  and  younger  children 

50 

25 

20 

_ 

ISOLYTE  E,  Extracellular  Replacement  in 
Water.  For  replacement  of  intravascular, 
interstitial,  transcellular  losses  other 
than  gastric 

140 

10 

5 

ISOLYTE  E,  with  5%  Dextrose 

50 

140 

10 

5 

ISOLYTE  G,  Gastric  Replacement  with 
10%  Dextrose 

100 

63 

17 

ISOLYTE  R,  Replacement  Solution,  with 
5%  Dextrose 

50 

40 

16 

5 

Milliequivalents 


Mg  + 4 


4H4-F 

Cl- 

Lact 

Acet  — 

Cit= 

HP04= 

Calories 

mOs. 

40 

20 

— 

15 

180 

400 

_ 

22 

23 

— 

— 

3 

180 

350 

103 

47 

8 

10 

320 

- 

103 

- 

47 

8 

— 

180 

570 

70 

150 

— 

— 

— 

— 

340 

800 

— 

40 

12 

12 

— 

— 

180 

380 

DON  BAXTER,  GLENDALE.  CALIFORNIA 


THERAPY 


ELECTROLYTE 


COMPLETE 


FOR 


new  from  Ames 
5 basic  uro-analyticai 
facts  in  30  seconds 


Labstix* 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology  — long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  - provides  a “Yes-or-No”  answer  for  urine  "sugar  spill.” 

Ketones— detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 


(color  charts 


AtVIES 


08165 


FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 


with  DICARBOSir  antacid 


■ effective  neutralizing  power -Two  tablets  in  vitroi, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste  — A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (10  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif.  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  TVi- 
silicate  0.006  Gm. 


Write  for  Professional  Samples 


ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 

319  South  4th  Street  • St.  Louis,  Missouri  63102 
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DEPROE 

meprobamate  400  mg.  -I- 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— Drov/siness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  I mg. 

Before  prescribing,  consult  package  circular.  ' 
#.  Wallace  Laboratories  / Cranbury,  N.  J. 


FOR  THE  jv 


COMPLEX 


TRY  DEPROE  meprobamate  400  mg.  + 


benactyzine  hydrochloride  1 mg. 


FOR  DEPRESSION 


You'll  find  more  action . . .more  of  everything  at  the  Stardust.  Spend  an 
hourand  forty  five  minutesatour  lavish  and  spectacular  Lido  Revue. Then, 
catch  entertainers  like  the  Kim  Sisters,  Esquivel  and  other  great  acts  in 
the  Stardust  Lounge.  They’re  on  from  dusk  'til  dawn!  Have  a gourmet’s 
delight  in  AKU  AKU,  ourworid-famous  Polynesian  restaurant.  Swim.  Sun. 
Tan.  Play  golf  at  our  championship  course.  Yes,  GO...to  your  travel  agent. 
Make  a reservation  for  excitement!  Or,  write  Reservations  Director, 
Suite  301.  Economy  minded?  See  our  ’’Heavenly  Holidays”  brochure. 


HOTEL  & GOLF  CLUB.  LAS  VEGAS.  NEVADA 


1,000  LUXURY  ROOMS  AT  $B  • $10.  PLUS  500  DELUXE  ROOMS  AND  SUITES 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HCl 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning;  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN... 


4.50  mg.  oxycodone  HCl  (Warning:  May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
Literature  on  request  (Warning:  May  be  habit-forming),  0.38  mg.  hom- 

atropine terephthalate,  224  mg.  aspirin,  160  mg. 

ENDO  LABORATORIES  INC.  Garden  City,  New  York  phenacetin,  and  32  mg.  caffeine. 

•U.S.  Pats.  2,628,185  and  2,907,768 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the  |r 
gamut  of  home  remedies  without  success,  ' [ 
pleasant-tasting  cremomycin  can  answer  's 
the  call  for  help.  It  can  be  counted  on  to  j 
consolidate  fluid  stools,  soothe  intestinal  » 
inflammation,  inhibit  enteric  pathogens,  j 
and  detoxify  putrefactive  materials  — usu-  ic 
ally  within  a few  hours. 


CREMOMYCIN  combines  the  bacteriostatic  ^ 
agents,  succinylsuifathiazole  and  neomy-  | [ 
cin,  with  the  adsorbent  and  protective  de-  \ 


mulcents,  kaolin  and  pectin,  for  compre-  A 
hensive  control  of  diarrhea.  S 


Indications:  Diarrhea.  Contraindications:  Kaolin: 
Withhold  if  diverticulosis  is  present  or  suspected. 
Precautions:  Sulfonamide:  Continued  use  requires 
supplementary  administration  of  thiamine  and  vita- 


su 

Gf 


your  for 
Cremomycin 
can  provide  relief 


min  K.  Neomycin:  Patient  should  be  observed  for 
new  infections  due  to  bacteria  or  fungi.  Side  Effects: 
Sulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
skin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
cytosis with  a fatal  outcome  has  been  reported). 
Reduction  of  thiamine  output  in  the  feces  and  of 
vitamin  K synthesis  has  been  observed.  Neomycin: 
Nausea,  loose  stools  possible. 

Before  prescribing  or  administering,  read  product 
circular  with  package  or  available  on  request. 


promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL 

Composition;  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
Gm.,  pectin  0.27  Gm. 


Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 


Where  today’s  theory  is  tomorrow's  therapy 


Many 
anxious 
patients 
need  more 


than  just 
calming. 
Stelazirie 

brand  of  trifluoperazine  / 

offers 
true 
tranquilization. 


Sedative  or  muscle  relaxant-type  tranquilizers  are  often  all  that's 
needed  for  patients  with  temporary  situational  anxiety.  But  in 
the  many  patients  whose  anxiety  presents  a continuing  problem 
these  agents  are  limited  by  their  generalized  dulling  effects. 
'Stelazine'  can  attack  anxiety  directly  without  producing 
annoying  dulling  effects.  On  'Stelazine',  patients  can  react 
more  normally  to  day-to-day  stress  yet  remain  alert,  able  to 
carry  on  their  normal  activities. 

Contraindicated  in  comatose  or  greatly  depressed  states  due  to  CNS  depressants 
and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and  pre-existing 
liver  damage.  Principal  side  effects,  usually  dose  related,  may  include  mild  skin 
reaction,  dry  mouth,  insomnia,  fatigue,  drowsiness,  dizziness  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness,  anorexia,  rash,  lactation  and 
blurred  vision  may  also  be  observed.  Blood  dyscrasias  and  jaundice  have  been 
extremely  rare.  Use  with  caution  in  patients  with  impaired  cardiovascular  systems. 
Before  prescribing,  see  SK&F  product  Prescribing  Information. 


Smith  Kline  & French  Laboratories,  Philadelphia 
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in  scalp  dermatitis 


(ftmcimlone  acetonide) 

the  results  show  ..Me  treatment  doesn't 

“...50  of  the  85  patients  enjoyed  complete  remission.... 
Thirty-one  patients  exhibited  moderate  improvement....”* 

SjTialar  Solution  provides  the  most  potent 
topical  corticosteroid,  fluocinolone  acetonide, 
at  the  site  of  the  -pTohlem— without  the  stain, 
odor,  residue  of  lotions  and  other  scalp  medi- 
cations. 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 

Precautions : In  some  patients  with  dry  lesions,  the 
solution  may  increase  dryness,  scaling,  or  itching. 

Application  to  denuded  or  fissured  areas  may  pro- 
duce burning  or  stinging.  Although  propylene  glycol 
has  some  antiseptic  activity,  infected  lesions  require 
appropriate  evaluation  and  therapy.  As  with  all  drugs. 


use  with  caution  in  pregnant  patients.  Side  Effects: 
Side  effects  are  not  encountered  ordinarily  with 
topically  applied  corticosteroids.  As  with  all  drugs, 
however,  a few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  Availability: 
Synalar  (fluocinolone  acetonide)  Solution  0.01%  in 
a vehicle  of  propylene  glycol  with  citric  acid  as  pre- 
servative—20  cc.  and  60  cc.  plastic  squeeze  bottles. 

•Lubowe,  I.  I.;  Scalp  dermatoses:  Treatment  with  fluocinolone 
acetonide  in  propylene  glycol.  Skin  3:267  (Sept.)  1964. 


fluocinolone  acetonide  — an  original  steroid  from 

SYNTEXS 

LABORATORIES  INCn  PALO  ALTO,  CALIF. 


A common  cold!  I thought  everything  was  a “virus^^  these  days. 


Although  he'd  prefer  a more  exotic  name  for  it,  you  know 
he's  suffering  from  an  ordinary,  old  common  cold.  And, 
he's  congested.  He'll  breathe  easier  when  you  prescribe 
Novahistine  LP. 

Two  long-acting  tablets  in  the  morning  and  two  in  the 
evening  will  provide  around-the-clock  relief  by  helping 
to  keep  congested  air  passages  clear,  thus  enabling 
your  cold  patient  to  enjoy  normal  and  free  breathing. 
This  action  of  long-acting  Novahistine  LP  helps  restore 
normal  mucus  secretion  and  ciliary  activity— physiologic 
defenses  against  infection  of  the  respiratory  tract. 

Use  cautiously  in  individuals  with  severe  hypertension. 


diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Tell  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine 
hydrochloride,  25  mg.,  and  chlorpheniramine  maleate, 
4 mg. 


For  relief  of  nasal  congestion. 


PITMAN-MOORE  Divisi  on  of  The  Dow  Chemical  Company,  Indianapolis 


Modern  Concepts  of  Cardiovascular  Diseases 
— Nugget  Convention  Hall — Reno,  Nevada 

Monday,  March  21,  1966 

6:00  p.m.  No-Host  Cocktail  Party  and  Registra- 
tion at  Nugget  Convention  Center 

Tuesday,  March  22, 1966 

8:45  a.m.  Welcoming  Remarks  — Frederick  D. 

Elliott,  MD,  President  of  Nevada  Heart 
Association 

Cardiac  Physiology 

9:00  “Low  Output  Syndrome — Management 

of  the  Critical  Patient” 

Benson  B.  Roe,  MD,  Department  of 
Surgery,  University  of  California  Medi- 
cal Center,  San  Francisco 

9:30  “Prolonged  Perfusion  With  Disposable 

Bubble  Oxygenator” 

Miss  Elizabeth  Swenson,  RN,  Perfusion 
Technologist,  University  of  California, 
San  Francisco 

Pulmonary  Physiology 

10:30  “Lung  Scanning  and  Selective  Arteri- 

ography in  Pulmonary  Embolism” 
Herbert  L.  Fred,  MD,  Asst.  Professor 
of  Medicine,  Baylor  University,  Hous- 
ton, Texas 

11:00  “Pulmonary  Hypertension  at  High  Al- 

titudes” 

John  Vogel,  MD,  Associate  Director, 
Clinical  Cardiovascular  Lab,  University 
of  Colorado 

11:30  “The  Development  and  Sequelae  of  an 
Experimental  Model  With  Pulmonary 
Hypertension” 

Dr.  George  T.  Smith,  Director  of  Patho- 
physiology Lab,  Desert  Research  In- 
stitute, University  of  Nevada 

Conduction  System,  Pacemakers, 

AND  THE  Artificial  Heart 

1:30  p.m.  “The  Normal  Anatomy  and  Pathologic 
Variations  of  the  Conduction  System” 
Dr.  Richard  Licata,  Professor  of  Anat- 
omy at  University  of  Nevada 

2:00  “Pathological  Lesions  in  the  Conduc- 
tion System” 

Dr.  George  T.  Smith 


2:30  “Experimental  Production  of  Heart- 

Block” 

Dr.  Donald  Olson,  Research  Veteri- 
narian, University  of  Nevada 

3:00  “The  Washoe  Pacemaker” 

Lester  McKay,  Biomedical  Engineer 
and  Research  Associate,  University  of 
Nevada 

3:30  “Present  Development  and  Manufactur- 

ing of  the  Artificial  Heart” 

Dr.  Silas  Braley,  Director,  Dow-Corning 
Center  for  Aid  to  Medical  Research, 
Midland,  Michigan 

6:00  Dinner  at  Convention  Center 

7 : 30  “Cardioversion” 

Bernard  Lown,  MD,  School  of  Public 
Health,  Harvard  University,  and  Di- 
rector of  Cardiac  Intensive  Care  Units, 
Peter  Bent  Brigham  Hospital,  Boston, 
Massachusetts 

Wednesday,  March  23,  1966 

8:00  a.m.  Workshop  at  Washoe  Medical  Center 
on  “Cardioversion  and  Cardiac  Ar- 
rhythmias” 

Congenital  Heart  Disease 

1:00  p.m.  “Diagnosis  and  Management  of  the  In- 
fant With  Congenital  Heart  Disease” 

Saul  Robinson,  MD,  Chief  of  Cardi- 
ology, San  Francisco  Presbyterian  Medi- 
cal Center 

1:30  “Diagnosis  of  Congenital  Heart  Disease 

Without  Auscultation” 

Glen  Cayler,  MD,  Chief  of  Pediatric 
Cardiology  at  Sutter  Memorial  Hospital, 
Sacramento 

2:00  “Natural  History  of  Atrial  and  Ventric- 

ular Septal  Defects  in  Adults” 

Malcolm  McHenry,  MD,  Chief  of  Adult 
Cardiology  at  Sutter  Memorial  Hospital 

2:30  Intermission 

Coronary  Intensive  Care 

3:00  “Intensive  Care  of  Acute  Coronary  Pa- 

tients” 

Bernard  Lown,  MD 

3:30  “Cardiac  Monitoring  and  Coronary  In- 

tensive Care” 

Dr.  Robert  Barnet,  Clinical  Professor  of 
Cardiology,  University  of  Nevada 

4:00  “Care  of  Patients  Postoperatively  on 

Intensive  Cardiac  Care  Units” 

Mrs.  Mildred  McIntyre,  RN,  Asst. 
Professor  of  Medical  Surgical  Nursing, 
University  of  California  School  of 
Nursing 
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Arizona  Chest  Disease  Symposium 

This  Symposium  will  be  held  on  the  weekend  of 
March  26-27,  1966,  at  the  Ramada  Inn  in  Tucson. 

The  setting  is  informal  and  comfortable.  The  pre- 
sentations are  at  a high  level  by  a nationally  dis- 
tinguished panel  of  experts.  The  major  focus  will  be 
on  clinical  management  of  the  chronic  obstructive 
bronchopulmonary  diseases;  there  will  be,  in  addi- 
tion, a section  on  adult  allergic  respiratory  diseases, 
and  one  on  pulmonary  tuberculosis.  This  is  a IV2 
day  program.  For  details  of  scientific  program,  see 
the  March  issue  of  “What  Goes  On”  bulletin. 

American  College  of  Physicians 

The  47th  Annual  Meeting,  Americana  and  New 
York  Hilton  Hotels,  New  York,  N.  Y.,  April  18-22. 
For  additional  information,  contact  Edward  C. 
Rosenow,  Jr.,  MD,  4200  Pine  Street,  Philadelphia, 
Pa.  19104. 

Fourth  Biennial  Las  Vegas  Cancer  Seminar 

Sponsored  by  the  Nevada  Chapter  of  the 
American  Cancer  Society 

April  21-23,  1966 

Flamingo  Hotel,  Las  Vegas,  Nevada 

This  three  day  spring  meeting  will  follow  the  mul- 
tiple discipline  approach  to  the  latest  investigation 
and  treatment  of  cancer. 

The  guest  faculty  will  include:  Doctor  Karl  P. 
Klassen,  Chief,  Division  of  Thoracic  Surgery,  Ohio 
State  University;  Owen  Wangenstein,  Professor  and 
Chairman  of  Department  of  Surgery,  University  of 
Minnesota;  Lawrence  J.  McCormick,  Director, 
Pathology  Laboratory,  Cleveland  Clinic;  Robert  D. 
Sullivan,  Director  Cancer  Research  Laboratories,  The 
Lahey  Clinic,  Boston;  Matthew  Block,  Professor  and 
Chairman  of  the  Department  of  Medicine,  University 
of  Colorado;  Roger  Williams,  Professor-Chairman 
Department  of  Medicine,  University  of  Texas,  Col- 
lege of  Medicine,  Galveston,  Texas  branch;  Hugh 
Auchincloss,  Associate  Professor  of  Surgery,  Colum- 
bia, New  York;  George  Block,  Associate  Professor 
of  Surgery,  University  of  Chicago;  Mason  Morfit, 
Professor  of  Surgery,  University  of  Colorado; 
Robert  Izant,  Associate  Professor  and  Chief,  Di- 
vision of  Pediatrics  Surgery,  Western  Reserve;  Roger 
Harvey,  Professor  and  Chairman,  Department  of 
Radiology,  University  of  Illinois. 

The  Seminar  will  coincide  with  the  Desert  Inn 
Tournament  of  Champions  Golf  Tournament  which 
may  be  seen  by  those  attending. 

Registration  Fee — $25.00.  For  advance  registra- 
tion, contact — L.  C.  Roettig,  MD,  3196  Maryland 
Parkway,  Las  Vegas,  Nevada. 

Spring  Clinics 

Spring  Clinics  of  Children’s  Hospital,  Denver, 
will  be  held  on  June  13,  14,  and  15,  1966.  Guest 


speakers  will  be  Robert  Greenberg,  MD,  Stanford 
University,  Eugene  Lahey,  MD,  University  of  Utah 
and  Hugh  Lynn,  MD,  the  Mayo  Clinic.  For  in- 
formation write:  Joseph  Butterfield,  MD,  Children’s 
Hospital,  Denver,  Colorado  80218. 

American  Academy  of  Pediatrics 

More  than  3,000  pediatricians,  their  families  and 
guests,  are  expected  to  attend  the  annual  Spring 
Session  of  the  American  Academy  of  Pediatrics, 
April  25-27,  1966,  at  the  Queen  Elizabeth  Hotel, 
Montreal,  Canada. 

The  scientific  program  will  feature  closed  circuit 
television  presentations  on  subjects  including  cerebral 
palsy,  learning  disorders,  and  growth  problems. 

Physicians  interested  in  attending  the  meeting 
should  write  the  American  Academy  of  Pediatrics, 
1801  Hinman  Avenue,  Evanston,  111.  60204,  for  a 
preliminary  program  and  housing  and  registration 
forms. 

Mid-Central  States  Orthopaedic  Society 

The  Thirteenth  Annual  Meeting  of  the  Mid- 
Central  States  Orthopaedic  Society  will  be  held  May 
5-7,  1966,  at  the  Cornhusker  Hotel,  Lincoln,  Ne- 
braska. 

Montana  Medical  Association  Interim  Session 
Elks  Building,  Havre,  Montana 

The  1966  Interim  session  of  this  association  will 
be  held  April  1 and  2 at  Havre,  Montana. 

Dr.  A.  Scott  Earle,  Sun  Valley  Medical  Depart- 
ment at  Sun  Valley,  Idaho  will  speak  on  “Ski  In- 
juries” and  Dr.  Robert  L.  Larson,  Orthopedic  and 
Fracture  Clinic  at  Eugene,  Oregon  will  make  a 
presentation  entitled  “Sports  Injuries  to  Forearm, 
Wrist  and  Hand.” 

Radiology  “Refresher  Course” 

Isaac  Sanders,  MD,  instructor  in  radiology  at 
Loma  Linda  University  School  of  Medicine,  is  mod- 
erator of  a three-hour  “refresher  course”  in  radi- 
ology for  physicians  attending  the  school’s  34th 
Alumni  Postgraduate  Convention  March  11  to  17. 

The  course,  titled  “Practical  Radiology  for  Prac- 
tically Everybody,”  includes  lectures  by  other  spe- 
cialists representing  southern  California  medical 
schools.  Among  their  subjects,  listed  in  a program 
just  published  by  the  convention’s  alumni  associa- 
tion sponsor,  are: 

— “Arthritis  No  Longer  Gets  Me  Disjointed,”  by 
Dietrich  E.  Reisch,  MD. 

— “Congenital  Heart  Disease  No  Longer  Makes 
Me  Blue,”  by  Dr.  Sanders. 

— “Short-cuts  to  Oblivion  in  Chest  Diagnosis.”  by 
Geoffrey  A.  Gardiner,  MD. 

— “An  Upper  G.I.  Series  Ain’t  No  Esophagus 
Study,”  by  Walter  L.  Stilson,  MD. 
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— “Every  Mediastinal  Mass  Isn't  a Mess,”  by 
Erling  S.  Tobiassen,  MD. 

Turning  the  needle  on  physicians  themselves, 
Ernest  J.  Braun,  MD,  will  speak  on  “Attending 
Physicians  1 Have  Known  or  Non-Patient  Problems 
in  Radiation  Therapy." 

Physicians  attending  the  course  or  others  offered 
during  the  convention's  first  two  days  receive  credit 
from  the  American  Academy  of  General  Practice. 

Symposium  on  Vascular  Disease 

Officials  of  Philadelphia's  Albert  Einstein  Med- 
ical Center  today  announced  details  of  a three-day 
symposium  on  vascular  disease  to  be  held  by  the 
Medical  Center,  March  28-30,  at  the  Bellevue-Strat- 
ford  Hotel,  Philadelphia.  The  35  participants  from 
all  sections  of  this  country  and  from  abroad  are 
outstanding  authorities  in  their  respective  fields. 

Topics  to  be  discussed  during  the  symposium  in- 
clude: diagnostic  procedures;  obstruction  and  inflam- 
matory diseases  of  venous  and  lymphatic  systems; 
aneurysm;  arterial  embolism;  coagulation  and  bio- 
physical aspects  of  vascular  disease;  renovascular 
hypertension;  and  e.xtracranial  cerebrovascular  dis- 
ease. 

Registration  fee  for  the  symposium  is  $30.  All 
physicians  who  wish  to  attend  must  register  in  ad- 
vance. The  American  Academy  of  General  Practice 
has  approved  the  symposium  for  15  hours  of  credit. 
Additional  details  are  available  through  Dr.  Bannett 
at:  Symposium  Office,  Albert  Einstein  Medical  Cen- 
ter, York  and  Tabor  Rds.,  Philadelphia,  Pa.  19141. 

Winter  Seminar—Cheyenne,  Wyo. 

March  17,  1-5  p.m.,  March  18,  9-12  a.m.  and  1-5 
p.m.  Panels,  Lectures,  Case  Reports,  and  Papers 
(25).  Discussions  led  by  Dr.  Edgar  G.  Poth,  Profes- 
sor of  Surgery,  University  of  Texas  Medical  School 
Galveston  Branch,  Dr.  Frank  B.  McGlone,  Associ- 
ate Professor  of  Internal  Medicine,  Denver  Clinic, 
Denver,  Colorado,  Dr.  Herbert  Fowler,  Assistant 
Professor  of  Psychiatry,  University  of  Utah  Depart- 
ment of  Psychiatry. 

Saturday,  March  19,  9-12  a.m..  Symposium  on 
Physician-Government  Relationship.  Presentations 
on  Utilization  Committees,  Regional  Medical  Pro- 
grams, “Prevailing  Fee”  study.  Medicare,  Title  19. 

No  registration  fee.  Credit — AAGP. 

For  further  information,  contact  Mr.  Arthur 
Abbey,  Executive  Secretary,  Wyoming  State  Med- 
ical Society,  P.  O.  Box  2266,  Cheyenne,  Wyoming. 


As  an  example  of  drug  research  expenditures 
which  are  unprofitable  to  a company,  American 
Cyanamid  Company  of  Pearl  River,  N.  Y.,  invested 
about  $37  million  in  drug  research  on  live  virus,  polio 
vaccines,  cancer,  tuberculosis,  heart  disease  and  other 
maladies.  No  commerical  products  have  resulted 
from  this  research  and  expenditure. 


HALE’S  DRUG  STORES 

We  at  Hale’s  Drug  Stores,  serving 
Reno,  Sparks  and  Lake  Tahoe, 
take  great  pride  in  our  service  to 
the  medical  profession  of  Nevada 
and  to  your  patients. 


A SALUTE  TO  MEMBERS 
OF  THE  NEVADA  STATE 
MEDICAL  ASSOCIATION  AND 
THE  ROCKY  MOUNTAIN 


SiBRRM  PMCIRIC 
ROWER  COMRMNY 

Serving  Western  Nevada  and  Eastern  California  from  Reno. 
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TOPICAL  TYPICAL 

TREATMENT  RESULTS 


PRIMARY  PYODERMA  AFTER  TREATMENT  WITH 

■NEOSPORIN'  ANTIBIOTIC  OINTMENT 
AND  SALINE  COMPRESSES 


"‘NEOSPORIN’: 

Polymyxin  B- Neomycin -Bacitracin 

ANTIBIOTIC  OINTMENT 


Each  gram  contains: 
‘Aerosporin’®  brand  Polymyxin  B 


Sulfate 5,000  Units 

Zinc  Bacitracin 400  Units 

Neomycin  Sulfate  (equivalent  to 
3.5  mg.  Neomycin  Base) 5 mg. 


Tubes  of  V2  oz.  and  1 oz. 

■ clinically  effective 

■ comprehensive  bactericidal  action  against  most 
Gram-negative  and  Gram-positive  organisms,  in- 
cluding Pseudomonas 

■ rarely  sensitizes 

For  the  eradication  of  infectious  organisms  in  a 
wide  range  of  dermatologic  disorders:  impetigo, 


ecthyma,  pyodermas,  sycosis  vulgaris,  paronychia, 
traumatic  lesions,  eczema,  herpes  and  seborrheic 
dermatitis.  Prophylactically,  for  protection  against 
bacterial  contamination  in  burns,  skin  grafts,  inci- 
sions and  other  clean  lesions,  abrasions  and  minor 
cuts  and  wounds. 

Caution:  As  with  other  antibiotic  preparations,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindication:  This  product  is  contraindicated 
in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Low 

host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  Ilosone® 

Occasionally,  therapeutic  failure  is 
due  to  the  patient’s  inability  to 
mobilize  his  defenses  sufficiently  to 
overcome  infection.  Typical  of  this 
is  the  debilitated  patient,  the 
premature  infant,  or  the  diabetic. 

It  is  in  these  patients  that  the  high 
levels  of  antimicrobial  activity  of 
Ilosone  are  especially  useful.  Ilosone 
has  demonstrated  antibacterial  levels 
two  to  four  times  those  of  erythro- 
mycin base  or  stearate.  Furthermore, 
it  attains  them  earlier  and  maintains 
them  longer.  Even  the  presence  of 
food  does  not  appear  to  affect  the 
activity  of  Ilosone. 


Contraindications:  ilosone  is  contraindicated  in 
patients  with  a known  history  of  sensitivity  to  this 
drug  and  in  those  with  preexisting  liver  disease 
or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  infrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gasfro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  Ilosone  on  the  alimentary  tract.  Al- 
though allergic  manifestations  are  uncommon  with 
the  use  of  erythromycin,  there  have  been  occasion- 
al reports  of  urticaria,  skin  eruptions,  and,  on  rare 
occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— '125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 

Ilosone 

Erythromycin  Estolate 

Additional  information  available  to  physicians 
upon  request.  Eli  Lilly  and  Company, 

Indianapolis,  Indiana.  souso  L_— 
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REETiNGS  FROM  the  Nevada  State  Medical 
Association!  This  is  our  maiden  endeavor  in  pro- 
ducing a special  Nevada  Edition  of  the  Rocky 
Mountain  Medical  Journal.  We  believe  that  this 
is  a good  project  and  that  it  will  have  a great 

reception. 


Greetings  from  the 
Nevada  State 
Medical  Association 


Nevada  is  one  of  the 
few  “have-not-states,” 
as  far  as  a medical 
school  is  concerned. 
We  are  keenly  aware  of  the  difficulty  this  causes 
in  keeping  a steady  flow  of  well-trained  physicians 
supplied  for  the  needs  of  this  rapidly  growing 
state.  Nevada’s  population  is  not  great  as  com- 
pared to  most  other  states.  Our  physician  pop- 
ulation is  inadequate  for  our  present  needs.  We 
are  striving  toward  the  goal  of  a medical  school 
within  our  borders  in  a few  years.  Nevada  is  for- 
tunate to  have  attracted  a high  percentage  of  ex- 
cellent and  dedicated  physicians  and  surgeons. 

The  1966  Clinical  Session  of  the  American 
Medical  Association  will  be  held  in  Las  Vegas 
November  27-30.  This  will  be  another  first  for 
Nevada.  An  excellent  scientific  program  has  been 
formulated  and  every  effort  will  be  expended  to 
make  this  a most  pleasant  and  memorable  event. 
Nevada  sends  a special  invitation  to  all  of  the  phy- 
sicians and  their  wives  in  the  Rocky  Mountain 
area. 

JOSEPH  M.  GEORGE,  JR.,  MD,  President 
Nevada  State  Medical  Association 


It  IS  COMMENDABLE  that  the  Second  National 
Conference  for  Professional  Nurses  and  Physi- 
cians, sponsored  by  the  American  Nurses’  Associa- 
tion and  the  American  Medical  Association,  held 
in  September  of  1965  in  Denver,  was  character- 
ized by  sincerity  and  honesty;  it 
thoroughly  aired  the  problems 
relative  to  its  theme  of  improving 
patient  care.  The  complete  text 
of  this  conference  will  soon  be 
published  for  those  interested  in  the  knowledge- 
able contributions  to  pertinent  problems  of  patient 
care. 

Horizons  of  impending  social  economic  prob- 


A  Timely 
Warning 


lems,  however,  could  not  help  but  be,  inferred  by 
many  delegates  and  the  impending  demand  for 
skilled  nursing  care  in  the  future  presents  unsolved 
problems.  The  liberty  to  practice  nursing  presents 
increasing  economic  problems  to  our  nurses.  Fu- 
ture national  conventions  held  jointly  by  the  ANA 
and  the  AMA  might  well  be  dedicated  to  just  such 
problems  and  how  best  to  release  talents  and  skills 
of  the  nursing  profession  from  the  point  of  view  of 
economics  alone.  This  editorial  is  a warning  to 
the  professions  as  to  what  may  eventuate  if  our 
government  conceives  the  economics  its  sole 
province.  Lethargy  and  lack  of  insight  on  the  part 
of  doctors  and  nurses  of  this  country  in  developing 
a plan  of  their  own  will  result  in  exactly  that. 

The  demand  for  nurses  will  certainly  initiate 
congressional  committee  investigations  into  the 
best  means,  from  an  economic  aspect,  to  release 
the  talents  and  skills  of  trained  nurses,  who,  for 
obvious  reasons,  have  junked  their  training  for 
more  remunerative  occupations  including  the  hon- 
ored field  of  wife  and  mother.  Excluding  the  dif- 
ficult problem  of  increased  salaries,  this  future 
committee  may  explore  what  governmental  agen- 
cies might  be  utilized  to  entice  the  skilled  nurse 
from  the  home.  The  first  problem  would  be  what 
to  do  with  the  children?  Immediately  the  bureau- 
cratic mind  brilliantly  conceives  of  government 
owned  and  operated  nursery  schools  for  children 
of  the  nursing  profession,  minimum  cost  to  the 
nurse,  and  major  expenses  paid  by  the  taxpayer  as 
an  inducement  to  the  nurse  to  return  to  profes- 
sional life.  The  increasing  socialistic  tendencies  of 
our  government  to  assume  responsibility  for  health 
care  make  such  an  event  probable.  From  there  it 
is  not  too  difficult  to  envision  nursing  as  soon 
completely  socialized. 

With  brilliant  and  dedicated  legal  consultants 
hired  by  the  AMA,  the  sociologists  available,  it 
is  not  too  soon  to  explore  for  ourselves  the  eco- 
nomic problems  facing  the  nursing  profession  and 
in  particular  the  avenues  of  approach  to  induce 
the  qualified  woman  back  into  the  nursing  field 
after  marriage  and  children  have  claimed  her  de- 
votion. Would  it  not  be  better,  instead  of  having 
government  owned  and  operated  nursing  homes 
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which  would  be  operated  at  a loss,  an  additional 
tax  burden,  to  have  instead  all  labor — not  just 
that  related  to  business — but  all  labor  tax  deduct- 
ible? This  is  not  a new  idea  and  prominent  citi- 
zens have  voiced  their  concern  many  times  over 
this  tax  inequity.  If  the  professional  woman  could 
deduct  the  cost  of  domestic  help  and  nurseries, 
this  inducement  might  well  bring  back  into  the 
profession  talented  and  dedicated  nurses. 

This  is  not  the  place  to  enlarge  on  this  con- 
cept of  taxation,  but  only  to  warn  the  professions 
to  take  a good  look  into  the  future  and  instead  of 
fighting  future  bureaucratic  invasion,  be  prepared 
with  thoroughly  prepared  legislative  proposals,  be- 
fore socialistic  minds  even  conceive  of  the  prob- 
lems. 

CHESTER  C.  LOCKWOOD.  MD 
Las  Vegas,  Nevada 
(Invited  delegate  to  the  joint 
AMA  & ANA  convention  in 
Denver.) 
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T HAS  BEEN  a little  over  one  year  since  Southern 
Nevada  Memorial  Hospital  received  its  first  medi- 
cal hospital  resident.  That  was  the  year,  1964,  of 
Nevada’s  centennial  celebration  so,  dramatically 
speaking,  it  took  this  State  just  100  years  of  ex- 
istence to  acquire  its 


Transition  to  a 
Residency  Program 


first  Residency  Pro- 
gram, the  only  one 
currently  existing  in 
Nevada,  Idaho,  Mon- 
tana and  Wyoming.  Through  the  efforts  of  Dr. 
George  Reifenstein,*  former  Director  of  Medical 
Education  at  St.  Mary’s  Hospital,  San  Francisco, 
and  Director  and  Coordinator  of  Obstetrics-Gyne- 
cology Residency  Program  of  San  Francisco  Cath- 
olic Hospitals,  and  Mr.  Jack  E.  Staggs,  Adminis- 
trator, Southern  Nevada  Memorial  Hospital,  this 
came  about.  It  was  a stroke  of  luck  for  both 
Southern  Nevada  Memorial  Hospital  and  St. 
Mary’s  Hospital,  San  Francisco,  for  at  the  time 
the  former  had  a vast  amount  of  clinical  material 
for  teaching,  a staff  anxious  to  have  residents,  and 
a need  for  them;  and  the  latter  had  a lack  of  suf- 
ficient clinical  cases  to  round  out  their  residency 
responsibility. 

The  “marriage”  between  the  institutions  that 
followed  their  introduction  was  preceded  by  a 
brief  engagement  that  disclosed  many  obstacles 
that  had  to  be  overcome.  One  by  one,  these  have 


* Dr.  Reifenstein  currently  holds  a civilian  position  as  Tech- 
nical Director,  Medical  Education  and  Clinical  Research, 
United  States  Navy,  National  Naval  Medical  Center,  Be- 
thesda,  Maryland. 


been  dealt  with,  yet  even  today  minor  unforeseen 
problems  have  arisen  that  require  great  effort  to 
cope  with  and  solve.  In  order  for  Southern  Ne- 
vada Memorial  Hospital  to  qualify  to  train  resi- 
dents and  satisfy  the  American  Board  of  Obstet- 
rics and  Gynecology  (for  it  was  in  these  specialties 
that  all  this  began)  the  standards  of  this  Society 
had  to  be  met.  Further,  for  the  hospital  itself  to 
qualify,  the  prerequisites  of  the  Joint  Commission 
for  Hospital  Accreditation  also  had  to  be  fulfilled. 
Exactly  what  this  meant,  and  the  chores  that  had 
to  be  done  were  as  follows:  Temporary  licensing 
for  the  trainees  had  to  be  obtained,  this  through 
the  State  Board  of  Medical  Examiners  in  Reno. 
The  first  residents  were  really  no  problem,  but 
since  then  a foreign-schooled  physician  had  to  be 
cleared  for  temporary  licensure,  and  Nevada  laws 
made  this  time-consuming  and  difficult.  Within  the 
hospital,  a teaching  schedule  had  to  be  set  up,  and 
clinics  established  and  several  other  details  in  dif- 
ferent areas  had  to  be  cleared.  The  pathology  and 
radiology  departments  agreed  to  meet  and  teach 
the  residents  regularly,  a weekly  seminar  was 
established  and  daily  rounds  became  part  of  the 
curriculum.  Clinics  were  then  better  arranged,  for 
although  in  July  of  1963  an  obstetric  clinic  was 
begun,  no  gynecologic  clinic  existed.  Elective  sur- 
gery was  non-existent  and  urgent  cases  were  cared 
for  by  the  surgeons  more  often  than  by  the  ob-gyn. 
department.  Now,  of  course,  there  are  pre-  and 
post-natal  and  gynecologic  clinics,  and  there  is  a 
constant  search  for  indicated  elective  gynecologic 
surgery.  Various  members  of  the  ob-gyn.  depart- 
ment have  offered  presentations  in  rotation  and 
other  departments  have  participated  in  the  weekly 
luncheon  scientific  programs.  Further,  a score  or 
so  of  guest  speakers  have  brought  enlightenment 
to  us  on  these  days,  from  time  to  time.  A review 
of  the  previous  month’s  work  is  presented  month- 
ly, and  noteworthy  cases  are  presented  and  dis- 
cussed. 

Dr.  Gerald  P.  O’Hara,  Director  & Coordinator 
of  the  Obstetrics-Gynecology  Program  of  San 
Francisco  Catholic  Hospitals,  and  Chief  of  the 
Department  of  Obstetrics-Gynecology,  St.  Mary’s 
Hospital,  San  Francisco,  visits  once  every  four 
weeks  and  casts  a discerning  eye  about.  This 
means  chart  review,  general  rounds  and  personal 
conversation  with  the  residents.  Also,  on  this  day, 
the  department  puts  on  a seminar  in  conjunction 
with  the  pathologists,  or  a guest  speaker,  with  its 
residents. 

The  above  reorganization  is  far  from  all  that 
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has  occurred.  In  addition  to  providing  adequate 
quarters  for  the  residents,  the  internal  structure  of 
the  hospital  had  to  undergo  a metamorphosis. 
Better  rules  and  regulations  had  to  be  passed,  so 
that  a certain  quality  of  work  was  assured  for 
residents’  exposure.  Records  for  history  taking 
and  maintenance  were  modernized  and  the  subject 
of  adequate  charts  was  given  serious  attention, 
along  with  the  Record  Committee  being  alerted 
and  given  “sharper  teeth.”  The  By-laws  of  the 
hospital  itself  have  undergone  revision,  and  are 
changing  further  even  now,  to  keep  pace  with  the 
prerequisites  of  the  American  Board  of  Obstetrics 
and  Gynecology  and  Joint  Commission  for  Hos- 
pital Accreditation. 

Nevada  has  grown  rapidly  in  the  past  decade, 
now  numbering  nearly  half  a million.  In  1955 
there  were  only  44,795  Las  Vegans  and  90,000 
people  in  Clark  County.  Today,  Las  Vegas  boasts 
135,000  and  Clark  County  270,000  people.  Clark 
County  has  some  60  per  cent  of  the  total  State 
population  and  Las  Vegas  comprises  one-half  of 
these  people.  The  greatest  growth  in  the  State  has 
been  here,  and  with  it,  the  number  of  doctors  has 
vastly  increased.  In  1960  there  were  70  members 
of  the  Clark  County  Medical  Society,  and  today 
there  are  169.  Paralleling  this  general  increase  is 
the  Southern  Nevada  Memorial  Hospital  Ob-Gyn. 
patient  admissions.  Currently,  the  residents  at- 
tend some  sixty  confinements  monthly,  some  15 
of  which  are  “drops-ins” — patients  who  are  un- 
registered and  arrive  in  labor,  usually  without  pre- 
natal care.  Most  of  these  are  from  out  of  state, 
unemployed  and  often  are  neglected  and  unwell. 
The  number  of  ectopic  pregnancies,  incomplete 
abortions  and  gynecologic  cases  of  all  types  is 
rapidly  rising,  and  offers  a rich  source  of  experi- 
ence for  everyone  in  the  department,  especially 
the  residents.  Further,  the  trainees  assist  with  com- 
plicated obstetric  procedures  and  gynecologic  sur- 
gery, both  private  and  clinical  work,  the  latter  be- 
ing theirs  to  perform.  Because  of  this  rapid  increase 
(also  due  to  the  discovery  by  the  citizens  of  the 
town  that  excellent  care  for  indigents  is  available) 
two  residents  have  been  assigned  since  July,  1965; 
a 1st  year  and  a 3rd  year  resident. 

What  groups  and  who  are  involved  and  affected 
by  the  establishment  of  a teaching  residency  pro- 
gram? What  are  the  benefits  and  is  it  worth  the 
planning  and  effort?  The  answer  to  these  questions 
is  strikingly  clear.  One  question  alone,  by  a critical, 
discerning  resident,  namely,  “Why  do  you  do  this, 
doctor?”  can  change  the  entire  pattern  of  the  prac- 


tice of  medicine  in  a given  area.  Faulty  and  care- 
less technique  is  corrected,  and  shortcuts  and  risks 
to  patients  are  curtailed.  This  is  just  one  advan- 
tage to  patients,  and  doctors,  too,  of  a teaching 
program.  Unfavorable  results,  if  thoroughly  re- 
viewed in  an  unbiased,  critical  manner,  with  a 
view  toward  improvement  and  control,  is  another 
advantage  to  the  population  and  to  the  profession 
itself. 

The  general  upgrading  has  been  so  widespread 
that  refurnishing  of  the  wards,  the  labor  rooms 
and  general  decorating  has  been  done.  This  atti- 
tude permeated  the  entire  hospital,  and  other  spe- 
cialties are  seeking  a residency  teaching  program. 
The  atmosphere  is  filled  with  justifiable  pride. 
The  doctor-image  of  yesteryear  is  being  trans- 
formed into  a better  picture,  and  the  physician  is 
viewed  with  more  respect.  Fewer  patients  travel 
elsewhere  for  the  treatment  of  complicated  con- 
ditions. Their  confidence  has  been  restored  by  the 
quality  of  the  care  being  given  and  by  the  knowl- 
edge that  teachers  can  only  be  such  if  they  are 
forever  learning. 

S.  T.  DE  LEE,  MD.  and 

J.  A.  ROJAS,  MD 

Las  Vegas,  Nevada 


1 HE  FOLLOWING  EDITORIAL  from  the  Bulletin 
Free  Press  (official  newspaper  of  the  National 
Annuity  League  of  Colorado)*  came  across  the 
editor’s  desk  at  the  same  time  as  several  of  the 
manuscripts  in  this  issue.  Destiny  seemed  to  dic- 
tate that  it  should  ap- 
pear here,  under  the 
above  title,  although  it 
did  not  originate  in 
Nevada. 


Nevada  Cartwheels 


That  wistful  old  saying,  “If  only  I had  my  own 
mint  . . .”  is  no  longer  so  wistful.  The  fellow  who 
designed  the  Kennedy  half-dollar  now  actually  owns 
his  own  mint  and  apparently,  as  goes  another  old 
saying,  is  “making  money  like  crazy.”  Real  crazy 
money — adorned  with  birds,  buildings  and  who- 
knows-what.  He  isn't,  so  far  as  we  know,  making  any 
of  the  new  official  halves  in  that  private  money  fac- 
tory, or  any  of  the  copper  sandwich  quarters,  but  he 
is  making  unofficial,  silverless  dollars  which  may  turn 
out  to  be  equally  as  negotiable  and,  incidentally, 
twice  as  valuable  as  Uncle  Sam's  official,  semi- 
silvered  fifty-cent  pieces. 

It  seems  that  shortly  after  Uncle  Sam  decided 
spending  money  for  the  Great  Society  needn't  have 


* Bulletin  Free  Press,  Jan.  27,  196G,  Denver,  Colorado. 
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any  intrinsic  value,  since  it's  only  a medium  of  ex- 
change, those  old-fashioned  BGS  ( Before  Great  So- 
ciety) silver  dollars  began  disappearing  to  some- 
where. And  with  them  went  the  clink  of  big  coins 
from  the  gambling  casinos  in  the  state  of  Nevada.  No 
more  neat  stacks  of  cartwheels  being  raked  or  pushed 
across  the  green  felt.  A host  of  big-mouthed,  one- 
armed  mechanical  bandits  standing  idle  and  silent. 
That's  no  way  to  run  a gambling  casino,  so  we're 
told.  Much  of  the  thrill  was  gone  and  many  of  the 
customers.  So  several  Nevada  casinos  have  taken  to 
making  their  own  gambling  dollars,  or  at  least  having 
someone  make  them,  opening  up  rather  intriguing 
opportunities  for  just  about  anyone  with  a bit  of  me- 
chanical know-how  and  talent  for  engraving. 

Theoretically  those  dollar-sized  gambling  tokens  are 
not  legal  tender  in  any  establishment  other  than  the 
one  which  issues  them.  But  by  the  same  token,  it's 
said  one  can  trigger  off  any  dollar-slotted  gambling 
device  in  the  state.  And  we  expect  many  Nevada 
business  establishments  outside  the  casinos  will  be 
accepting  them  almost  as  readily.  For  that  matter, 
many  of  those  Nevada  cartwheels  have  already  been 
carted  off  as  souvenirs  by  out  of  state  customers.  So 
whether  the  U.  S.  Government  wants  to  consider 
them  legal  tender  or  not,  the  way  we  see  it,  privately 
minted  tokens,  backed  by  prosperous  gambling  ca- 
sinos, are  every  bit  as  substantial  a medium  of  ex- 
change as  are  silverless  slugs  put  out  by  an  outfit 
that's  up  to  its  ears  in  debt. 

The  above  was  concluded  with  a question: 
“Now  that  you’ve  had  a taste  of  Uncle  Sam’s 
sandwich  money,  would  anyone  care  for  a mint?” 


E NTHUSIASM  AND  FAVORABLE  response  from 
our  participating  states  in  preparing  special  issues 
of  the  Rocky  Mountain  Medical  Journal  is  be- 
coming a rewarding  tradition.  The  respective 
editors  have  gained  splendid  cooperation  from  col- 
leagues in  their  areas, 
and  we  are  proud  of 
This  Is  the  Nevada  the  quality  of  the  copy 
Issue  for  1966  which  has  been  gath- 

ered and  set  up  for  the 
distinctive  journals. 

Great  progress  in  the  medical  practice  and 
hospitals  of  Nevada  represents  a triumph  worthy 
of  national  attention.  You  will  enjoy  the  indica- 
tions of  progress,  growth,  and  hard  work  as  ex- 
emplified in  these  pages. 

We  are  indebted  particularly  to  Dr.  Harry  J. 
McKinnon  of  Las  Vegas  for  a lot  of  “foot-work” 
in  procuring  this  material.  We  received  a total  of 
22  scientific  articles.  We  wish  we  could  publish 
all  of  them  in  this  issue,  but  limited  space  prevents 
our  doing  so.  Our  smallest  participating  state  has 
come  forward  with  enough  material  to  make  us 
all  think  carefully  that  perhaps  we  could  emulate 
their  endeavors! 

Wyoming  plans  another  issue  in  July  and  New 
Mexico  in  September.  Utah  and  Montana  are 
working  on  their  special  issues,  but  exact  months 
are  not  yet  designated. 
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GREETINGS: 

As  Governor  of  the  Silver  State,  it  gives  me  great 
pleasure  to  extend  Nevada's  every  expression  of  good  will  to 
readers  of  the  Rocky  Mountain  Medical  Journal  on  the  occasion 
of  the  Journal's  first  Nevada  issue. 

We  Nevadans  are  proud  of  the  high  level  of  medical  and 
ancillary  care  that  is  so  readily  available  to  our  citizens. 

No  longer  is  it  necessary  to  seek  consultative  services  outside 
our  borders;  our  general  practitioners  and  medical  specialists 
constantly  strive  to  update  their  knowledge  and  techniques. 
Current  advances  in  medicine  and  in  patient  care  are  contin- 
uously utilized  in  the  science  and  the  art  of  the  practice  of 
the  profession. 

Personally,  I am  extremely  pleased  with  the  on-going 
residency  programs  in  the  Southern  Nevada  Memorial  Hospital 
and  the  great  potential  for  highly  important  contributions 
to  medical  and  surgical  learning  that  I know  will  flow  from  the 
work  being  accomplished  by  the  University  of  Nevada's  Laboratory 
of  Patho-Physiology , under  the  Desert  Research  Institute,  and 
the  university's  Laboratory  of  Human  Development.  As  the  son 
and  a brother  of  physicians,  I share  a deep  sense  of  satisfaction 
in  medicine's  continued  progress  in  Nevada,  knowing  that  one  day 
we  shall  see  develop  out  of  all  this  present  activity  a medical 
school  which  will  be  second  to  none  in  the  nation. 

I hope  that  each  of  you  will  give  me  the  pleasure  of 
greeting  you  during  the  mid-winter  meeting  of  the  American 
Medical  Association  and  the  Nevada  State  Medical  Association 
scheduled  for  November  27  - 30,  1966  in  Las  Vegas. 

Until  then,  and  with  every  good  wish. 


GS/mm 


/ 


Cordially, 


/ 


V Grant  Sawyer 

/.  Governor 


jor  March,  1966 
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Butazolidin^alka 

phenylbutazone  100  mg. 

dried  aluminum 

hydroxide  gel  100  mg. 

magnesium  trisilicate  150  mg. 
homatropine 

methylbromide  1.25  mg. 


Usually  works  within  3 to  4 days 
in  osteoarthritis 


The  trial  period  need  not  exceed  1 week.  In 
contrast,  the  recommended  trial  period  for 
indomethacin  is  at  least  1 month. 

That's  why  it's  logical  to  start  therapy  with 
Butazolidin  alka — you'll  know  quickly  whether 
or  not  it  works.  And  usually,  it  will. 

A large  number  of  investigators  have  re- 
ported major  improvement  in  about  75%  of 
cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be  fol- 
lowed quickly  by  improved  function  and  res- 
olution of  other  signs  of  inflammation.  And 
Butazolidin  alka  is  well  tolerated,  especially 
since  it  contains  antacids  and  an  antispas- 
modic  to  minimize  gastric  upset. 

Contraindications 

Edema,  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug 
should  not  be  given  when  the  patient  is  se- 
nile, or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  are  contraindi- 
cated in  patients  with  glaucoma. 

Precautions 

Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  includ- 


ing a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin 
reactions;  black  or  tarry  stools.  Make  regular 
blood  counts.  Use  greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase 
in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of 
sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving 
such  therapy. 

Adverse  Reactions 

The  most  common  are  nausea,  edema  and 
drug  rash.  Hemodilution  may  cause  mod- 
erate fall  in  red  cell  count.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional 
states,  agitation,  headache,  blurred  vision, 
optic  neuritis  and  transient  hearing  loss 


have  been  reported,  as  have  hepatitis, 
jaundice,  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  in- 
stances, 400  mg.  daily  is  sufficient.  When 
improvement  occurs,  dosage  should  be  de- 
creased to  the  minimum  effective  level:  this  i 
should  not  exceed  400  mg.  daily,  and  is 
often  achieved  with  only  100-200  mg.  daily. 

Also  available:  Butazolidin®,  i 

brand  of  phenylbutazone  i 

Tablets  of  100  mg.  ' 

(%» 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-3804  P ji 


Geigy 


Priapism 

Treatment  by  HemaVac®  drainage 


Jack  S.  Hirsh,  MD,  and  John  P.  Watkins,  MD,  Las  Vegas,  Nevada 


Priapism  is  a condition  of  persistent  and  pro- 
longed erection  which  is  unaccompanied  by  sex- 
ual desire,  except  possibly  for  transient  periods 
at  the  onset.  The  etiology  is  idiopathic,  neuro- 
genic (psychic  and  direct  stimulation  from  the 
central  nervous  system),  and  mechanical  due  to 
new  growths,  sickle  cell  anemia,  and  thrombotic 
phenomenon.’^  Treatment  consists  of  one  or  more 
such  measures  as  sedation,  hormone  administra- 
tion, spinal  anesthesia,  controlled  hypotension, 
anticoagulants,  penile  aspirations,  ligation  of  dor- 
sal or  pudenal  artery,  and  saphenous  venous  by- 
pass.-’ ^ None  of  these  measures  has  been  effec- 
tive— the  outcome  usually  being  impotency,  as 
a consequence  of  fibrosis  of  the  tissues  due  to 
prolonged  venous  stasis.'’ 

The  following  case  is  presented  to  describe 
the  successful  treatment  of  a case  of  Priapism 
with  spinal  anesthesia,  controlled  hypotension, 
penile  aspiration,  and  an  additional  modality: 
constant  drainage  by  means  of  a HemaVac®. 

Case  report 

A 50-year-old  male  negro  was  admitted  to  the 
hospital  on  November  2,  1965,  with  an  18-hour  his- 
tory of  priapism.  He  admitted  vigorous  sexual  activ- 
ity 12  hours  before  and  eight  hours  after  the  onset 
of  the  priapism.  Physical  examination  disclosed  no 
abnormality  other  than  a fully  erected,  tender  penis. 
Laboratory  tests  were  normal,  including  examination 
for  sickle  cell  anemia.  He  was  placed  on  sedation, 
female  hormone  administration,  and  ice  packs  to  the 
penis,  which  did  not  improve  his  condition  after 
12  hours  of  treatment. 

Consequently  he  was  taken  to  surgery  where  he 
was  given  spinal  anesthesia  followed  by  controlled 
hypotension  using  Arfonad®.  A small  Ochsner  gall- 
bladder trocar  was  inserted  into  each  corpus  caver- 


nosum  at  its  base  and  approximately  40  to  60  cc  of 
dark,  viscous  blood  evacuated  by  massaging  the 
corpora.  A multiholed  HemaVac®  catheter  was  in- 
troduced through  each  trocar,  the  trocars  removed, 
and  the  catheters  sutured  to  the  penis.  The  catheters 
were  irrigated  with  saline  until  the  returns  were 
bright  red.  The  penis  was  flaccid  at  this  time,  and 
the  catheters  were  placed  on  constant  suction.  For 
approximately  24  hours  postoperatively  constant 
suction  was  maintained.  Gravity  drainage  was  then 
utilized  for  24  hours  after  which  time  the  catheters 
were  removed.  The  patient  was  discharged  from  the 
hospital  on  the  fourth  postoperative  day  with  no  evi- 
dence of  priapism.  Two  weeks  postoperatively  he 
was  engaging  in  normal  sexual  activities. 

Comment 

To  date,  the  single  most  important  modality  of 
treatment  for  priapism  has  been  found  to  be  rela- 
tively prompt  penile  aspiration  to  prevent  pro- 
longed venous  stasis  resulting  in  fibrosis.  This 
treatment  can  be  continued  postoperatively  by 
means  of  constant  HemaVac®  suction  without 
danger  of  infection  as  this  is  a closed  system. 

Summary 

A case  report  of  priapism  is  presented  which 
was  successfully  treated  with  spinal  anesthesia, 
controlled  hypotension,  penile  aspiration,  and 
constant  closed  drainage  by  means  of  a 
HemaVac®.  • 
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Injectable  silicones 


The  author  has  analysed  the  present 
status  of  this  remarkably  inert  substance. 

It  promises  gratifying  correction  of 
contour  defects,  but  its  reputation  and 
acceptance  are  handicapped  by  over- 
enthusiastic  exploitation  of  impure 
products.  Damaging  consequences  can 
only  be  avoided  by  further  research  and 
rigid  controls. 

All  practitioners  are  encountering  more  and 
more  patients  who  have  had  silicone  injections, 
or  who  are  contemplating  having  them.  We  are 
seeing  some  problems  already  and  must  remain 
current  to  render  adequate  service  and  advice. 
WHAT  IS  IT?  Silicone  is  found  next  to  carbon  on 
the  periodic  table  since  both  elements  have  four 
electrons  in  their  outer  ring.  The  major  difference 
is  the  presence  of  three  electron  rings  in  silicone 
compared  to  two  in  carbon.’  Though  these  ele- 
ments can  be  made  to  mimic  each  other  chemical- 
ly, only  carbon  is  essential  to  all  known  forms  of 
life,  while  silicone  is  not.  Silicone  will  not  support 
bacterial  or  fungal  growth.'^  It  is  the  inertness  of 
the  silicones  which  has  stimulated  research  into 
their  use  in  medicine.^ 

Silicone  dioxide,  SiOo  is  the  most  common 

mineral  on  earth : 

Si  - O - Si 
O O 
Si  - O - Si 

Medical  silicones  are  polymers  of  poly-di- 

methyl siloxaneff' 

CH3  CH3  CH3 

Si  -O-  Si  -O-  Si  -O- 

CH3  CH3  CH3 

The  length  of  the  polymer  determines  viscosity. 
The  silicone  liquids  are  short  polymers,  the  gels — 
long,  and  the  solids — longer.'’ 


Edward  H.  Kopf,  MD,  Las  Vegas,  Nevada 

Viscosity  is  measured  in  cenestokes.  Singly,  its 
viscosity  is  one  cenestoke,  equal  to  the  specific 
gravity  of  water.  In  a multiple  of  two,  silicones 
are  extremely  toxic.  By  the  time  we  reach  a poly- 
mer of  twenty,  the  silicones  become  non-toxic. 

4- 10  Polymers  of  silicones  with  a viscosity  of  350 
cenestokes  are  presently  considered  “medical 
grade”  silicone  liquids  and  are  marketed  by  Dow 
Corning  as  “MEDICAL  GRADE  LIQUID 
SILICONE  360.”®  It  is  clear  as  water  and  has  an 
oily  feel.  It  is  heat  stable  and  unaffected  by  time” 
or  tissues  and  it  does  not  stain  with  conventional 
tissue  stains. Longer  polymers  become  gels  and 
solids,  but  we  will  not  discuss  them  here. 

Official  status 

The  F.D.A.  has  ruled  that  injectable  silicones 
are  an  “experimental  new  drug”  and  have  assigned 
them  the  research  number  4460.®'  ” Any  person 
wishing  to  engage  in  research  in  the  injectable  sili- 
cone must  apply  for  a research  certificate.®'  To 
my  knowledge  a limited  number  of  such  certifi- 
cates have  been  issued  to  physicians  in  the  United 
States.^'  ®'  ® 

Dow  Chemical  Company,  the  prime  producer 
of  medical  silicones  in  the  United  States,  employs 
stringent  controls  over  the  release  of  this  material 
in  the  United  States  and  refuses  to  sell  medical 
grade  silicone  liquids  to  non-certified  investi- 
gators.®' ® Other  grades  of  liquid  silicone  are  sold 
as  coolants  in  transformers,  as  bases  for  furniture 
polishes,  lubricants  and  other  industrial  uses.  It 
must  be  pointed  out  that,  though  these  are  liquid 
silicones,  they  are  not  “medical  grade”  silicones 
and  may  contain  short,  toxic  polymers.^'  ®'  ^ Those 
patients  who  are  receiving  injections  of  liquid 
silicone,  outside  of  the  limited  research  projects, 
are  being  injected  with  an  uncontrolled  “bootleg” 
product  whose  consistency  can  only  be  guessed  at. 

Where  does  it  come  from? 

Dow  Corning  supplies  certified  researchers  with 
“medical  grade”  liquid  silicone  360.®’  ® Others 
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obtain  uncontrolled  forms  of  liquid  silicones  from 
industrial  supply  houses  in  the  United  States  and 
foreign  countries.  It  has  been  suggested  that  at 
least  twenty  varieties  of  this  material  being  used 
today  comes  from  Japan.  The  designation  most 
commonly  associated  with  Japanese  silicones  is 
the  “Sakurai  formula.”  However  since  no  controls 
are  presently  effective,  they  could  be  any  number 
of  things. It  is  believed  that  some  of  the  liquid 
silicones  come  from  Mexico  while  other  material 
comes  from  Germany.®’  ® 

Are  many  people  undergoing  injections 
with  silicones? 

In  an  area  like  Las  Vegas  I would  estimate 
that  literally  hundreds  of  women  have  had  silicone 
injections. 

Into  what  body  areas? 

Liquid  silicones  are  being  injected  primarily 
into  the  breasts  for  mammary  augmentation  and 
into  the  face  to  obscure  wrinkles. 

How  do  medical  grade  silicones  act  in 
tissues? 

Once  injected  the  liquid  silicones  form  micro 
cysts.  There  is  minimal  tissue  reaction  with  occa- 
sional fibroblast  and  rare  round  cells.  No  toxicity 
is  noted  in  rats  with  up  to  500  cc  subcutaneous 
injection.  The  material  appears  to  be  stable.-  It 
has  been  reported  that  muro-emboli  are  found  in 
distal  tissues  even  when  the  material  is  not  in- 
jected intravenously.’^  MLD  for  rats  is  .35  cc  in- 
travenously. 

Does  it  migrate? 

There  is  some  migration  of  pure  liquid  silicone. 
Apparently  as  a response  to  continued  gravita- 
tional pull,  the  material  tends  to  migrate  to  a 
lower  center  of  gravity.®’  ’®  Micro-cysts  occasion- 
ally coalesce  long  after  injection  to  form  larger 
cysts.  Some  of  the  material  disappears  from  the 
body  since  15-20%  cannot  be  recovered  from 
experimental  animals.’’  - 

Where  does  it  go? 

No  one  is  sure  at  present  just  where  or  how 
the  material  disappears.  Two  routes  of  elimina- 
tion have  been  suggested — through  the  kidneys, 
and  through  the  liver  to  the  GI  tract.  Some  is 
believed  to  be  trapped  in  the  lymphatics  and 
spleen.’’  ^ 


Can  subcutaneous  drift  be  decreased? 

To  decrease  migration  an  irritant  such  as  pea- 
nut oil,  crotin  oil,  concentrated  vitamin  D,  snake 
venom,  etc.,  is  needed  to  initiate  fibrosis  to  bind 
the  silicone  in  a given  area.’  - -•  ’■  ’®  It  is  anyone’s 
guess  as  to  what  is  being  added  to  the  material 
your  patient  might  have  been  injected  with.  Once 
injected  it  cannot  readily  be  removed. 

Complications 

Locally,  slough  of  the  skin  and  cyst  formation 
have  been  seen.  Migration  to  more  dependent  loca- 
tions has  produced  bizarre  deformities,’®  visual 
loss  from  small  emboli  into  the  ophthalmic  arter- 
ies has  been  seen  and  several  deaths  from  larger 
emboli  into  the  coronaries  have  occurred.’  Mam- 
mograms and  routine  chest  x-rays  following  sili- 
cone injections  are  impossible  to  interpret  because 
of  the  obscuring  effect  of  the  dispersed  silicone. 

Costs 

The  average  costs  for  a series  of  injections  to 
augmentate  the  breasts  is  reported  to  range  from 
$800  to  $1,000. 

Anticipated  use 

Extreme  deformities,  for  which  no  other  satis- 
factory procedures  have  been  developed  such  as 
Romberg’s  hemiatrophy  of  the  face,  have  been 
successfully  treated  with  excellent  results.’  Re- 
placement of  vitreous  of  the  eye  in  traumatic  in- 
juries appears  to  have  excellent  potential  for  sal- 
vage of  thousands  of  people  blinded  yearly.  Use 
in  correction  of  detached  retina  appears  prom- 
ising. Injections  into  painful  arthritic  joints  ap- 
pears to  be  a possible  adjunct  to  therapy.  Burns 
placed  in  specially  designed  sterile  environments 
of  liquid  silicone  appear  to  recover  earlier  with 
fewer  sequelae. 

Conclusion 

“Medical  grade  liquid  silicone  360”  appears 
to  have  an  excellent  potential  for  service  to  man- 
kind when  control  and  technics  are  fully  devel- 
oped. If  abuses  continue,  the  F.D.A.  will  halt 
research  and  legitimate  medicine  will  be  deprived 
of  a most  promising  future  tool.’’ 

Physicians  interested  in  pursuing  research  inta 
this  stimulating  area  are  urged  to  obtain  a re- 
search license  and  set  up  well  controlled  studies 
with  adequate  records.-’  ’ The  Dow  Corning 
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“Center  for  Aid  to  Medical  Research”  has  been 
very  cooperative  with  all  physicians  who  have 
contacted  them  for  aid  and  adviced’  ^ « 
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Cancer  detection  and  therapy  center 
development  in  southern  Nevada 


This  is  a review  of  the  founding  and 
progress  of  thoroughly  vital  center  for 
cancer  detection,  study,  and  therapy. 

It  is  a tribute  to  the  imagination, 
dedication,  and  hard  work  of  a splendid 
medical  staff. 

Ever  since  the  momentous  gathering  of  John 
Hunter’s  students  in  London  in  1800  to  found 
“The  Society  for  Investigating  the  Nature  and 
Cure  of  Cancer,”  dedicated  physicians  have  asso- 
ciated themselves  in  the  multi-discipline  approach 
to  more  effectively  combat  malignant  disease.^ 

In  1959,  in  the  true  “Hunterian”  spirit,  and  in 
keeping  with  the  principles  formulated  by  the 
American  College  of  Surgeons,-  the  Medical  Staff 
and  the  Administrator  of  Southern  Nevada  Memo- 
rial Hospital  in  Las  Vegas  agreed  to  prosecute  ac- 
tively a coordinated  plan  for  utilizing  more  effec- 
tively the  Staff  and  the  institutional  facilities  in 
detecting  and  treating  malignant  disease  in  South- 
ern Nevada. 

This  Plan  envisioned  Hospital  Accreditation, 
the  formal  and  regular  functioning  of  a hospital 
staff  Committee  on  Cancer  in  the  form  of  a 
Tumor  Board,  a Cancer  Registry,  and  dedication 
to  the  reporting  of  end-results  of  cancer  treat- 
ment. The  Plan  likewise  stressed  the  concept 


Robert  M.  Taylor,  MD,  Las  Vegas,  Nevada 

that,  if  cancer  management  was  to  be  effective, 
it  must  be  accomplished  at  the  community  level. 

The  first  major  step  in  furthering  the  Plan 
came  in  March,  1960,  when  Southern  Nevada 
Memorial  Hospital  (SNMH)  was  accredited  by 
the  Joint  Commission  on  Accreditation  of  Hos- 
pitals. Soon  following  the  accreditation  of  SNMH, 
application  was  made  to  the  American  College 
of  Surgeons  for  official  recognition  of  the  Tumor 
Board  which  had  been  functioning  regularly  for 
the  previous  two  years,  and  which  now  functions 
similarly.  Regular  attendance  is  adhered  to  by 
the  hospital  Staff  Pathologist,  by  the  hospital 
Staff  Radiologist,  and  by  at  least  one  surgeon, 
and  one  internist  of  extensive  oncological  back- 
ground at  the  regularly-scheduled,  once-monthly 
meeting  of  this  Board.  Likewise,  more  frequent 
meetings  of  the  Board  are  called  when  a patient’s 
need  indicates.  Also,  when  indicated,  an  oto- 
laryngologist, a gynecologist,  a urologist,  or  a 
pediatrician  is  asked  frequently  to  advise  the 
Tumor  Board  in  making  recommendations  for 
proper  malignancy  management. 

Proceedings  of  the  Board  are  documented  by 
carefully  kept  minutes,  and  official  notification  of 
recommended  treatment  is  sent  to  the  attending 
physician,  if  this  physician  is  not  in  attendance 
of  the  meeting  of  the  Board.  At  all  times  the 
Tumor  Board  conceives  of  its  decisions  as  being 
purely  recommendational  to  the  patient’s  attend- 
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ing  physician.  Private  patients  are  always  referred 
back  to  their  attending  physician.  All  members 
of  the  hospital  medical  staff  are  welcomed  to  the 
proceedings  of  the  Tumor  Board,  and  these  meet- 
ings are  considered  an  important  part  in  the  Con- 
tinuing Education  Program  of  the  hospital,  and 
are  particularly  designed  for  attendance  by  the 
affiliated  residents. 

In  order  for  an  over-all  Cancer  Clinical  Pro- 
gram to  function,  properly-organized,  specific 
tumor  records  must  be  kept.  This  objective  is 
achieved  through  generous  help  given  through 
the  Reno  Cancer  Center,  Inc.,  Reno,  in  conjunc- 
tion with  the  Max  C.  Fleischmann  State  Cancer 
Registry.  In  October,  1961,  a full-time,  experi- 
enced representative  of  the  Registry  was  located 
in  SNMH  in  order  to  better  organize  and  sum- 
marize this  hospital’s  cancer  statistics,  and  also 
to  perform  these  functions  for  all  other  sources 
of  cancer  data  in  southern  Nevada.  Cancer  end- 
result  reporting  is  also  accomplished  by  this  rep- 
resentative of  the  Registry.  Therefore,  official  ap- 
proval by  the  American  College  of  Surgeons  of 
the  Cancer  Program  of  SNMH  was  granted  in 
June,  1962. 

It  is  well-known  that  the  principal  therapeutic 
methods  against  cancer  still  lie  in  the  fields  of 
surgery  and  definitive  radiation  therapy.  In  the 
surgical  area,  SNMH  is  served  by  a well-orga- 
nized department  of  highly-qualified  surgeons,  of 
whom  several  have  a broad  oncological  back- 
ground. In  the  field  of  radiation  therapy,  SNMH 
must  express  deep  gratitude  to  the  Max  C. 
Fleischmann  Fund  of  Nevada  for  its  grant  which 
in  March,  1964,  placed  the  2 million  electron 
volt  Van  de  Graaff  X-ray  therapy  unit  in  this 
hospital,  as  the  principal  unit  for  administering 
definitive  cancer  therapy.  Likewise,  high  praise 
must  be  accorded  the  SNMH  Women’s  Auxiliary 
for  raising  funds  with  which  the  special  housing 
was  erected  for  the  Van  de  Graaff  unit.  Attention 
must  also  be  called  to  the  extreme  importance  of 
the  decision  to  place  major  cancer  therapy  instru- 
ments in  the  hospital  which  is  primarily  designed 
to  care  for  the  community’s  indigent  patients. 

In  addition  to  the  supervoltage  X-ray  therapy 
capability  now  present  in  SNMH,  X-ray  therapy 
in  the  250  kv  range  (orthovoltage),  and  super- 
ficial therapy  (85  kv)  are  available.  Likewise 
radium  and  radioactive  isotope  therapy  is  fre- 
quently employed  here.  Radioactive  isotopes  are 
likewise  employed  in  cancer  diagnosis,  including 
the  latest  “scanning”  technics,  to  implement  fur- 
ther the  cancer  detection  and  therapy  armamen- 


tarium. Three  certified  radiologists,  a radiation 
physicist  consultant,  ten  X-ray  technologists,  and 
six  student  x-ray  technologists  currently  com- 
prise the  scientific  personnel  required  to  serve 
this  Department  of  Radiology,  incorporating  sec- 
tions on  radiation  therapy,  on  nuclear  medicine, 
and  on  diagnostic  roentgenology. 

In  1964,  in  view  of  the  need  for  more  effective 
early  cancer  case-finding,  and,  in  order  to  facili- 
tate obtaining  more  reliable  follow-up  data  for 
the  Cancer  Registry,  and  for  cancer  end-result 
reporting,  the  Tumor  Board  organized  its  Out- 
Patient  Tumor  Clinic.  Great  impetus  to  the  devel- 
opment of  this  Out-Patient  Clinic  came  as  the 
result  of  the  educational  program  of  the  hospital 
which,  previous  to  this  time  had  attracted  the 
first,  affiliated  medical  resident  training  program 
(by  the  Department  of  Obstetrics  and  Gynecol- 
ogy) in  the  history  of  medicine  in  Nevada.  Since 
this  time,  an  affiliated  resident  in  the  Department 
of  Surgery  has  joined  this  hospital  staff. 

In  further  recognition  of  the  unceasing  need 
for  progress  in  cancer  control,  SNMH  is  now  in 
the  process  of  affiliating  with  the  chemo-therapy 
research  project  of  Dr.  Howard  Bierman,  in  Bev- 
erly Hills,  California,  in  order  for  this  hospital 
to  acquire  access  to  important  research  cytotoxic 
chemicals,  and  in  order  that  further  utilization  of 
the  cancer  statistics  in  this  hospital  can  be  applied 
to  the  accumulating  knowledge  in  this  field. 

The  areas  of  future  development  into  which 
the  Tumor  Board  desires  to  lead  SNMH  require 
urgently  further  development  and  expansion  of 
the  hospital  in  order  that  a linear  accelerator 
therapy  unit  can  be  acquired.  Also,  the  Out- 
Patient  Tumor  Clinic  requires  expansion  in  order 
to  encompass  a Rehabilitation  Center  in  accord- 
ance with  plans  recommended  by  Levin,  Farrow 
and  Urban,  Higganbotham,  and  Converse;^  so  that 
the  laryngectomized  patient  can  be  taught  locally 
the  use  of  the  “esophageal  voice,”  and  post- 
mastectomy patients  could  receive  prosthetic,  cos- 
metic, and  physio-therapeutic  help  in  their  un- 
usual physical  and  psychological  problems.  Also 
in  such  a Rehabilitation  Center,  prostheses  for 
the  amputee,  and  prosthetic  and  cosmetic  assist- 
ance could  be  made  available  for  those  patients 
who  have  sustained  radical  oropharyngeal  surgi- 
cal procedures.  • 
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Microcirculation  and  Meniere’s  disease 


Joseph  Charles  Elia,  MD,  Reno,  Nevada 


The  mechanism  of  this  troublesome 
condition  is  clearly  defined.  Advances  in 
study  of  microcirculation  and  electronics 
provide  new  hope  in  this  once  quiet 
subject. 

Meniere’s  Disease  is  a chronic  disorder  charac- 
terized by  ( 1 ) episodic  vertigo,  often  with  nausea 
and  vomiting,  and  (2)  tinnitus  and  deafness  in 
one  or  both  ears.  The  diagnostic  features  are 
sometimes  indistinct,  for  the  underlying  patho- 
physiologic process  is  still  incompletely  defined 
and  the  disease  can  be  simulated  by  several  other 
disorders. 

There  is  general  agreement  that  increased  pres- 
sure within  the  endolymphatic  system  is  the  me- 
chanical cause  for  most  cases  of  Meniere’s  Dis- 
ease. A swelling  of  the  endolymphatic  spaces  of 
the  labyrinth  resulting  from  an  accumulation  of 
the  fluid,  endolymph,  appears  to  be  the  underlying 
basis  for  the  inner  ear  changes.  The  factor  that 
precipitates  the  increased  mass  of  endolymph, 
whether  it  be  due  to  an  overproduction  of  endo- 
lymph or  a lack  of  resorption,  remains  obscure. 
Many  concepts,  however,  have  been  advanced  to 
explain  the  etiologic  riddle  and  as  in  many  other 
diseases  various  individual  factors  or  their  com- 
bination may  be  responsible.  Vascular  changes  in 
the  labyrinth  has  been  the  subject  upon  which 
most  of  these  concepts  have  been  based,  and  in- 
creased attention  is  being  focused  on  the  possi- 
bility that  impairment  of  the  microscopic  vessels 
(microcirculation)  constitutes  the  chief  underly- 
ing factor  in  the  disease. 

New  work  in  the  study  of  microcirculation 
would  indicate  its  impairment  gives  rise  to  a func- 
tional change  in  the  arteriocapillary  terminals  of 
the  stria  vascularis  of  the  cochlea,  where  endo- 
lymphatic fluid  is  formed,  which  sets  the  stage 
for  the  disease.  Williams^  suggests  that  arterio- 
spasm  and  constriction  occur  which  produce 
ischemia  with  a secondary  effect  upon  the  capil- 
laries within  the  labyrinth.  This  effect  is  in  the 
form  of  injury  due  either  to  ischemic  reaction 
upon  the  capillary  endothelium  or  to  secondary 


capillary  and  venule  dilation,  causing  anoxia  and 
subsequent  injury  to  the  endothelium.  Increased 
permeability  results,  creating  the  added  amount 
of  fluid  in  the  endolymphatic  system  and  produc- 
ing symptoms  of  Meniere’s  Disease  in  varying 
intensity  according  to  the  extent  and  distribution 
of  the  pressure  within  the  labyrinth. 

New  advances  in  the  study  of  microcirculation 
have  stimulated  a remarkable  expansion  of  inter- 
est in  this  once  quiet  subject.  Present  day  sophis- 
tication in  electronics  and  photomicrography  has 
led  to  an  increasing  number  of  clinical  reapprais- 
als of  microcirculatory  flow  and  its  relation  to 
various  disease  states.  Wells-  stated  that  although 
there  has  been  no  uniformly  accepted  definition 
of  the  anatomic  limits  of  the  microvascular  (mi- 
crocirculatory) system,  it  is  a reasonable  approx- 
imation to  describe  it  as  consisting  of  all  vessels 
with  an  internal  diameter  of  100  microns  or  less. 
This  dimension,  which  is  just  below  the  minimum 
limits  of  resolution  by  the  naked  eye,  may  also 
account  for  the  infrequent  examination  of  these 
structures  by  clinical  laboratory  technics. 

Zweifach’^  pointed  out  some  specific  differences 
between  the  smaller  and  the  larger  blood  vessels. 
For  instance,  connective  tissue  and  endothelial 
elements  of  the  smaller  vessels  do  not  correspond 
to  those  of  the  larger  vessels.  The  smaller  vessels 
actually  assume  the  identification  of  the  tissues 
in  which  they  reside  and  become  a part  of  the 
tissue  rather  than  a part  of  the  larger  blood  ves- 
sel from  which  it  has  arisen.  The  smooth  muscle 
and  the  endothelial  elements  of  the  smaller  ves- 
sels are  controlled  by  the  local  conditions  and 
environment  and  are  independent  of  the  general 
circulatory  system.  Local  control  supersedes  sys- 
temic stimuli,  and  the  sympathetic  nervous  sys- 
tem acts  only  as  a “transformer”  or  “coordinator” 
between  the  two  separate  and  distinct  systems  of 
circulation — the  peripheral  circulation  and  the 
general  circulation. 

By  microscopy  one  is  able  to  see  the  character- 
istics of  capillary  circulation.  There  is  a continu- 
ous change  of  blood  flow,  change  in  the  total  vol- 
ume, and  an  indication  as  to  which  capillaries  are 
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active  at  the  time.  Some  capillaries  show  persist- 
ent flow  of  blood,  while  others  show  only  small 
intervals  of  blood  flow.  Zweifach  described  the 
“precapillary  sphincter”  as  the  responsible  agent 
in  the  alteration  of  blood  flow  through  the  cap- 
illaries. Since  these  tiny  vessels  are  devoid  of  the 
muscular  coating  characteristic  of  larger  vessels, 
it  is  readily  understood  how  blood  is  shunted  from 
one  region  to  another  by  the  action  of  the  pre- 
capillary sphincters.  These  tiny  vessels  are  really 
only  endothelial  tubes  with  no  powers  of  contrac- 
tion. For  this  reason  the  action  of  the  “precapil- 
lary sphincter”  is  important. 

Zweifach’s  work  further  indicated  that  the  pre- 
vious description  of  the  vascular  bed  as  consist- 
ing of  numerous  branching  and  sub-branching  of 
the  terminal  arterioles  with  a final  return  to  a 
venous  vessel  was  incomplete.  His  work  indicated 
that  the  capillaries  are  not  in  the  direct  path  of 
the  blood  flow  from  the  arterioles.  Thus,  the  ma- 
jority of  the  capillaries  may  be  removed  from 
active  circulation  without  hindering  the  flow 
through  the  larger  vessels.  The  capillary  bed,  in 
this  fashion,  is  capable  of  shunting  blood  into  or 
away  from  the  tissue,  depending  on  the  physio- 
logic need  at  the  time. 

We  must  change  our  point  of  view  concerning 
the  primary  unit  of  vascular  tissue;  it  obviously 
cannot  be  the  capillary  alone.  Instead  it  must  be 
the  localized  capillary  bed.  Also,  we  should  re- 
member that  there  is  no  constant  continuity  of  a 
vessel  carrying  arterial  blood  from  the  arterial 
capillary  to  the  venous  capillary. 

The  singularly  most  important  feature  which 
enables  the  vascular  bed  to  function  independently 
of  the  remainder  of  the  circulatory  system  is  the 
extreme  sensitivity  of  the  precapillary  segment  to 
the  various  constrictors  and  dilators.  The  micro- 
circulation  is  extremely  reactive  to  vaso-active 
substances  whether  they  are  blood-borne  or  re- 
leased within  the  tissue. 

According  to  Schayer,^  the  autonomous  changes 
of  the  small  blood  vessels  (microcirculation)  are, 
to  a large  extent,  mediated  by  histamine  mobilized 
by  a previously  unrecognized  process.  The  hista- 
mines concerned  with  intrinsic  activity  of  the 
microcirculation  is  designated  as  “induced  hista- 
mine” to  distinguish  it  from  the  histamine  bound 
in  the  tissues.  Induced  histamine  is  believed  to  be 
newly-synthesized  in  free,  pharmacologically  ac- 
tive form,  in  or  near  the  vascular  endothelial  cells. 
The  enzyme  can  change  in  activity  in  response  to 


changing  environmental  conditions;  as  a conse- 
quence, induced  histamine  is  produced  at  rates 
required  to  satisfy  the  needs  of  the  tissues  for 
blood.  The  difference  between  bound  and  induced 
histamine  is  set  forth  in  the  following  table. 


Bound  Histamine 


Induced  Histamine 


Occurs  in  many  tis- 
sues 

Can  be  studied  phar- 
macologically and 
chemically 

Effects  are  rapid  but 
of  short  duration 

Extrinsic;  it  is  located, 
for  the  most  part,  in 
mast  cells 

Some  degree  of  an- 
tagonism by  antihis- 
tamines 

Effects  can  be  simu- 
lated by  injections  of 
histamine 

Amount  present  de- 
termines effects 


Not  present  in  preformed  state 
but  is  easily  induced  when  stress- 
ful stimuli  are  present 
Can  be  studied  and  measured 
only  with  isotopes 

Effects  develop  slowly  after 
latent  period  but  are  of  long 
duration 

Intrinsic;  it  is  mobilized  in  or 
near  vascular  endothelial  cells 

No  antagonism  by  antihista- 
mines 

Effects  cannot  be  simulated  by 
injections  of  histamine 

Amount  varies  with  degree  of 
stress;  therefore,  amount  pres- 
ent is  only  minimal.  Measur- 
able amount  may  be  extremely 
small  in  contrast  to  amount  of 
bound  histamine 


That  a relationship  exists  between  induced  his- 
tamine and  small  vessel  blood  flow  is  supported 
by  Zweifach^  who  further  asserts  that  histamine 
is  the  only  substance  capable  of  inclusively  act- 
ing as:  (a)  a dilator  of  smooth  muscle,  (b)  a 
suppressor  of  vasomotion,  (c)  a factor  causing 
altered  sensitivity  to  catecholamines,  (d)  an  an- 
tagonist to  glucocorticoids,  (e)  separate  factors 
for  increasing  permeability,  one  to  proteins,  an- 
other to  water,  still  another  to  electrolytes,  etc., 
and  (f)  a stimulant  to  reflex  dilatation  of  arterioles 
(microcirculation).  This  view  of  histamine,  of 
course,  is  in  sharp  contrast  to  the  commonly  ac- 
cepted concept  of  histamine  as  being  a clinical 
nuisance. 

A concept  of  relating  histamine  to  microcircu- 
lation changes  in  the  labyrinth  prompted  our  eval- 
uation of  the  new  treatment  (betahistine  dihydro- 
chloride) for  Meniere’s  Disease  utilizing  this  con- 
cept. Betahistine  dihydrochloride  seemed  to  us 
an  especially  intriguing  candidate  for  study  be- 
cause it  appears  to  act,  when  administered  orally, 
similar  to  parenteral  histamine.  Our  experience 
with  betahistine  dihydrochloride  has  been  previ- 
ously presented®'  ® and  based  on  a review 
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of  these  clinical  observations  it  is  our  impression 
that  in  the  preponderance  of  the  patients  betahis- 
tine  dihydrochloride  gave  relief  varying  from  par- 
tial to  complete  relief  from  their  vertigo  as  well 
as  from  the'  majority  of  the  other  symptoms  stud- 
ied. It  is  interesting  that  no  side  effects  of  conse- 
quence were  observed. 

The  new  findings  emerging  from  the  study  of 
microcirculation  may  well  revise  the  usual  ap- 
proach to  the  treatment  of  Meniere’s  Disease. 
Accordingly,  if  the  results  continue  and  this  work 
is  confirmed  by  others,  betahistine  dihydrochlo- 
ride, which  apparently  modifies  microcirculation, 
will  be  a most  welcome  aid  to  control  vertigo 
associated  with  Meniere’s  Disease,  as  well  as 
other  diseases  whose  course  may  be  improved  by 
correcting  the  microcirculation.  • 
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Current  concepts  in  microinvasive  carcinoma 

of  the  uterine  cervix* 


Robert  R.  Belliveau,  MD,  and  John  W.  Grayson,  Jr.,  MD,  Las  Vegas,  Nevada 


Insight  into  the  origin  and  invasion  of 
this  dread  disease  is  important  in  planning 
therapy.  Choice  of  irradiation  and/or 
surgery  should  be  skillfully  individualized. 

Carcinoma  of  the  uterine  cervix  is  the  sec- 
ond most  common  cancer  in  women  in  the  United 
States  and  is  estimated  to  cause  13,000  deaths  per 
year.  Cervical  carcinoma  is  thought  to  progress 
through  three  relatively  distinct  preliminary  stages 
before  it  becomes  frankly  invasive.  These  stages 
are  usually  designated  as  ( 1 ) atypical  squamous 
metaplasia,  leading  to  (2)  carcinoma  in  situ,  lead- 
ing to  ( 3 ) microinvasive  carcinoma  and  finally  to 
frankly  invasive  carcinoma.  Since  hysterectomy 
with  a wide  vaginal  cuff  for  carcinoma  in  situ  ap- 
proaches a cure  rate  of  100  per  cent,  it  is  crucial 
to  diagnose  cervical  lesions  before  they  reach  the 
stage  of  microinvasion.  It  is  equally  important 
to  clearly  distinguish  microscopically  between 

* From  the  Department  of  Pathology,  Southern  Nevada 
Memorial  Hospital,  1800  West  Charleston  Blvd.,  Las  Vegas, 
Nevada. 


those  cases  which  are,  in  fact,  microinvasive,  from 
those  cases  which  are  still  carcinoma  in  situ  so 
that  all  known  factors  may  be  properly  assessed 
before  therapy. 

For  purposes  of  this  presentation  we  shall  de- 
fine carcinoma  in  situ  of  the  cervix  as  that  change 
which  results  in  areas  of  complete  replacement 
of  the  normal  epithelium  by  neoplastic  cells  with- 
out a breaking  through  the  underlying  basement 
membrane  or  an  invasion  of  the  underlying  stroma. 
In  Fig.  1,  the  section  demonstrates  an  almost 
complete  lack  of  maturation  of  the  epithelial  cells 
and  little  evidence  of  horizontal  orientation  of  the 
uppermost  layers  of  cells.  In  other  words,  the 
entire  thickness  of  the  epithelium  consists  of  cells 
which  closely  resemble  the  basal  layer  of  squa- 
mous epithelium.  Note  also  that  the  basement 
membrane  is  intaet  and  there  is  no  evidence  of  in- 
vasion of  the  underlying  stroma. 

Microinvasive  carcinoma  of  the  cervix  is  de- 
fined herein  as  those  cases  of  invasive  carcinoma 
in  which  the  invasion  of  the  underlying  stroma 
extends  to  a level  of  5 mm.  or  less.  Fig.  2 dem- 
onstrates an  area  of  microinvasion  in  which  the 
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Fig.  1.  Carcinoma  in  situ — cervix.  The  epithelial 
cells  demonstrate  almost  complete  lack  of  matura- 
tion. 


participating  cells  are  distinctly  squamous  in  char- 
acter. Here,  the  extent  of  the  invasion  into  the 
stroma  is  much  less  than  1 mm. 

One  of  the  most  important  considerations  to 
realize  in  the  assessment  of  cancerous  and  pre- 
cancerous  lesions  of  the  cervix  is  that  an  area 
of  malignant  degeneration  may  be  very  small  and 
that  it  may  be  completely  surrounded  by  perfectly 
normal  cervical  mucosa.  Fig.  3 depicts  a micro- 
scopic area  of  carcinoma  in  situ  surrounded  by 
perfectly  normal  cervical  epithelium.  Note  that 
the  transition  from  normal  epithelium  to  car- 
cinoma in  situ  is  extremely  abrupt.  Because  of 
this  phenomenon,  the  use  of  the  cervical  punch 
biopsies  as  a means  to  exclude  the  diagnosis  of 
malignant  cervical  lesions  is,  in  our  opinion,  ex- 
tremely hazardous,  since  the  biopsy  may  include 
only  normal  mucosa  and  completely  miss  an  in 
situ  or  an  invasive  carcinoma  which  is  less  than 


Fig.  2.  Microinvasive  carcinoma — cervix.  The  base- 
ment membrane  has  been  disrupted  and  the  malig- 
nant epithelial  cells  are  infiltrating  the  underlying 
connective  tissue. 
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one  millimeter  beyond  the  obtained  specimen.  On 
the  other  hand,  the  cold  cervical  conization  has  a 
greatly  increased  reliability  in  excluding  malig- 
nant cervical  lesions  since  it  samples  all  areas 
where  they  commonly  occur. 

In  evaluating  the  extent  and  significance  of 
microinvasion,  consideration  of  the  submucosal 
lymphatics  is  mandatory.  The  abnormally  dilated 
lymphatics  depicted  in  Fig.  4 illustrate  the  large 
number  of  lymphatics  well  within  5 mm.  of  the 
mucosal  epithelium.  From  this  it  is  easy  to  imag- 
ine that  any  microinvasive  carcinoma  would,  at 
least  theoretically,  have  a ready  access  to  lym- 
phatic channels.  In  spite  of  the  large  number  of 
available  lymphatic  channels,  it  appears  that, 
clinically  at  least,  lymphatic  metastases  in  micro- 
invasive carcinoma  are  relatively  rare.  We  will 
give  further  consideration  to  this  point,  but  first, 
there  are  several  points  relative  to  carcinoma  in 
situ  that  should  be  mentioned. 


Fig.  3.  Cervix.  A microscopic  area  of  carcinoma  in 
situ  surrounded  by  normal  cervical  epithelium. 


Doctor  Beyer,^  in  plotting  the  distribution  of 
carcinoma  in  situ  in  cervical  cones,  found  that 
these  lesions  were  evenly  distributed,  circumfer- 
entially around  the  entire  cervix.  In  contrast  to 
the  circumferential  distribution  of  in  situ  lesions. 
Doctor  Beyer  discovered  a startling,  and  as  yet 
unexplained  phenomenon  in  his  nineteen  cases  of 
microinvasion.  Seventeen  of  these,  or  89  per  cent, 
were  located  in  the  right  anterior  quadrant  of  the 
cervix,  between  “nine  and  eleven  o’clock.”  Chris- 
topherson  and  Parker,-  in  their  20  cases  of  micro- 
invasive carcinoma,  found  that  nine  cases  were 
limited  to  the  junction  of  the  cervical  and  endo- 
cervical  epithelium;  five  cases  involved  both  the 
transitional  zone  and  the  endocervix,  and  six 
cases  were  limited  to  the  endocervix. 

In  analyzing  the  mean  age  of  their  patients, 
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Fig.  4.  Cervix.  Demonstrating  extensive  lymphatic 
system  present  all  with  5 mm.  of  the  underlying  con- 
nective tissue. 


Christopherson  and  Parker-  found  that  for  those 
patients  with  carcinoma  in  situ  it  was  39.6  years, 
for  those  with  microinvasive  carcinoma,  50.0 
years,  and  for  those  with  frankly  invasive  car- 
cinoma, 51.7  years.  They,  therefore,  concluded 
that  the  average  time  for  the  transition  from  car- 
cinoma in  situ  to  microinvasive  carcinoma  was  a 
relatively  long  10.4  years  and  from  microinvasive 
carcinoma  to  frankly  invasive  carcinoma,  a rela- 
tively short  1.7  years.  If  we  accept  these  figures 
as  being  a reasonably  accurate  estimation  of  the 
course  of  the  disease  and  if  the  plan  is  to  treat 
in  situ  and  microinvasive  carcinomas  identically, 
that  is,  by  hysterectomy,  then  considerable  atten- 
tion must  be  paid  to  the  interval  between  diagno- 
sis and  therapy  in  the  microinvasive  cases.  Such 
would  be  the  case  in  microinvasion  were  to  be 
found  in  the  first  trimester  of  pregnancy.  Allow- 
ing the  pregnancy  to  go  to  term  would  require 
waiting  an  additional  six  or  seven  months,  during 
which  time  the  lesion  might  have  time  to  progress 
to  a frankly  invasive  carcinoma. 

We  have  shown  that  a microinvasive  carcinoma 
has  at  least  theoretical  access  to  large  numbers 
of  lymphatics  within  the  5 mm.  range  of  sub- 
mucosal connective  tissue.  However,  in  practice, 
actual  lymph  node  involvement  appears  to  be 
relatively  infrequent  in  microinvasive  lesions. 

Performing  Wertheim  hysterectomies  on  pa- 
tients with  microinvasive  carcinomas,  Enterline-^ 
found  no  lymph  node  involvement  in  seven  cases; 
Frick^  and  associates  found  no  lymph  node  in- 
volvement in  12  cases;  Parker"’  and  associates 


found  no  lymph  node  involvement  in  22  cases; 
Friedell  and  Graham®  in  their  initial  report,  found 
no  lymph  node  involvement  in  40  cases,  but  sub- 
sequently found  one  case  of  lymph  node  involve- 
ment after  they  reported  their  series  of  40;  Walz' 
found  two  of  eleven  patients  with  positive  lymph 
nodes;  Funnell  and  Merrill®  reported  one  case  of 
microinvasive  carcinoma  with  lymph  node  metas- 
tases.  Therefore,  it  appears  that  somewhere  be- 
tween three  and  four  per  cent  of  microinvasive 
carcinomas  will  have  lymph  node  metastases. 

Selection  of  a method  of  therapy  for  micro- 
invasive carcinoma  of  the  uterine  cervix  is  diffi- 
cult because  no  large  series  has  been  compiled 
for  any  of  the  possible  methods.  Simple  hysterec- 
tomy with  a wide  vaginal  cuff  involves  the  risk  of 
leaving  tumor  behind  in  the  three  to  four  per  cent 
of  cases  which  may  have  lymph  node  involve- 
ment. Both  extended  hysterectomy  with  lymph 
node  dissection  and  radiation  therapy  have  a 
greater  morbidity  and  mortality.  This  increased 
morbidity  and  mortality  varies  considerably  de- 
pending on  the  experience  and  skill  of  the  sur- 
geon and  the  radiotherapist.  All  of  these  factors 
should  be  considered  when  attempting  to  choose 
a method  of  therapy  for  microinvasive  carcinoma 
of  the  uterine  cervix.  Circumstances  may  be  suf- 
ficiently different  in  each  patient  to  warrant  a dif- 
ferent form  of  therapy  even  though  the  diagnosis 
is  the  same.  As  always,  treatment  must  be  indi- 
vidualized for  each  patient  with  the  guiding  fac- 
tors being  a composite  of  all  of  the  patient’s  find- 
ings and  the  overall  treatment  statistics,  the  final 
decision  resting  with  the  attending  physician.  • 
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Pulmonary  embolism 

George  T.  Smith,  MD,'  and  V,  A.  Salvadorini,  MD,*  Reno,  Nevada 


An  interesting  statistically  comparative 
study  of  a surprisingly  common  cause  of 
death  in  the  autopsy  populations  of  the 
Washoe  Medical  Center,  Reno,  Nevada, 
and  the  Peter  Bent  Brigham  Hospital, 
Boston,  Massachusetts. 

In  May,  1964,  an  international  symposium  on 
pulmonary  embolic  disease  was  presented  in  Bos- 
tond  During  this  symposium,  the  high  incidence 
of  pulmonary  embolism  in  the  adult  population  at 
the  Peter  Bent  Brigham  Hospital  allowed  us  to 
present  quantitative  studies  of  the  number,  size, 
and  distribution  of  pulmonary  emboli.  The  lungs 
of  300  patients  had  been  studied  using  a combina- 
tion of  postmortem  pulmonary  and  bronchial 
arteriography,  dissection,  whole  lung  sections,  and 
selected  histologic  technics. 

In  370  autopsy  cases  at  the  Peter  Bent  Brigham 
Hospital  performed  between  November  15,  1962 
and  November  15,  1963,  pulmonary  embolism 
was  the  single  most  common  cause  of  death.  Dur- 
ing this  time  there  were  more  deaths  attributed 
to  this  disease  than  the  combined  forms  of  renal 
disease  and  myocardial  infarction.  Fifty-four,  or 
one  out  of  seven  patients  who  came  to  autopsy, 
died  of  this  disease.  The  criteria  which  we  used 
to  determine  whether  or  not  pulmonary  embolism 
was  the  cause  of  death  was  a reduction  of  arterial 
volume  to  approximately  one-third  of  normal. 

Seventy-five  per  cent  (39)  cases  were  medical 
patients.  The  majority  had  chronic  cardiac  dis- 
ease. Diagnostic  clinical  signs  and  symptoms, 
enzyme  studies  and  roentgenographic  findings 
were  such  that  an  accurate  diagnosis  was  made 
in  less  than  50%  of  these  patients.  At  autopsy, 
the  following  observations  were  made  from  these 
patients: 

1.  Multiple  emboli  were  demonstrated  in  both 
lungs  of  all  patients.  2.  Thromboemboli  were 

* Presented  in  part  at  the  American  Thoracic  Society,  Eastern 
Section,  October  17,  1964,  Washington,  D,  C. 
t Research  Professor  of  Pathology,  Desert  Research  Institute, 
University  of  Nevada,  Reno,  Nevada. 

t Director  of  Laboratories,  Washoe  Medical  Center,  Reno, 
Nevada. 


found  in  the  muscular  arterial  segments  in  every 
case,  in  arterioles  in  22  cases,  in  larger  elastic 
arteries  in  20  cases.  3.  In  42  cases  emboli  of 
various  ages  were  found,  and  more  than  50%  of 
the  infarcts  varied  in  age.  4.  Emboli  often  incom- 
pletely occluded  the  artery  in  which  they  were 
lodged.  5.  Less  than  10%  of  embolic  occlusions 
in  each  case  were  associated  with  true  infarction. 
6.  Normal  arterial  volumes  were  measured  and 
compared  with  those  of  embolized  lungs.  An  aver- 
age reduction  to  one-third  of  the  normal  volume 
was  found  in  the  embolized  lungs.  7.  The  bron- 
chial-pulmonary arterial  vascular  anastomoses  in 
the  normal  human  lung  were  investigated,  and  the 
earlier  work  of  Miller-  was  confirmed.  In  the  pres- 
ence of  disease,  the  size  and  site  of  these  anasto- 
moses are  altered.  Following  pulmonary  embo- 
lism, systemic  pulmonary  arterial  shunts  are 
formed  in  man  in  exactly  the  same  manner  as  de- 
scribed by  Liebow-^  after  ligation  of  the  pulmonary 
arteries  in  dogs.  The  significance  of  the  develop- 
ment of  this  collateral  circulation  appears  to  be  to 
shunt  blood  away  from  the  involved  area  and  to 
prevent  infarction,  should  further  embolization  oc- 
cur. A patient  may  survive  complete  occlusion  of 
a main  pulmonary  artery  due  principally  to  the  ex- 
tensive collateral  circulation  that  develops  follow- 
ing previous  thromboembolism.  It  was  thought 
these  observations  may  assist  in  explaining  some 
of  the  contradictions  in  the  survival  pattern  of  pa- 
tients suffering  from  recurrent  pulmonary  emboli. 
One  of  the  possible  objections  to  a study  of  this 
type  is  the  selection  of  autopsy  material.  The  type 
of  patient  seen  at  Peter  Bent  Brigham  Hospital, 
although  referred  to  as  a “general  hospital,”  is  en- 
tirely adult,  and  is  comprised  both  of  routine  med- 
ical-surgical cases  and  those  obstetrical  cases  re- 
quiring special  surgical,  diagnostic  and  therapeu- 
tic measures.  The  Peter  Bent  Brigham  Hospital 
had  approximately  340  beds  and  employed  ap- 
proximately 1200  full-time  physicians,  so  that  the 
physician-patient  ratio  was  4:1.  Because  of  these 
factors,  plus  its  Harvard  Medical  School  affiliation, 
the  question  arose  as  to  whether  or  not  the  patient 
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population  in  general  hospitals  throughout  the 
United  Sates  had  such  a high  incidence  of  pul- 
monary embolism  and  whether  or  not  these  pa- 
tients were  primarily  medical  patients  in  con- 
gestive heart  failure.  In  an  attempt  to  answer 
these  questions,  the  autopsy  population  at  the 
Washoe  Medical  Center  in  Reno,  Nevada,  was 
studied. 

Methods  and  materials 

The  autopsy  protocols  at  the  Washoe  Medical 
Center  from  January  1,  1960  to  July  1,  1964 
were  studied  for  the  cause  of  death,  antecedent 
diseases,  and  type  of  local  population.  These  fac- 
tors were  then  compared  with  the  autopsy  popula- 
tion from  November  15,  1962  to  November  15, 
1963  at  the  Peter  Bent  Brigham  Hospital  in  Bos- 
ton, Massachusetts. 

It  is  difficult  to  compare  the  two  hospital  popu- 
lations because  the  Peter  Bent  Brigham  Hospital  is 
a teaching  hospital,  and  much  of  the  patient  popula- 
tion is  referred  there  for  special  therapy  with  a 
larger  than  average  number  of  cardio-renal  cases. 
In  addition,  two  other  factors  deserve  special 
comment:  1.  There  are  more  autopsies  performed 
in  one  year  at  the  Peter  Bent  Brigham  Hospital 
than  at  the  Washoe  Medical  Center,  although 
there  are  approximately  an  equal  number  of 
deaths.  2.  The  ratio  of  the  medical  staff  at  the 
Peter  Bent  Brigham  Hospital,  when  compared 
with  the  Washoe  Medical  Center  is  8:1. 


Results 

Reno,  located  at  the  base  of  the  Sierra  Nevada 
Mountains  at  an  altitude  of  4400  feet,  is  the 
county  seat  of  Washoe  County  and  the  home  of 
the  University  of  Nevada.  The  principal  industry 
in  Reno  is  recreation, and  because  of  this,  there 
are  two  types  of  population.  The  permanent 
population  of  Reno,  as  of  August  1,  1964,  was 
76,500.  A permanent  resident  is  defined  as  being 
a resident  of  Washoe  County  for  at  least  six 
months.  This  population  is  actively  growing  at  a 
rate  of  8%  per  year.  The  transient  population  is 
defined  as  anyone  who  is  recreationally  oriented, 
and  is  approximately  7,000,000  per  year.  The 
average  age  of  the  transient  populace  is  between 
40  and  60  years.  Washoe  Medical  Center  serves 
both  the  permanent  and  transient  populations  in 
Reno  as  well  as  Washoe  County,  which  has  a 
population  of  approximately  116,730.  Until  May, 
1964  it  had  295  beds  and  16  bassinets;  it  was 
then  increased  to  419  beds  and  16  bassinets.  This 
is  the  largest  hospital  in  the  state  of  Nevada  which, 
in  1960,  had  a population  of  285,278  people.  The 
Washoe  Medical  Center  employed  570  full-time 
staff  people.  There  were  139  attending  staff  physi- 
cians. Of  these,  there  were  70  board  certified  and 
30  board  eligible  physicians.  There  were  30  gen- 
eral practitioners.  There  were  7 board  certified  and 
9 board  eligible  internists.  (Table  1 .)  During  the  pe- 
riod from  July  1,  1963,  to  July  1,  1964,  there  were 
11,398  hospital  admissions.  There  were  298 


TABLE  1 

COMPARATIVE  HOSPITAL  STATISTICS  BETWEEN 
WASHOE  MEDICAL  CENTER  AND  PETER  BENT  BRIGHAM  HOSPITAL 
JULY  1963-JULY  1964 


Washoe  Medical  Center 

Reno,  Nevada 

Peter  Bent  Brigham  Hospital 
Boston,  Massachusetts 

Number  of  Beds  

295  -i- 16  bassinets  to  May  1964 

311  beds 

419  + 16  bassinets  at  present 

Number  of  Physicians  

139  Attending  Staff 

125  Attending  Staff 

1 Full-Time  Staff 

472  Full-Time 

680  Research-Full-Time 

Type  of  Physician 

70  Board  Certified 

597  Board  Certified 

30  Board  Eligible 

597  Board  Eligible 

39  Other 

143  Residents  & Interns 

Number  of  Cardiologists 

7 Board  Certified  Internists 

8 Full-Time  Cardiologists 

9 Board  Eligible  Internists 

18  Residents  & Research  Fellows 

16  Internists — No  full  time  cardiologists 

Number  of  Admissions, 

July  1963-July  1964  

...  11,398 

9,307 

Number  of  Pathologists  . . 

2 Full-Time 

15  Full-Time 

1 Part-Time 

3 Part-Time 

17  Residents 
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TABLE  2 


TABLE  3 


ADMISSIONS,  DEATHS,  AUTOPSIES,  AND 
AUTOPSY  RATE  AT  WASHOE  MEDICAL  CENTER 


January  1960-July  1964 

A utopsy 

Year  Admissions  Deaths  Autopsies  Rate 


1960  8,878  314  89  25% 

1961  9,540  303  79  23% 

1962  9,406  268  79  29% 

1963  10,036  288  94  34% 


1964  (6  mos.)  5,468  143  52  43% 


deaths,  and  97  autopsies  performed  for  an  autop- 
sy rate  of  32%.  (Table  2.)  The  more  common 
causes  of  death  as  determined  at  autopsy  in  these 
97  patients  is  listed  in  Table  3.  Pulmonary  embo- 
lism was  the  major  cause  of  death  in  this  hospital 
autopsy  population  during  the  last  year  of  the 
autopsy  series.  Since  only  32%  of  the  patients 
dying  were  autopsied,  there  is,  of  course,  some 
question  as  to  the  validity  of  this  disease  being  the 
major  cause  of  death  at  Washoe  Medical  Center. 
However,  since  it  is  a well  recognized  fact  that 
clinical  diagnosis  in  the  best  hands  is  no  more 
than  50%  accurate,  we  must  use  our  autopsy 
material  as  a guide. ^ 

The  combined  four  and  a half  year  autopsy 


AUTOPSY  CAUSE  OF  DEATH  IN  PATIENTS  AT 
WASHOE  MEDICAL  CENTER,  RENO,  NEVADA 


1 July  1963-1  July  1964  (97  Cases) 


1.  Pulmonary  Embolism  13 

2.  Coronary  Artery  Disease  10 

3.  Cancer  - 9 

4.  Ruptured  Aneurysm  7 

5.  Liver  Failure  6 

Hyaline  Membrane  Disease  6 

Skull  Fractures  and  Complications  6 

Rheumatic  Heart  Disease  and  Myocarditis  6 

6.  Pneumonia  5 

7.  Cor  Pulmonale  (other  than  embolic)  4 

Prematurity  (interventricular  hemorrhage)  4 

8.  Renal  Failure  3 

Duodenal  Ulcer  Complications  3 

Sepsis  3 

Cerebral  Thrombosis  and  Hemorrhage  3 

9.  Mesenteric  Thrombosis  2 

Congenital  Heart  Disease  2 

10.  Meningitis  1 

Cystic  Fibrosis  1 

Ruptured  Appendix  with  Peritonitis  1 

Poisoning  1 

Acute  Endometritis  1 


populations  at  the  Washoe  Medical  Center  is 
shown  in  Table  4.  Cancer,  hyaline  membrane  dis- 
ease, and  coronary  artery  disease  represent  larger 


TABLE  4 

AUTOPSY  CAUSES  OF  DEATH  AT 
WASHOE  MEDICAL  CENTER 


7 January  1960-1  July  1964 

1960  1961 

1962 

1963 

1963-64 

Total 

I.  Cancer  

19 

13 

11 

4 

9 

56 

11.  Hyaline  Membrane  Disease  

4 

2 

6 

1 

6-19 

43 

Prematurity  

6 

4 

7 

3 

4-24 

III.  Coronary  Artery  Disease  (A)  

5 

2 

5 

2 

5-19 

39 

(B)  

2 

7 

2 

4 

5-20 

IV.  Pulmonary  Embolism  

7 

4 

7 

6 

13 

37 

V.  Pneumonia  

9 

9 

4 

2 

5 

29 

VI.  Skull  Fractures  & Complications  .... 

6 

6 

6 

4 

6 

28 

VII.  Ruptured  Aneurysm  (A)  

2 

1 

1 

0 

4-8 

21 

(B)  

2 

4 

3 

1 

3-13 

VIII.  Liver  Failure  

2 

5 

1 

3 

7 

18 

IX.  Renal  Failure  

4 

4 

2 

2 

4 

16 

X.  Cerebral  Thrombosis  & Hemorrhage 

1 

3 

5 

2 

3 

14 

XL  Rheumatic  Heart  Disease  

1 

3 

0 

2 

6 

12 

XII.  Cor  Pulmonale  

1 

1 

1 

4 

4 

11 

Most  common  cause  of  death  

71 

68 

61 

40 

84 

324 

Actual  No.  autopsies  

89 

76 

78 

56 

94 

393 
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TABLE  5 


TRANSIENT  VS.  PERMANENT  AUTOPSY  POPULATION 
DYING  OF  PULMONARY  EMBOLI  AT 


WASHOE 

MEDICAL 

CENTER— 1964 

Transients 

Permanent  Residents 

MEDICAL 

SURGICAL 

MEDICAL 

SURGICAL 

Congestive  heart  failure  5 

Fractures 

10 

Congestive  heart  failure  4 

Fractures  

.6 

Diabetes  mellitus  1 

Multiple  contusions 

Coronary  artery  disease  3 

Contusions  and 

and  lacerations 

2 

lacerations  

7 

Postoperative 

2 

Cerebral  vascular 

Burns  

1 

accident  1 

Total  6 

14 

8 

9 

Total  from  clubs  3 

3 

6 

3 

numbers  of  cases  than  pulmonary  embolism. 
These  results,  however,  are  deceiving  since  19 
infants  died  of  hyaline  membrane  disease,  and  24 
of  “prematurity.”  They  represent  two  different 
entities.  Because  of  the  overlapping  pathologic 
findings  in  these  cases,  they  were  classified  to- 
gether. It  is  to  be  understood  that  the  diagnosis 
of  “prematurity”  does  not  necessarily  imply  hya- 
line membrane  disease  or  the  acute  respiratory 
syndrome  of  infants.  The  causes  of  death  labelled 
coronary  artery  disease  represent  some  39  pa- 
tients. This  group  has  been  labelled  (A)  and  (B). 
The  (A)  group  represents  those  patients  with  re- 
cent (less  than  2 weeks  old)  coronary  thrombosis 
with  or  without  infarction,  while  group  (B)  repre- 
sents the  patients  thought  to  have  died  of  compli- 
cations of  old  or  “healed”  myocardial  infarctions. 
Similarly,  under  the  heading  ruptured  aneurysms, 
(A)  represents  aortic  or  dissecting  aneurysms, 
while  (B)  represents  cerebral  aneurysms.  Al- 
though these  groups  represent  a larger  number  of 
patients  when  considered  together,  separately  they 
would  not  number  the  total  cases  dying  of  pul- 
monary embolism. 

For  the  purpose  of  defining  the  population,  the 
autopsied  patients  have  been  classified  into  per- 
manent or  transient,  using  the  Reno  Chamber  of 
Commerce  criteria.  These  two  groups  of  patients 
are  compared  in  Table  5. 

Out  of  37  patients  dying  with  pulmonary  em- 
bolism, the  ages  for  females  ranged  between  22 
and  77  years,  and  for  the  males  between  32  and 
80  years.  The  average  for  the  females  was  59 
years,  and  for  the  males  61  years.  There  were 
nine  transient  females  and  eight  permanent  fe- 
males, ten  transient  males  and  nine  permanent 
males.  In  age  range,  the  population  of  the  patients 


both  at  the  Peter  Bent  Brigham  Hospital  and  the 
Washoe  Medical  Center  was  very  similar. 

Transient  population 

There  were  20  transient  patients  dying  of  pul- 
monary embolism  from  1960  to  1964.  Six  of 
these  were  medical  cases,  five  had  congestive  heart 
failure  and  one  had  diabetes  mellitus.  There  were 
14  surgical  transients  including  the  following;  10 
fractures,  2 patients  with  contusions  and  lacera- 
tions, and  2 postoperative  patients.  Six  of  the 
twenty  transient  patients  were  brought  to  the 
Washoe  Medical  Center  emergency  room  from 
local  casinos  after  fainting  or  sudden  collapse. 

Permanent  population 

Of  the  permanent  patients,  8 were  medical  and 
9 surgical.  Of  the  medical  patients,  there  were  4 
with  congestive  heart  failure,  3 with  coronary 
artery  disease  and  1 with  rheumatic  fever  compli- 
cated by  a cerebral  vascular  accident.  Of  the  surgi- 
cal cases  there  were  6 fracture  cases,  2 patients 
with  contusions  and  lacerations  and  1 with  severe 
burns.  Six  of  the  medical  patients  and  three  of 
the  surgical  patients  were  brought  from  the  clubs 
after  collapsing,  for  a total  of  nine  patients.  Thus, 
nine  of  our  seventeen  permanent  population  pa- 
tients were  brought  from  the  casinos. 

Stasis  was  a possible  factor  in  fifteen  patients. 
This  included  ten  with  congestive  heart  failure, 
two  with  cor  pulmonale,  two  with  multiple  frac- 
tures and  two  with  contusions  and  lacerations. 

Orthopedic  cases 

An  interesting  group  of  autopsy  patients  were 
the  patients  with  fractures.  There  were  sixteen  pa- 
tients in  the  entire  group.  (Table  6.)  Of  these 
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TABLE  6 

FRACTURE  CASES  DYING  OF 
PULMONARY  EMBOLI 

Single  fractures  7 

Multiple  fractures  9 

Total  16 

Number  with  pelvic  and  lower  extremity  fractures  13/16 

Number  with  body  casts  2/16 


patients,  there  were  seven  that  had  single  fractures 
and  nine  with  multiple  fractures.  Thirteen  patients 
had  fractures  of  the  lower  extremities  and  two  had 
complete  body  casts.  In  these  patients,  the  ante- 
mortem diagnosis  of  pulmonary  embolism  was 
made  in  approximately  four  out  of  sixteen  (25%  ) 
of  the  patients.  This  clinical  picture  was  similar  in 
all  with  shock  and  death  within  24  hours.  Only 
two  of  these  patients  were  on  anticoagulants,  and 
none  had  had  surgical  intervention.  The  majority 
of  fracture  cases  were  automobile  accidents. 

In  the  autopsy  series  at  Washoe  Medical  Cen- 
ter, the  most  common  site  for  thrombosis  was  the 
posterior  tibial  and  popliteal  veins,  followed 
closely  by  the  femoral  veins.  The  site  of  origin 
was  found  in  the  legs  in  92%  of  patients  dying 
from  pulmonary  thromboembolism.  The  site  of 
thrombosis  and  their  frequency  in  78  cases  of 
thromboembolism  at  the  Peter  Bent  Brigham 
Hospital  are  shown  in  Table  7. 

TABLE  7 

SITES  OF  THROMBOSIS  IN  78  CASES  OF 
PULMONARY  EMBOLISM 

Site  Number  of  Cases 

Right  ventricle  3 ( 4% ) 

Right  atrium  18  (23%) 

Inferior  vena  cava  15  (19%) 

Pelvic  veins  13  (16%) 

Leg  veins  36  (46%) 

No  apparent  thrombosis  16  (21%) 


Discussion 

The  age  range  of  patients  dying  from  pulmo- 
nary embolism  at  both  the  Washoe  Medical  Center 
and  the  Peter  Bent  Brigham  Hospital  is  similar. 
The  average  age  of  approximately  60  years  is 
slightly  higher  in  Reno  than  in  Boston,  but  is  not 
statistically  significant. 

There  was  no  sexual  predominance  at  either 
the  Boston  or  Reno  autopsy  series.  This  was  also 


true  for  both  the  permanent  and  transient  popula- 
tion in  Reno. 

The  majority  of  the  Peter  Bent  Brigham  Hos- 
pital autopsy  patients  were  medical  patients  with 
symptomatic  congestive  heart  failure.  This  group 
commonly  had  associated  chronic  heart  disease. 
For  instance,  it  was  found  that  patients  with 
healed  or  healing  myocardial  infarction  were  par- 
ticularly prone  to  pulmonary  embolism.^  In  78 
autopsy  cases  of  pulmonary  embolism  29,  or 
37%,  had  myocardial  infarction.  Stasis  was 
thought  to  be  an  important  factor  in  the  formation 
of  thrombus  in  the  patient  with  congestive  heart 
failure.  In  the  Washoe  Medical  Center  autopsy 
population  only  38%  of  the  patients  were  medi- 
cal. Many  of  these  also  had  associated  cardiac 
disease.  The  main  difference  between  the  two 
populations  was  that  62%  of  the  Reno  group 
were  surgical  patients.  The  majority  were  not 
postoperative  surgical  cases,  but  rather  ortho- 
pedic cases.  Thirteen,  or  81%  had  fractures  in- 
volving the  pelvis  or  lower  extremities.  Two  pa- 
tients had  complete  body  casts.  Therefore,  94% 
of  the  orthopedic  cases  had  involvement  of  the 
lower  extremities.  These  patients  were  primarily 
in  their  5th  or  6th  decade  of  life,  with  casting  and 
immobilization.  Stasis  was  an  important  factor. 
This  raises  the  question  as  to  whether  or  not 
these  older  patients  should  be  anticoagulated. 

Many  orthopedic  specialists  feel  that  anti- 
coagulant therapy  is  contraindicated  in  fracture 
cases  because  it  prolongs  fracture  healing  by  pro- 
moting hemorrhage  into  the  fracture  site,  de- 
laying callus  formation.  If  this  is  true,  then  the 
orthopedic  surgeon  faces  a true  paradox  in  thera- 
peutic management,  since  there  is  little  doubt  that 
stasis  is  promoted  by  the  casting  of  even  a single 
limb. 

The  formation  of  thrombus  results  from  some 
derangement  of  factors  affecting  the  fluidity  of 
blood,  such  as  ( 1 ) derangement  of  the  composi- 
tion of  blood,  (2)  stasis,  (3)  turbulence,  and/or 
(4)  alterations  in  the  integrity  of  the  endothelium. 
The  common  clinical  factor  in  the  Reno  autopsy 
cases  dying  of  pulmonary  emboli  was  stasis.  This 
was  true  in  the  medical  as  well  as  the  surgical 
cases. 

“Fainting  or  Sudden  Collapse”  syndrome  oc- 
curring in  the  local  casinos  is  a well  recognized 
fact  among  the  emergency  room  staff  at  Wa- 
shoe Medical  Center.  A large  variety  of  factors 
have  been  implicated  in  this  syndrome,  including 
the  altitude  of  Reno,  insufficient  or  excessive  food 
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intake,  fatigue,  overhydration  or  dehydration. 
While  any  and  all  of  these  factors  may  play  an 
important  role  in  the  etiology  of  this  syndrome, 
stasis  due  to  prolonged  sitting  or  standing  while 
gaming,  and  in  transportation  to  the  gaming  local- 
ity is  probably  the  single  most  important  factor. 

A breakdown  of  the  patients  dying  of  pulmo- 
nary embolism  brought  from  the  local  casinos  is 
shown  in  Table  8. 

TABLE  8 

NUMBER  OF  AUTOPSY  CASES  DYING  OF 
PULMONARY  EMBOLI  IN  1964  WITH 
“SLOT  MACHINE  STASIS”  AS  A 
POSSIBLE  FACTOR 


Congestive  heart  failure  10 

Fractures  2 

Contusions,  lacerations  2 

Total  14 


Summary 

Pulmonary  embolism  is  one  of  the  most  com- 
mon causes  of  death  in  both  the  Washoe  Medical 


Center  and  Peter  Bent  Brigham  Hospital  popula- 
tions. The  age  ranges,  sites  of  thrombosis,  sex 
predilection  are  similar.  The  majority  of  patients 
at  the  Washoe  Medical  Center  were  surgical, 
while  those  at  the  Peter  Bent  Brigham  Hospital 
were  medical.  The  “statis  factor”  is  common  in 
both  groups. 

The  question  of  anticoagulant  therapy  is  raised 
both  for  the  older  aged  medical  group  with  heart 
disease  and  for  the  older  orthopedic  patient.  The 
permanent  and  transient  Reno  population  coming 
to  autopsy  have  been  discussed,  and  stasis  has 
been  pointed  to  as  an  important  factor  in  the  de- 
velopment of  thrombi  in  the  older  age  group.  • 
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Heart  block  in  sheep* 

Donald  B.  Olsen,  DVM,  George  T.  Smith,  MD,  and 
Lester  M.  McKay,  BS,  Reno,  Nevada 


This  is  a meticulous  study  for  evaluation 
of  technics  to  induce  heart  block 
experimentally  in  sheep. 

Complete  block  of  the  AV  node  and/or  bundle 
of  His  has  produced  an  experimental  model  effi- 
cient for  testing  and  developing  external  pace- 
makers. Many  technics  have  been  utilized  to  effect 
this  condition. 

AV  disassociation  and  complete  heart  block 
was  first  demonstrated  on  overdosages  of  digitalis. 
Various  degrees  of  focal  heart  block  have  been 
produced  experimentally  by  injections  of  small 
amounts  of  cocaine  and/or  quinine  sulfate.®’ 
Numerous  surgical  technics  have  been  devised, 
most  of  which  include  inflow-outflow  occlusion 

• From  the  Laboratory  of  Patho-Physiology,  Desert  Research 
Institute,  University  of  Nevada.  Supported  in  part  by  the 
Nevada  Heart  Association. 


and  right  atriotomy.  These  include  septal  artery 
ligation,®  suture  ligation  of  the  bundle,^’  ®’ 
crushing,^®  incision,®’  or  electrocautery  of  the 
nodal  or  bundle  area  in  the  septum  of  the  right 
atrium.  Connolly,  et  al,-  used  both  incision  and 
cautery  of  the  nodal  area.  Some  investigators'^ 
inject  formalin  directly  into  the  region  of  the  AV 
node.  Erlanger^  in  1910  injected  a solution  of 
alcohol  and  iodine  through  the  wall  of  the  right 
atrium  into  the  septum  producing  heart  block. 
Guzman  and  associates®  were  the  first  to  use  for- 
malin injected  through  the  intact  atrium.  They 
did  not  describe  the  procedure  used,  but  noted 
“a  modification  of  the  technic  employed  by  Dr. 
Oca.” 

In  this  paper  we  describe  a simple  technic 
utilizing  consistent  landmarks  of  the  heart  for 
injecting  small  amounts  of  formalin  into  the 
region  of  the  AV  bundle  of  the  sheep  heart. 
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Materials  and  methods 

Thirty-five  sheep  (Ovis  aries)  were  used  in 
this  experiment.  Their  weight  varied  from  35  to 
50  kg.  and  their  ages  ran  from  8 months  through 
11  years.  The  bulk  of  the  animals  were  between 
8 and  14  months  old.  Twenty  of  the  animals 
were  wethers  (castrated  males),  and  the  balance 
were  ewes  or  ewe  lambs.  Prior  to  the  operation, 
all  animals  were  fasted  from  feed  for  a period 
of  48  hours.  All  sheep  were  considered  clinically 
free  from  infectious  diseases  and  parasites.  On  the 
day  of  surgery,  the  sheep  were  weighed  and  the 
wool  clipped  close  over  the  surgical  area.  Elec- 
trocardiographs were  then  made  using  needle 
electrodes  and  a Sanborn  electrocardiograph  unit. 
The  leads  included  the  standard  lead  No.  1,  lead 
No.  2,  lead  No.  3,  AVR,  AVL,  and  AVF.  The 
precordial  leads  included  1.  the  right  side,  two 
inches  lateral  to  the  costochondral  junction  in  the 
fourth  intercostal  space;  2.  right  side,  at  the  costo- 
chondral junction  in  the  fourth  intercostal  space; 
3.  left  side  at  the  costochondral  junction  of  the 
fourth  intercostal  space;  4.  left  side,  two  inches 
lateral  to  the  costochondral  junction  in  the  fourth 
intercostal  space;  5.  left  side,  two  inches  lateral 
to  the  costochondral  junction  in  the  fifth  space; 
6.  left  side,  at  the  costochondral  junction  in  the 
sixth  intercostal  space;  and  7.  on  the  left  side 
close  to  the  sternabrae  in  the  seventh  intercostal 
space. 

An  indwelling  catheter  was  placed  into  the 
jugular  vein,  and  the  sheep  was  anesthetized 
with  sodium  pentobarbital  (nembutal  Abbott). 
The  initial  dose  was  approximately  20  mg.  per 
kg.  of  body  weight.  The  sheep  was  then  intubated 
with  a cuffed  catheter,  and  the  mouth  taped 
closed.  The  catheter  was  attached  to  a positive- 
negative Bird  respirator.* 

Under  sterile  operating  room  conditions,  a 
right  thoracotomy  incision  was  performed  with 
resection  of  the  right  fifth  rib  from  its  periosteal 
bed.  Two  small  holes  were  drilled  through  the 
middle  curvature  of  the  fourth  rib  to  facilitate 
later  apposition,  and  the  rib  was  transected.  The 
right  lateral  wall  of  the  pericardial  sac  was  opened 
with  a “Y”  shaped  incision.  The  legs  of  the  “Y” 
radiated  from  a point  over  the  interventricular 
groove  and  were  directed  toward  the  inlet  of  the 
anterior  (superior)  and  posterior  (inferior)  vena 
cava.  The  base  of  the  “Y”  was  directed  toward 
the  apex  of  the  heart.  A jugular  electrode  was 

• Model:  Mark  8,  Company:  Bird  Company,  Palm  Springs, 
Calif. 


then  directed  into  the  right  ventricle  by  guiding 
it  with  digital  pressure  through  the  right  atrium. 
The  pacemaker  used  was  an  external  cardiac 
pacemaker.'  This  direct  internal  cardiac  electrode 
allowed  continuous  pacing  of  the  heart  during 
the  subsequent  surgical  procedures.  Throughout 
the  operative  procedure,  the  lungs  were  slightly 
hyperinflated  in  order  to  reduce  the  incidence  of 
atelectasis. 

Open  and  closed  methods  were  utilized  in  pro- 
ducing AV  bundle  block  in  the  sheep  heart.  The 
first  method  consisted  of  opening  the  wall  of  the 
right  atria.  Two  approaches  were  attempted.  One 
employed  cardiac  by-pass,  and  the  second  utilized 

t Model  No.  5800,  Medtronics,  Minneapolis,  Minnesota. 


Fig.  1 . Landmarks  for  indirect  approach  to  block  the 
atrioventricular  node.  The  inde.x  finger  of  the  left 
hand  is  placed  in  position  (2)  where  one  palpates  a 
thrill  from  the  coronary  sinus.  The  left  third  finger 
is  placed  in  position  (1)  at  the  lowest  point  where 
firm  aortic  pulsation  can  be  palpated.  An  imaginary 
line  drawn  between  these  two  points  forms  the  base 
of  an  equilateral  triangle  with  the  apex  at  the  mid- 
point of  the  medial  leaflet  of  the  tricuspid  valve  (3). 
The  valve  can  be  felt  during  alternate  .systole  and 
diastole  with  the  second  finger  (4).  The  injection  is 
made  between  this  finger  and  the  apex  of  the  heart. 
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Fig.  2.  Electrocardiograph  of  a sheep,  lead  No.  2 
immediately  following  heart  block.  The  upper  tracing 
shows  twenty  consecutive  P waves  without  subse- 
quent QRS  comple.xes.  The  lower  tracing  shows  the 
e.xternal  pacemaker  stimulating  ventricular  contrac- 
tions. 

inflow-outflow  occlusion.  The  anterior  and  poste- 
rior vena  cava  and  the  pulmonary  artery  were 
freed  from  surrounding  structures,  and  a short 
piece  of  umbilical  tape  was  passed  around  each. 
A double  row  of  purse-string  sutures  were  placed 
around  an  area  to  be  opened  in  the  right  lateral 
atrium  anterior  to  the  orifice  of  the  posterior 
vena  cava.  The  anterior  and  posterior  vena  eava 
and  the  pulmonary  artery  were  then  completely 
occluded  in  this  order  in  close  proximity  to  the 
heart.  This  was  done  by  slipping  a short  length 
of  rubber  tubing  over  the  umbilical  tape  and 
tightening  down,  compressing  the  circumscribed 
vessels  and  then  clamping  the  tubing  with  hemo- 
stats.  An  incision  was  made  into  the  right  atrium 
inside  the  purse-string  sutures  and  the  heart 
blood  removed  with  a sump  to  expose  the  atrial 
septum.  The  blood  returning  via  the  coronary 
sinus  was  continuously  aspirated  with  the  sump. 
Methylene  blue,  added  to  40%  formalin,  was 
then  injected  in  aliquots  of  0.3  to  0.5  ml.  under 
direct  vision  into  the  region  of  the  AV  node.  The 
atrial  purse-strings  were  tightened  during  systole, 
with  digital  pressure  applied  to  expel  the  air 
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Fig.  3.  Electrocardiograph  of  a sheep.  Lead  No.  2 
30  minutes  after  production  of  heart  block. 


from  the  right  atrium  and  ventricle.  Ligatures 
from  the  large  vessels  of  the  heart  were  released 
in  the  exact  opposite  order  of  their  occlusion. 
The  time  interval  from  occlusion  to  free-flow 
through  the  right  side  of  the  heart  was  consist- 
ently under  two  minutes. 

The  second  basic  method  was  a closed  pro- 
cedure. The  first  technic  was  attempted  from  both 
left  and  right  thoracotomy  approaches.  A long 
25  gauge  needle,  paralleling  the  wall  of  the  aorta 
was  passed  through  the  base  of  the  heart  into  the 
septum  near  the  division  of  the  bundle  into  the 
right  and  left  branches.  The  formalin-methylene 
blue  solution  was  then  injected  in  small  aliquots 
in  an  effort  to  produce  heart  block. 

The  second  technic  of  the  direct  closed  injec- 
tion was  as  follows;  On  the  right  side,  using  dig- 
ital pressure,  one  first  palpates  through  the  right 
lateral  auricular  wall,  the  coronary  sinus,  the 
medial  leaflet  of  the  tricuspid  valve,  and  the  aorta. 


Fig.  4.  Pressure  recording  of  a sheep,  six  months 
after  induced  heart  block.  Line  A — Right  atrial  pres- 
sure. Peak  pressure  is  22  mm.  of  mercury.  Line  B — ■ 
Right  ventricular  pressure.  Systolic  pressure  averages 
70  mm.  of  mercury.  Asystolic  pressure  averages 
about  20  mm.  of  mercury.  Note  the  extended  period 
of  asystole  where  only  the  atrial  influence  is  recorded. 
Line  C — Electrocardiograph,  lead  No.  2.  Line  D — 
Timeline,  marked  in  seconds  (ovine  digitalized). 

A 2 inch,  25  gauge  needle  was  inserted  into  a 
point  equidistant  between  the  coronary  sinus  and 
aorta,  immediately  above  the  attached  border  of 
the  medial  leaflet  of  the  tricuspid  valve  (Fig.  1). 
A slightly  blunt  needle  facilitates  feeling  the 
atrial  septum.  The  sheep  were  continuously  mon- 
itored by  EKG  throughout  this  procedure,  and 
attempts  made  to  inject  0.3  to  0.5  ml.  of  formalin 
in  methylene  blue  until  complete  heart  block  was 
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Fig.  5.  Electrocardiograph  of  a sheep,  leads  1,  2 and 
3,  eight  months  after  induced  heart  block. 

observed  by  direct  vision,  plus  electrocardiography 
(Fig.  2).  Following  creation  of  the  complete  AV 
block,  the  animals  were  monitored  periodically 
until  the  block  had  persisted  for  at  least  thirty 
minutes  (Fig.  3).  An  electrode  was  attached  in 
an  avascular  area  of  the  wall  of  the  right  ven- 
tricle fairly  near  the  apex.  We  used  two  types 
of  electrodes.  The  first  was  a Chardack  heli-coil 
spring  electrode,^  which  was  sutured  into  the 
wall  of  the  myocardium.  The  second  electrode 
used  was  an  insulated  multiple  strand  wire  which 
was  bared  and  pulled  through  a small  segment  of 
myocardium  with  a needle  and  ligated  on  the  sur- 
face of  the  epicardium.  These  electrodes  were 
brought  to  the  exterior  through  an  intercostal 
space  posterior  to  the  incision.  A neutral,  or 
ground  electrode  was  placed  through  the  skin 
into  the  intercostal  muscle.  The  battery-powered 
pacemaker  could  then  be  attached  to  the  myo- 
cardial and  ground  electrodes  and  pace  the  heart 
externally. 

A self-retaining  drainage  tube  was  placed  poste- 
rior to  the  pericardial  sac  and  extended  through 
the  intercostal  muscles  and  skin,  posterior  to  the 
incision  and  ventral  to  the  electrodes.  The  peri- 
cardial incision  was  closed  over  the  atrium,  but 
not  the  ventricle.  The  thoracotomy  incision  was 
then  closed  using  standard  materials  and  methods. 
The  pacemaker  was  taped  to  the  animal’s  back, 
the  incision  was  dressed,  and  the  animal  then 
placed  in  the  recovery  room.  Electrocardiographic 
tracings  were  periodically  taken  during  the  first 


24  hours  to  demonstrate  ventricular  contraction 
under  external  excitation.  The  chest  tube  was 
aspirated  at  12  and  24  hours  post-surgery  and 
then  removed.  The  sutures  were  removed  approx- 
imately on  the  10th  postoperative  day.  Antibi- 
otics were  routinely  administered  for  five  days; 
and  when  necessary,  this  treatment  was  extended 
to  10  days. 

After  recovery,  some  of  the  sheep  with  chronic 
complete  heart  block  were  catheterized,  and  pres- 
sure recordings  made*  (Fig.  4). 

Results 

A.  Open  Methods  (Open  Auricular 
Appendage  of  the  Right  Heart) 

The  cardiac  bypass  procedure  was  technically 
difficult  and  required  more  time  than  any  other 
procedure. 

Right  heart  inflow-outflow  occlusion  allowed 
excellent  exposure  of  the  right  atrial  septum  for 
visual  injection  of  the  formalin  solution  into  the 
bundle  area.  The  injections  were  made  approx- 
imately 2 cms.  anterior  to  the  coronary  sinus 
at  the  attached  border  of  the  septal  leaflet.  Three 
sheep  had  marked  hemorrhage  from  the  suture 
line  in  the  thin  walled  atrial  appendage.  By  limit- 
ing the  inflow-outflow  occlusion  time  to  two 
minutes  no  discernible  post-surgical  cerebral  dam- 
age was  encountered.  Successful  complete  heart 
blocks  were  obtained  in  three  sheep  using  this 
procedure. 

B.  Closed  Methods  (Intact  Right  Atrium) 
Injection  paralleling  the  aorta 

Both  the  right  and  left  thoracotomy  approaches 
were  used.  The  exposure  of  the  base  of  the  heart 
was  poor,  due  to  the  pericardial  reflexion  and  the 
vertical  position  of  the  heart  in  the  side  to  side 
flattened  thorax.  To  angle  and  direct  the  needle 
through  and  paralleling  the  wall  of  the  aorta  was 
difficult.  The  exact  position  of  the  AV  node  and 
depth  of  needle  penetration  required  to  subjec- 
tively gauge  the  specific  area  for  injection  could 
not  be  clearly  defined.  Three  successive  sheep 
died  following  injection  of  the  formalin.  The  ani- 
mals exhibited  distinct  tachycardia,  leading  into 
fibrillation  which  was  refractory  to  defibrillation. 
On  postmortem,  the  methylene  blue  indicator 
demonstrated  the  injection  site  to  be  into  or  very 
near  the  SA  node. 

* Hewlett-Packard,  Sanborn,  8-channel  Recorder. 
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Injection  through  the  intact  right  atrium 

Four  sheep  were  lost  by  inadvertently  inject- 
ing the  SA  node  before  establishing  definite  ana- 
tomical landmarks.  These  anatomical  points  were 
established  by  dissecting  the  conduction  system 
in  the  sheep  heart.*  Twenty  sheep  survived  this 
surgical  procedure  with  persistent  heart  block  for 
six  to  eight  months  (Fig.  5).  On  postmortem  ex- 
amination the  area  of  the  AV  node  and  bundle 
was  replaced  by  fibrous  connective  tissue.  The 
pathology  of  the  right  auricular  appendage  was 
minimal  in  comparison  with  the  atriotomy  tech- 
nic. 

Discussion 

Taufic^®  reports  that  25%  of  the  atriotomies 
had  to  be  reopened  using  the  technic  of  crushing 
and  incising  the  bundle  to  produce  permanent 
block.  The  mortality  rate  during  surgery  was  50% 
and  was  due  to  such  complications  as  fibrillation, 
hemorrhage,  and  the  inadvertent  production  of 
septal  perforations.  The  remainder  expired  be- 
tween the  2nd  and  7th  postoperative  day.  He 
also  ligated  the  bundle  and  found  this  technic 
superior.  One  of  five  expired  during  surgery 
(fibrillation)  and  one  did  not  develop  heart  block. 

As  early  as  1910  Erlanger^  injected  sclerotic 
agents  into  the  nodal  or  bundle  area  of  the  sep- 
tum through  the  intact  right  atrium.  His  results 
were  very  unpredictable,  however,  he  obtained 
a 50%  survival  rate  utilizing  the  crushing  technic. 

When  2.4  ml.  of  10%  formalin  was  injected 
through  the  right  atrium  into  the  septum,  Guzman 
reported  a 25-50%  mortality  rate  within  the  first 
24  hours,  and  an  additional  10-20%  loss  by  the 
tenth  day. 

Heart  block  produced  by  the  injection  of  drugs 
is  usually  neither  complete  nor  permanent. 

The  injection  of  formalin  through  the  intact 
right  atrium  eliminates  the  problem  of  hemor- 
rhage and  the  additional  trauma  to  the  atrial  wall 
associated  with  the  atriotomy  technic. 

* Subject  for  subsequent  paper. 


Summary 

1.  Various  methods  of  experimentally  induced 
heart  block  have  been  listed,  and  four  methods 
have  been  compared. 

2.  The  injected  formalin  is  tissue  toxic,  and  in 
the  autopsied  animals  there  was  complete  de- 
struction of  the  AV  node,  with  replacement  by 
fibrous  connective  tissue. 

3.  A standardized  closed  technic  utilizing 
prominent  landmarks  is  described  for  producing 
permanent  heart  block  in  sheep. 

4.  Mortalities  were  decreased  during  the  oper- 
ative procedure  utilizing  a jugular  electrode  to 
pace  the  heart. 

5.  The  surgical  and  immediate  post-surgical 
mortalities  were  markedly  reduced  by  using  an 
external  cardiac  pacemaker.  • 
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Trans  ventricular  mitral  valvutome 


Lester  M.  McKay,*  Reno,  Nevada 


An  instrument  has  been  designed  for 
transventricidar  mitral  valvotomy  utilizing 
the  safety  offered  by  hydraulic  power 
in  an  effort  to  prevent  over-fracture  of 
valve  leaflets,  and  possible  irreparable 
damage  to  the  ventricular  wall. 

Since  the  first  reported  work  of  E.  C.  Cutler^ 
in  1924,  describing  successful  surgical  correction 
of  mitral  stenosis,  many  attempts  have  been  made 
to  improve  instrumentation  equal  to  the  surgeon’s 
skill  which  would  enable  him  to  restore  maximum 
mobility  to  the  valve  leaflets  without  producing 
insufficiency.  We  have  been  especially  interested 
in  the  transventricular  valvutome  type  of  instru- 
ment described  by  Logan^  and  Dubost,"  which 
were  later  modified  by  Gerbode^  in  1960,  and 
Tubbs®  in  1962. 

Although  the  modification  greatly  improved 
the  efficiency  of  the  original  design,  there  remained 
one  major  weakness  in  this  all-mechanical  instru- 
ment; that  is  the  safety  factor  which  would  offer 
insurance  against  overspringing  of  the  blades  as 
the  initial  resistance  of  the  commissures  to  sepa- 
rate has  been  overcome.  This  would  prevent  any 
possible  overtearing  or  gross  damage  to  the  inner 
ventricular  wall. 

An  instrument  has  been  designed  and  used 
experimentally  which  has  the  following  features 
(Fig.  1): 

1.  The  desirable  function  of  spreading  blades. 

2.  A force  delivered  to  the  blades  which  is 
great  enough  to  produce  fracture  even  in  heavily 
calcified  valve  leaflets. 

3.  Positive  control  of  the  size  and  force  applied 
to  the  commissures. 

4.  Unfailing  safety  against  over-fracture  when 
the  tearing  resistance  is  overcome. 

The  power  source  for  opening  the  dilator  is  a 
small  hydraulic  pump,  totally  enclosed  within 
the  instrument  handle,  and  is  actuated  with  very 
little  effort  by  squeezing  the  spring  loaded  handle. 

Returning  the  blades  to  a closed  position  is 
accomplished  by  pressing  release  button  which  is 

* Biomedical  Engineer,  Laboratory  of  Patho-Physiology,  Des- 
ert Research  Institute,  University  of  Nevada,  Reno,  Nevada. 


BLADES  AT  RIGHT  ANGLE 


Fig.  1.  The  transventricidar  mitral  valvutome  de- 
signed to  fracture  the  mitral  valve  with  positive  con- 
trol and  safeguards  against  over-fracture. 

conveniently  located  under  the  thumb  position 
as  shown  in  Fig.  1. 

The  instrument  uses  any  sterile  liquid  as  a 
hydraulic  medium.  It  can  be  filled  and  made  ready 
for  use  by  the  circulating  nurse.  All  parts  can  be 
autoclaved. 

Methods  of  use 

Through  a standard  lateral  thoracotomy  inci- 
sion, the  pleural  cavity  is  opened  through  the  bed 
of  the  resected  5th  or  6th  rib,  depending  on  X-ray 
determinations  as  to  best  access  to  the  apex  of  the 
left  ventricle. 

The  pericardium  is  opened  anterior  to  the 
phrenic  nerve.  A crafood  clamp  or  purse-string 
suture  is  placed  around  the  base  of  the  atrial  ap- 
pendage. A purse-string  suture  is  then  placed 
in  the  apex  of  the  left  ventricle,  care  being  taken 
to  avoid  large  coronary  arteries.  An  incision  is 
made  on  the  distal  side  of  the  atrium  to  permit 
insertion  of  the  right  forefinger.  The  right  fore- 
finger is  then  inserted  through  the  incision  in  the 
auricle  and  the  valve  is  palpated  in  an  effort  to 
digitally  open  it.  If  additional  force  is  necessary, 
a small  incision  is  made  in  the  left  ventricular  wall 
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between  the  loop  of  stitch  previously  inserted. 

The  dilator  is  then  inserted  and  guided  through 
the  mitral  orifice  by  the  right  forefinger  from  the 
atrial  side.  Once  in  position,  the  blades  are  opened 
until  the  desired  fracture  is  effected.  The  dilator 
will  open  approximately  1 mm.  with  each  full 
pump  of  the  handle.  Smaller  openings  can  be 
made  with  shorter  strokes  of  the  pump  handle. 

The  dilator  is  closed  and  withdrawn,  the  ven- 
tricular stitch  then  being  tightened  to  approxi- 
mate the  margins  of  the  incision.  The  finger  is 
withdrawn  from  the  auricle,  and  the  clamp  ap- 


plied. The  auricle  is  then  sutured  in  two  overlap- 
ping layers.  • 
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Biliary  decompression  in  severe  liver  trauma 

William  M.  Tappan,  MD,  Kenneth  F.  Maclean,  MD,  and 
Donald  F.  Guisto,  MD,  Reno,  Nevada 


Review  of  the  literature  and  personal 
experiences  of  the  authors  present  a 
convincing  plea  for  use  of  biliary 
decompression  in  liver  injury. 

In  September,  1958,  we  treated  a 16-year-old 
boy  who  had  been  run  over  by  a hay  wagon  and 
had  sustained  severe  and  massive  rupture  of  the 
liver.  He  developed  most  of  the  complications 
that  can  occur  in  severe  liver  injury,  including 
traumatic  hemobilia.  After  five  months  of  hos- 
pitalization, three  celiotomies,  and  88  units  of 
blood,  he  died  of  cardiac  arrest  during  the  induc- 
tion of  anesthesia  for  a proposed  right  hepatic 
lobectomy.  This  case  was  reported  to  the  Reno 
Surgical  Society  in  March,  1959,  and  the  prob- 
lems of  severe  liver  injury  were  discussed.  Re- 
view of  the  literature  and  critical  study  of  man- 
agement of  this  case  indicated  that  prophylactic 
biliary  decompression  might  prevent  much  of  the 
morbidity  and  some  of  the  mortality  in  severe 
liver  trauma. 

We  have  used  T-tube  decompression  of  the 
biliary  tree  in  three  subsequent  cases  of  severe 
liver  laceration  due  to  blunt,  non-penetrating 
trauma  and  believe  that  it  has  materially  helped 
in  the  prevention  of  complications  and  in  recov- 
ery of  these  patients. 

Principles  of  therapy 

Many  authors  have  written  excellent  articles 
on  management  of  severe  liver  trauma.^  Most 


of  them  stress  the  basic  principles  of  ( 1 ) control 
of  hemorrhage,  (2)  debridement  of  devitalized 
tissue,  and  (3)  provision  of  adequate  external 
drainage  for  bile,  blood,  and  the  products  of  tis- 
sue necrosis.  Only  recently  have  articles  appeared 
advocating  prophylactic  biliary  decompression. 
Merendino,  Dillard,  and  Cammock,  in  September, 
1963,^^^  stated,  “This  article  is  presented  to  sug- 
gest a new  dimension  in  the  management  of 
liver  trauma  which  may  contribute  to  an  improve- 
ment in  therapy.”  They  re-emphasize  the  above 
basic  principles  and  propose,  as  a fourth  prin- 
ciple, controlled  biliary  decompression.  More  re- 
cently, a few  other  reports  have  been  published 
regarding  this  principle.^--  Perry  and 

LaFave  even  go  so  far  as  to  advocate  internal 
T-tube  decompression  without  external  drainage 
as  the  treatment  of  choice.^-  We  personally 
would  not  go  this  far,  but  we  do  feel  the  principle 
is  sound  and  should  be  more  widely  considered. 

Rationale 

Decompression  is  a recognized  surgical  prin- 
ciple in  gastrointestinal  surgery;  decompression 
is  also  routine  in  genitourinary  surgery;  and  de- 
compression is  routine  in  surgery  of  the  extra- 
hepatic  biliary  tree.  Therefore,  why  should  not 
biliary  decompression  be  used  for  intrahepatic 
injuries  to  the  biliary  tree  where  bile  leakage  and 
fistula  are  probable? 

In  every  liver  injury  severe  enough  to  cause 
hemorrhage,  there  must  be  damage  to  bile  ducts. 
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and  therefore  potential  bile  leakage.  Deeply  placed 
hemostatic  sutures  may  cause  sloughs  of  liver 
tissue  resulting  in  secondary  bile  leaks.  Biliary 
decompression  can  control  this  leakage  of  bile 
and  thus  prevent  the  complications  of  bile  peri- 
tonitis and  abscess.  Also,  biliary  decompression 
eliminates  the  effect  of  factors  causing  increased 
intraductal  pressure^®-  such  as  resistance  of  the 
sphincter  of  Oddi,  gallbladder  contraction,  and 
increased  intra-abdominal  pressure  from  cough- 
ing, straining,  and  vomiting. 

Merendino  and  associates’^^  have  presented  ex- 
perimental evidence  that  bile  is  truly  a fibrinolytic 
agent  and  is  capable  of  digesting  blood  clot;  thus, 
the  controlled  drainage  of  bile  should  help  pre- 
vent the  complications  of  traumatic  hemobilia  and 
traumatic  bile  cysts.  Byrne^^  also  suggests  that 
cholangiography  through  the  T-tube  provides  a 
ready  means  to  study  changes  occurring  in  the 
liver  as  it  is  healing,  and  thus  complications  may 
be  more  readily  predicted  or  diagnosed. 

Case  reports 

Case  1:  A 7-year-old  boy  was  injured  in  an  auto- 
mobile accident  and  was  admitted  to  the  Washoe 
Medical  Center  June  7,  1962.  There  were  contusions 
and  abrasions  over  the  right  chest  and  right  upper 
quadrant  of  the  abdomen.  Blood  pressure,  40/0.  At 
celiotomy,  a long  linear  laceration  of  the  posterior 
superior  surface  of  the  right  lobe  of  liver  and  a small 
tear  in  the  cleft  between  the  right  and  left  lobes 
were  found.  There  was  an  estimated  1000  cc.  of 
blood  in  the  abdominal  cavity.  The  liver  laceration 
was  sutured,  tying  down  the  sutures  over  a small 
piece  of  surgicel.  A T-tube  choledochostomy  was 
performed,  and  external  drainage  was  provided  with 
the  use  of  five  large  Penrose  drains.  Postoperative 
course  was  uncomplicated  and  was  satisfactory  in  all 
respects.  The  postoperative  cholangiogram  illustrated 
in  Fig.  1 was  obtained  on  the  15th  postoperative 
day  and  demonstrated  no  leakage  of  bile  and  no  evi- 
dence of  complication.  The  tube  was  removed  on  the 
25th  and  the  patient  was  discharged  on  the  28th 
postoperative  day. 

Case  2:  A 12-year-old  boy  was  injured  in  an  auto- 
mobile accident  and  admitted  to  the  Washoe  Medical 
Center  on  July  29,  1961.  He  was  in  severe  shock 
with  blood  pressure  unobtainable  and  pulse  160.  He 
had  a fracture  of  the  right  humerus,  evidence  of 
cerebral  concussion,  and  contusions  over  the  right 
chest.  At  celiotomy  a massive  stellate  laceration  of 
the  right  lobe  of  liver  was  found.  The  lacerations 
were  sutured  with  chromic  suture  ligatures,  surgicel 
packs  were  applied  over  the  bleeding  surface,  and 
T-tube  choledochostomy  was  performed.  External 
drainage  was  provided  with  four  large  Penrose 
drains.  The  patient  received  3500  cc.  of  blood.  He 
was  acutely  ill  postoperatively,  ran  considerable 
fever,  developed  slight  transitory  jaundice,  and  sub- 


Fig.  1.  Normal  T-tiihe  cholangiogram  in  Case  1. 


sequently  developed  a right  pleural  effusion.  Chol- 
angiogram obtained  on  the  10th  postoperative  day, 
as  presented  in  Fig.  2,  clearly  demonstrates  a small 
abscess  cavity  in  the  central  portion  of  the  right  lobe. 
This  boy  accidentally  pulled  out  his  T-tube  on  the 
23rd  postoperative  day,  but  had  no  further  complica- 
tion, and  was  discharged  on  the  43rd  postoperative 
day. 

Case  3:  A 20-year-old  girl  was  admitted  to  the 
Washoe  Medical  Center  on  June  12,  1961,  following 
a water-skiing  accident  in  which  she  was  thrown 
against  some  rocks,  receiving  a severe  blow  to  the 
right  chest  and  abdomen.  She  was  in  profound  shock 
and  emergency  treatment  included  intravenous  sa- 
line, dextran,  blood,  and  Levophed.  At  celiotomy, 
there  was  a deep  rent  almost  bisecting  the  liver  at 
the  falciform  ligament.  Estimated  blood  loss  was 
3000  cc.  Large  bleeding  vessels  in  the  cut  surface 
of  the  liver  were  individually  ligated,  and  the  lacera- 
tion was  sutured  over  surgicel  packs.  When  cho- 
ledochostomy was  performed,  blood  was  found  in 
the  common  duct.  When  the  T-tube  was  irrigated 
with  saline,  it  extravasated  through  the  laceration. 
External  drainage  was  provided  by  four  Penrose 
drains.  Postoperatively,  this  patient  developed  a 
wound  infection,  had  transient  jaundice,  had  moder- 
ate external  bile  drainage,  but  had  no  serious  compli- 
cation. A cholangiogram  on  the  14th  postoperative 
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Fig.  2.  Cholangiogram  demonstrating  a cavity  in  the 
right  lobe  of  the  liver  in  Case  2. 


day  is  presented  in  Fig.  3,  showing  massive  extravasa- 
tion of  the  contrast  medium  into  the  deep  liver 
wound.  Unfortunately,  the  tube  fell  out  accidentally 
on  the  26th  postoperative  day  before  additional 
cholangiograms  were  obtained.  Nevertheless,  she  had 
no  further  trouble  and  was  discharged  on  the  30th 
postoperative  day. 

Summary 

A presentation  of  the  concept  and  rationale  of 
prophylactic  biliary  decompression  in  severe  liver 
injuries  has  been  made.  Three  personal  cases  have 
been  presented  illustrating  its  use.  We  believe  that 
experience  will  prove  that  prophylactic  biliary 
decompression  will  help  reduce  the  high  mortality 
and  morbidity  of  these  seriously  injured  patients. 

• 
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Fig.  3.  Cholangiogram  demonstrating  massive  extra- 
vasation into  a huge  defect  between  the  right  and 
left  lobes  of  the  liver  in  Case  3. 
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Cryptic  malaria* 


Theodore  Jacobs,  MD,  Las  Vegas,  Nevada 


An  interesting  case  of  malaria  of  occult 
origin  in  Southern  Nevada. 

With  the  war  in  Viet  Nam  involving  increasing 
numbers  of  American  troops,  and  with  foreign 
travel  among  civilians  becoming  commonplace, 
we  can  expect  to  see  an  occasional  case  of  relaps- 
ing or  imported  malaria.  However,  between  1960 
and  1964,  the  Malaria  Surveillance  Report  of  the 
United  States  Public  Health  Service  has  reported 
only  eight  cases  of  cryptic  malaria  in  the  con- 
tinental United  States.  The  following  case  is  re- 
ported as  an  additional  authenticated  example  of 
malaria  of  occult  origin. 

Case  report 

S.  S.,  a 47-year-old  Caucasian  male  was  admitted 
to  Southern  Nevada  Memorial  Hospital,  Las  Vegas, 
on  September  25,  1965,  because  of  a syncopal  epi- 
sode which  occurred  several  hours  prior  to  admis- 
sion. The  patient  stated  that  over  the  antecedent 
three  years  he  had  been  plagued  by  recurrent,  “grip- 
ping,” non-cardiac  left  precordial  chest  pain  which 
was  unrelated  to  exertion,  time  of  day,  ingestion  of 
food  or  emotions.  He  had  had  one  previous  synco- 
pal episode  on  May  27,  1965,  after  having  ingested  a 
tranquilizer  tablet.  He  denied  drug  addiction  or 
having  received  transfusions.  No  parenteral  injec- 
tions had  been  received  since  March,  1965,  at  which 
time  he  received  an  injection  of  penicillin  for  an 
infection  in  his  mouth. 

Pertinent  Past  History:  This  patient  was  born  and 
raised  in  Iowa.  Early  in  1944,  during  World  War  II 
he  was  sent  to  India  and  he  recalls  that  shortly  after 
arriving  there  he  developed  extreme  chills  and  fever, 
requiring  a short  hospitalization.  He  believes  that  he 
had  malaria  at  that  time,  but  he  was  never  specifical- 
ly given  this  diagnosis  by  authorized  medical  person- 
nel. A short  time  thereafter,  while  he  was  still  in 
India,  in  1944,  he  developed  infectious  hepatitis  for 
which  he  was  hospitalized  about  six  months.  Follow- 
ing this  illness  he  states  that  he  never  really  felt  en- 
tirely well.  Upon  his  return  from  India  in  1947,  he 
lived  in  Iowa  until  1951,  at  which  time  he  moved  to 
Riverside,  California.  He  remained  in  Riverside, 
employed  as  a milkman  from  1951  until  August, 
1965,  when  he  moved  to  Las  Vegas,  Nevada.  He 

* From  the  Department  of  Medicine,  Southern  Nevada 
Memorial  Hospital. 


has  left  the  country  only  once  since  1947,  spending 
a day  in  Tijuana,  Mexico,  in  1953.  Over  the  past  21 
years  he  has  experienced  almost  daily  chilling  sensa- 
tions, not  true  rigors,  unaccompanied  by  fever,  and 
these  have  been  worse  over  the  past  two  years.  In- 
cidental surgical  procedures  have  been  an  appendec- 
tomy in  1942,  and  a right  herniorrhaphy  in  1952. 

Physical  Examination:  On  admission  to  the  hos- 
pital on  September  25,  1965,  examination  revealed  a 
well  developed,  well  nourished  white  male  who  did 
not  appear  acutely  ill.  Temperature  was  98.4°  F., 
pulse  was  84,  respirations  16,  and  blood  pressure 
124/74  mm.  Hg.  There  was  no  postural  hypotension. 
No  scleral  icterus  was  noted.  Ocular  fundus  was 
normal.  There  was  no  significant  lymphadenopathy. 
Chest  was  clear  to  percussion  and  auscultation.  By 
examination,  the  heart  was  normal.  Liver  and  spleen 
were  not  palpable,  and  there  were  no  abdominal 
masses  or  bruits.  Well  healed  RLQ  and  right  inguinal 
scars  were  observed.  There  was  no  peripheral  edema 
and  peripheral  arterial  pulsations  were  normal.  No 
joint  swelling  or  deformities  were  observed.  Neuro- 
logical examination  was  negative. 

Laboratory  Data:  Hemoglobin  12.6  grams  % ; 
hematocrit  38%.  WBC  9,300  per  cubic  mm.;  differ- 
ential count,  69%  neutrophils,  26%  lymphocytes, 
5%  monocytes.  The  red  blood  cell  morphology  was 
normal.  Urinalysis  was  normal.  Repeated  hemograms 
and  urinalyses  throughout  hospitalization  remained 
essentially  the  same.  The  hemoglobin  electrophoretic 
pattern  was  normal.  A serum  protein  electrophoretic 
pattern  was  normal.  Febrile  agglutinins  for  typhoid, 
paratyphoid,  tularemia  and  brucella  were  negative. 
Blood  cultures  were  negative  on  the  8th,  10th,  11th 
and  36th  hospital  days  during  his  febrile  periods. 
Stool  cultures  for  enteric  pathogens  and  for  ova  and 
parasites  were  negative  on  three  occasions.  The 
serum  was  negative  for  rheumatoid  factor.  Clinical 
studies  on  the  serum  revealed  a BUN  of  10  mg.  %; 
uric  acid  5.8  mg.  %;  creatinine  1.27  mg.  %.  EKG 
showed  non-specific  T wave  lowering  in  leads  I and 
V-6  of  no  characteristic  pattern.  Lumbar  puncture 
on  the  9th  hospital  day  revealed  clear  fluid  under  a 
pressure  of  170  mm.  of  water,  no  cells  and  protein 
34  mg.  %.  Malarial  smears  on  the  11th,  17th,  19th, 
24th,  26th,  48th,  49th,  51st  hospital  days  were  posi- 
tive. The  species  was  identified  as  Plasmodium  vivax 
by  the  Laboratory  Branch  of  the  Communicable  Dis- 
ease Center  of  the  Public  Health  Service  in  Atlanta, 
Georgia.  Identification  was  based  on  the  character- 
istics of  the  gametocytes,  the  presence  of  SchiifTner's 
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dots  within  the  red  blood  corpuscles  and  the  re- 
sultant enlargement  of  the  host  cells  to  a diameter 
over  9 microns.  Malarial  smears  were  negative  on 
the  30th,  39th,  44th,  60th,  82nd,  and  93rd  hospital 
days. 

X-Rays:  Chest  x-rays  on  the  1st  and  79th  hospital 
days  were  negative.  Skull  x-rays  were  negative  and 
cervical  spine  x-rays  were  negative.  Lumbosacral 
spine,  right  shoulder,  right  upper  limb  and  left  hip 
x-rays  were  negative.  An  oral  cholecystogram,  upper 
G.I.  series,  barium  enema  and  IVP  were  normal. 

Course  in  Hospital:  Upon  admission  to  the  hos- 
pital the  patient  was  afebrile  and  had  only  vague 
symptoms  of  malaise  and  headache.  It  was  not  until 
the  4th  hospital  day  that  he  developed  the  classical 
triad  of  rigors  followed  by  spiking  fever  and  termi- 
nating in  extreme  diaphoresis.  On  the  5th  hospital 
day  he  complained  of  a severe  sore  throat  and  de- 
veloped a non-exudative  pharyngitis.  He  was  given 
parenteral  procaine  penicillin  because  of  the  sup- 
position that  this  may  have  been  streptococcal  in 
etiology,  but  this  was  discontinued  within  48  hours 
when  the  throat  culture  grew  out  only  normal  bac- 
terial flora.  Chills,  an  intermittent  fever  curve  with 
spikes  to  104.8°  F.  and  sweats  persisted  once,  twice 
and  on  occasion  three  times  daily  in  a rather  chaotic 
fashion  with  no  consistent  temporal  pattern.  On  the 
10th  hospital  day  he  began  to  complain  of  severe 
pain  in  the  sacroiliac  region.  Because  of  the  intense 
rigors  preceding  each  fever  spike,  malarial  smears 


Fig.  I.  Photo  micrograph  of  thin  smear  showing 
P.  viva.x  trophozoite  in  ring  stage. 


were  ordered  and  found  to  be  positive  for  Plas- 
modium ring  forms  on  the  11th  hospital  day.  (Fig. 
1.)  The  species  was  initially  believed  to  be  falcipa- 
rum (later  to  be  definitely  identified  as  vivax)  and 
it  was  decided  to  utilize  chloroquine.  Over  the  subse- 
quent four  days  the  patient  received  2.5  grams  of 
chloroquine  phosphate.  Symptomatic  improvement 
occurred  within  3 days  and  his  fever  completely 
receded  by  the  16th  hospital  day.  After  treatment 
was  terminated,  however,  malarial  smears  were  still 
reported  as  positive  on  the  17th  and  19th  hospital 
days.  Because  of  the  persistent  parasitemia,  despite 
normal  temperatures  he  was  given  a second  course 
of  chloroquine  phosphate  and  received  3.5  grams 
over  a 5 day  period  (21st  to  25th  hospital  days). 
Smears  of  the  peripheral  blood  remained  positive 
and  a combination  of  chloroquine  phosphate  1.5 
grams  and  amodiaquine  base  1.4  grams  (both 
aminoquinoline  drugs)  was  given  over  a 6 day 
period.  On  the  30th  hospital  day  a peripheral 
smear  for  malarial  trophozoites  was  negative. 
Antimalarial  drugs  were  stopped  on  the  33rd  hos- 
pital day,  but  on  the  following  day  the  patient 
once  again  became  febrile  exhibiting  both  an 
intermittent  and  remittent  type  of  fever  spike  daily, 
once  again  with  no  synchronized  temporal  pattern. 
With  this  attack  rigors  were  not  as  severe  as  they 
were  originally  and  fever  at  its  height  only  reached 
102°  F.  Peripheral  smears  were  negative  but  after 
six  days  of  continuing  fever  the  patient  was  started 
on  quinine  sulfate  600  mg.  three  times  daily  and 
quinacrine  (Atabrine)  100  mg.  three  times  daily  on 
the  40th  hospital  day.  Within  24  hours  the  patient 
defervesced.  On  the  43rd  hospital  day  primaquine 
(an  8-aminoquinoline  drug)  15  mg.  daily  was  added 
to  the  above  therapeutic  regimen  for  a period  of  5 
days.  On  the  47th  hospital  day  all  drugs  were  dis- 
continued. The  patient  remained  afebrile,  but  once 
again  malarial  smears  were  reported  as  positive. 
Drug  therapy  was  re-instituted  on  the  54th  hospital 
day  consisting  of  quinine  sulfate  600  mg.  three  times 
daily,  primaquine  15  mg.  daily  and  pyrimethamine 
(Daraprim)  25  mg.  twice  daily.  This  program  was 
continued  for  15  days.  For  verification  of  smear  and 
species  type  peripheral  smears  were  sent  to  the  Com- 
municable Disease  Center  of  the  Public  Health 
Service,  and  it  was  then  identified  as  being  P.  vivax. 
After  a telephone  conversation  with  Robert  L. 
Kaiser,  MD,  Chief,  Parasitic  Disease  Unit,  Epi- 
demiology Branch,  Communicable  Disease  Center,  it 
was  decided  to  discontinue  all  medications  on  the 
69th  hospital  day.  Smears  on  the  82nd  and  93rd 
hospital  days  were  negative.  Though  the  patient  has 
continued  to  be  free  from  chills  and  fever  since  the 
41st  hospital  day  he  has  persisted  with  recurrent 
attacks  of  malaise,  headache  and  tremulousness. 

Discussion 

There  are  several  facets  of  this  case  of  cryptic 
malaria  that  are  fascinating.  It  would  seem  most 
likely  that  this  represents  a primary  case  of  ma- 
laria. Although  the  United  States  is  not  generally 
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considered  an  endemic  area  for  malaria,  it  is  of 
interest  to  note  that  the  mosquito  vector  does  re- 
side in  this  country,  albeit  in  low  density.  Anoph- 
eles freeborni  have  been  captured  here  in  Clark 
County,  Nevada,  according  to  a list  compiled  in 
June,  1964,  by  Mr.  Robert  Bechtel,  an  entomolo- 
gist with  the  Nevada  State  Department  of  Agri- 
culture. These  mosquitos  have  been  shown  to  be 
capable  of  transmitting  malaria.  This  is  therefore 
a diagnostic  possibility  worth  keeping  in  mind  by 
the  physician  who  is  confronted  with  undiagnosed 
fever  even  though  the  patient  may  not  have  re- 
cently resided  in  an  endemic  district.  The  intro- 
duction of  malaria  exists  wherever  anophelism  is 
present,  though  the  further  establishment  and  prop- 
agation of  the  parasite  appears  to  be  limited  by 
the  ecologic  conditions  that  prevail  in  the  United 
States. 

An  alternate  but  less  likely  possibility  is  that 
this  case  represents  a relapse  of  an  infestation  ac- 
quired in  India  in  1944  which  has  remained  dor- 
mant for  21  years.  Certain  complaints  that  this 
patient  has  vocalized  over  the  past  two  decades, 
such  as  paroxysmal  chilly  sensations  and  unex- 
plained tremulousness,  make  this  contention  in- 
viting, but  at  best,  only  speculative.  Delayed  pri- 
mary attacks  of  vivax  malaria  were  common 
among  military  personnel  returning  to  the  United 
States  from  Southwest  Pacific  after  World  War 
IP  and  from  Korea  after  the  Korean  War.-  After 
stopping  suppressive  therapy  the  delay  may  be  as 
long  as  6 to  14  months  but  almost  never  more 
than  two  years.  Latent  infections  with  P.  ovale 
are  probably  frequent  in  nature  and  Trager  and 
Most  have  described  a case  of  ovale  tertian  ma- 
laria which  remained  latent  over  3.5  years.^ 
Though  relapses  in  P.  falciparum  infections  as  a 
rule  do  not  occur  more  than  a year  after  infec- 
tion, Verdrager  described  several  cases  which  re- 
mained symptomatically  occult  for  up  to  4 years. ^ 
Malaria  which  relapses  more  than  4 years  after 
leaving  an  endemic  area  is  almost  always  due  to 
P.  malariae.  The  literature  is  replete  with  in- 
stances of  quartan  malaria  relapsing  after  13  to 
40  years. ® Lentini  and  Tecce  described  a well 
authenticated  case  of  quartan  malaria  in  a nun 
secluded  in  a convent  in  Rome  45  years  after  be- 
ing removed  from  a malarial  environment.'^ 

Thus,  a latency  of  21  years  in  vivax  malaria, 
though  unlikely,  is  plausible;  there  being  well 
known  relapses  after  many  years  in  other  types  of 
malaria.  This  suggestion  of  a recrudescence 
should  not  be  discarded  at  whim.  Nevertheless,  it 
would  seem  somewhat  more  realistic  to  assume 


that  this  case  represents  an  autochthonous  infec- 
tion acquired  in  Nevada  or  possibly  in  California. 

Parasite  resistance  to  antimalarial  agents  has 
become  an  horrendous  problem  in  increasing 
quarters  of  the  world.  During  the  course  of  this 
hospitalization  this  patient  received  large  amounts 
of  a variety  of  anti-malarial  agents,  both  separate- 
ly and  in  combinations,  which  included  the  sup- 
pressive schizontocidal  4-aminoquinoline  drugs 
(chloroquine  and  amodiaquine),  the  curative 
sporontocidal  8-aminoquinoline  drug  ( prima- 
quine), pyrimethamine,  quinacrine  and  quinine. 
There  was  indication  that  some  degree  of  drug 
resistance  may  have  been  manifest  in  this  case, 
but  there  is  not  irrefutable  documentation  at  this 
time.  Profound  ramifications  in  the  field  of  ma- 
lariology  are  inherent  in  such  a finding,  as  chloro- 
quine-resistant  vivax  is  unreported.  However,  the 
author  would  consider  himself  remiss  if  he  did 
not  at  least  mention  this  other  interesting  aspect 
of  this  case.  The  patient  will  continue  to  be  fol- 
lowed closely  in  the  hope  that  time  will  elucidate 
this  unresolved  facet. 

Summary 

A cryptic  case  of  malaria  in  the  State  of  Neva- 
da is  described.  The  existence  of  an  Anopheles 
mosquito  vector  in  Nevada  is  documented.  Con- 
sideration is  given  to  the  possibilities  that  this  case 
could  represent  either  a primary  attack  or  a re- 
lapse of  malaria  originally  contracted  in  India  21 
years  previously.  Since  it  is  not  possible,  on 
epidemiologic  grounds,  to  differentiate  between  a 
long  delayed  relapse  of  a Plasmodium  vivax 
malaria  or  an  occult  introduction,  this  case  must 
be  classified  as  cryptic.  • 
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Sarcoma  botryoides 

Treatment  by  local  excision 


Kenneth  E,  Turner,  MD,  Lawrence  J.  Kelly,  MD,  and 
Robert  R.  Belliveau,  MD,  Las  Vegas,  Nevada 


Sarcoma  botryoides  is  a rare  malignant  tumor, 
usually  found  in  the  genitourinary  tract  of  infants 
and  children,  which  usually  manifests  itself  before 
the  fourth  year  of  life.  Because  of  the  rarity  of 
this  lesion,  therapeutic  experience  of  most  investi- 
gators has  been  limited.  However,  less  than  25 
per  cent  of  these  cases  at  the  time  of  discovery 
are  sufficiently  limited  in  their  extent  to  allow 
choice  of  therapeutic  attack.  Of  those  cases  in  which 
it  is  felt  that  therapy  might  be  of  benefit,  the  pa- 
tients have  usually  been  treated  by  one  of  the 
following:  1.  Extensive  surgery.  2.  Primary  ther- 
apy with  radiation  using  intracavitary  radium 
which  when  used  alone  has  44  per  cent  5 year 
survival.  3.  Combined  therapy  by  local  or  exten- 
sive surgery,  sparing  the  ovaries,  followed  by  ir- 
radiation and/or  Actinomycin  D. 

The  overall  survival  for  five  years  lies  some- 
where between  0 and  40  per  cent,  depending  upon 
the  investigators.  The  present  case  report  repre- 
sents treatment  of  a case  with  local  excision  by 
cervical  conization. 

Case  report 

A.  R.,  a five-year-old  Caucasian  female,  was  first 
seen  in  the  office  on  26  July  1965,  with  history  of 
transient  hematuria  four  weeks  prior  to  the  visit. 


Fig.  1.  Sarcoma  botryoides.  Large  vascular  channels 
course  through  the  cellular  polyp. 


Three  days  prior  to  the  visit  the  patient’s  mother  had 
seen  a red,  ball-like  mass  protruding  from  the  vagina 
and  had  noted  vaginal  spotting.  On  examination,  a 
friable,  red,  polypoid  mass  was  noted  at  the  introitus. 

On  27  July  1965,  an  examination  was  performed 
at  the  hospital  under  anesthesia.  The  polyp  and  stalk 
were  visualized  by  use  of  a nasal  speculum  placed  in 
the  vagina.  The  point  of  origin  was  the  anterior  lip 
of  the  cervix.  All  other  areas  appeared  to  be  normal. 
The  polyp  was  excised  at  its  base. 

The  pathologists’  report  was  tissue  compatible  with 
Sarcoma  botryoides  (Fig.  1).  This  diagnosis  was 
confirmed  by  the  Armed  Forces  Institute  of  Pathol- 
ogy, who  recommended  excisional  biopsy  of  the 
cervix. 

The  patient  was  readmitted  to  the  hospital  on  13 
August  1965.  At  this  time  an  excisional  biopsy  of  the 
anterior  and  posterior  lips  of  the  cervix  was  per- 
formed, the  vagina  was  packed  for  hemostasis.  The 
pathologists’  report  of  this  biopsy  was  focal  chronic 
inflammation  of  the  cervix  with  no  evidence  of  sar- 
coma. 

The  patient  was  returned  to  surgery  on  16  August 
1965  because  of  postoperative  bleeding.  The  vagina 
was  repacked.  It  was  felt  that  because  tumor  was  not 
found  in  the  excisional  biopsy  of  the  cervix  that  no 
further  therapy  was  indicated. 

Discussion 

The  use  of  local  excision  by  cervical  conization 
in  this  patient  was  possible  only  because  of  the 
minimal  extension  of  the  tumor  at  the  time  of 
examination.  It  is  obvious  that  the  majority  of 
patients  with  this  tumor  cannot  be  treated  in  this 
manner  because  of  the  extensive  involvement  of 
extrauterine  structures  at  the  time  of  the  first 
examination. 

This  patient  continues  to  be  followed  and  was 
seen  ten  weeks  post  cervical  conization  with  no 
evidence  of  recurrence  and  a Papanicolaou  smear 
was  taken  which  showed  no  evidence  of  malignant 
cells. 

This  case  represents  an  example  of  the  pos- 
sibility of  a cure  obtained  by  early  diagnosis.  Al- 
though perhaps  fortuitous,  this  rare  malignant 
tumor,  which  usually  has  an  extremely  high  mor- 
tality rate,  appears  to  have  been  cured.  • 
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Bacterial  endocarditis 

Treatment  in  patients  allergic  to  penicillin^ 

Alan  W.  Feld,  MD,  Las  Vegas,  Nevada 


Treatment  of  bacterial  endocarditis  in  the 
patient  who  is  allergic  to  penicillin  remains  a 
challenging  clinical  problem.  The  therapeutic  ef- 
ficacy of  penicillin  in  patients  with  sensitive  or- 
ganisms has  been  considered  unequalled,^’  - yet, 
on  the  average,  only  66%^  to  75%®  of  patients 
survive  long  enough  to  leave  the  hospital.  The 
patient  who,  in  addition,  presents  a history  of 
penicillin  allergy,  is  even  further  handicapped  in 
his  struggle  against  the  infection. 

Several  therapeutic  alternatives  have  been  em- 
ployed for  the  treatment  of  such  penicillin-sensi- 
tive patients.  These  include  the  combination  of 
penicillin  with  antihistamines  and  adrenocortico- 
steroids,  desensitization  to  penicillin,  and  the  use 
of  alternative  antibiotics.  This  report  presents  the 
bacteriologic  cure  of  one  such  patient  with  the 
use  of  cephalothin,  lincomycin,  and  streptomycin, 
and  suggests  that  the  potentially  lethal  hazards  of 
penicillin  in  the  allergic  patient  should  be  obviated 
by  the  use,  where  possible,  of  bactericidal  alterna- 
tives such  as  these. 

Case  report 

This  42-year-old  white  male  was  admitted  to 
Southern  Nevada  Memorial  Hospital  on  July  15, 
1965,  with  a chief  complaint  of  weakness,  weight 
loss,  and  fevers  of  about  714  months’  duration.  While 
in  junior  high  school  he  had  had  acute  rheumatic 
fever,  after  which  he  was  told  of  a heart  murmur. 
He  served  in  the  armed  forces  during  1943-1946, 
and  thereafter  was  fully  active  and  asymptomatic  as 
a heavy-equipment  operator. 

In  the  latter  part  of  1964,  he  had  considerable 
dental  work  performed  without  antibiotic  prophy- 
laxis. In  January,  1965,  he  began  to  experience  mus- 
cle aches,  general  weakness,  and  fever,  without  joint 
involvement.  He  continued  working  but  noted  pro- 
gressively more  profound  weakness  and  fatigue.  In 
March,  1965,  he  awakened  with  severe  throbbing 
pain  in  the  ventral  distal  phalanx  of  a finger,  which 
persisted  about  one  day  and  then  subsided.  There- 
after, he  experienced  recurrent  episodes  of  acute 

* From  the  Southern  Nevada  Memorial  '■Hospital,  Las  Vegas. 
The  author  is  Chairman,  Department  of  Medicine. 


pain,  throbbing,  and  erythema,  occurring  either  in 
fingers,  lower  legs,  or  feet,  lasting  several  days,  often 
becoming  ecchymotic  in  the  waning  stages.  During 
the  six  months  prior  to  admission  he  lost  about  fifty 
pounds,  and  was  free  of  dyspnea,  orthopnea  or 
edema. 

At  the  time  of  admission  in  July,  1965,  examina- 
tion revealed  blood  pressure  130/60,  pulse  100  with 
frequent  atrial  premature  contractions  in  a trigeminal 
pattern,  and  temperature  103.2°  F.  Hepato-jugular 
reflux  was  negative.  A systolic  aortic  thrill  and  dia- 
stolic mitral  thrill  were  palpable.  A moderately  loud 
(4/6)  ejection  aortic  systolic  murmur  and  a grade 
3/6  aortic  decrescendo  diastolic  murmur  were  pres- 
ent. At  the  apex,  located  in  the  fifth  intercostal 
space,  0.5  cm.  left  of  the  midclavicular  line,  was  a 
loud  (4/6)  crescendo  presystolic  rumbling  murmur, 
terminating  in  a loud,  palpable,  snapping  S^.  A soft, 
high-pitched  apical  holo-systolic  murmur  was  trans- 
mitted to  the  left  axilla.  A late  opening  snap  was 
present.  The  nontender  liver  extended  three  finger- 
breadths  below  the  right  costal  margin  and  a three- 
finger,  nontender  spleen  was  easily  palpated.  There 
were  no  petechiae,  splinter  hemorrhages,  or  edema. 

Multiple  blood  cultures  all  grew  microaerophilic 
hemolytic  streptococci,  sensitive  to  penicillin,  strep- 
tomycin, bacitracin,  lincomycin  and  cephalothin. 
The  in  vitro  bactericidal  level  for  cephalothin  was 
0.045  micrograms  per  milliliter  and  for  lincomycin, 
0.75  micrograms  per  milliliter. 

On  the  fifth  hospital  day,  intramuscular  cephalo- 
thin, six  grams  daily,  and  streptomycin,  two  grams 
daily,  were  begun,  the  latter  subsequently  being  de- 
creased to  one  gram  daily.  On  the  fourteenth  hos- 
pital day  an  intravenous  lincocin  drip  was  added, 
the  dosage  being  increased  over  several  days  to  8.5 
grams  per  twenty-four  hours.  Because  of  pain  from 
the  cephalothin  injections,  on  the  eighteenth  hos- 
pital day  this  drug  was  added  to  the  continuous 
intravenous  infusion. 

On  August  9,  1965,  the  twenty-sixth  hospital  day. 
the  patient's  serum  was  found  to  be  bactericidal  in 
a dilution  of  1 ; 128,  using  the  technic  of  Schlichter.’*- 
On  the  twenty-seventh  hospital  day,  an  abscessed 
tooth  was  removed.  Streptomycin  was  stopped  on 
the  thirty-first  hospital  day,  and  lincocin  and  cepha- 
lothin were  discontinued  on  September  1,  1965,  the 
forty-second  hospital  day. 

The  patient’s  course  was  complicated  by  multiple 
large  pulmonary  emboli  and  infarctions,  as  well  as 
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the  development  of  increased  mitral  regurgitation, 
cardiac  enlargement,  and  congestive  heart  failure. 

Four  months  after  termination  of  his  course  of 
antibiotics,  he  remains  afebrile  and  has  had  multiple 
negative  blood  cultures. 

Discussion 

Because  of  its  bactericidal  properties,  fibrin 
penetrating  ability,  and  low  toxicity,^  penicillin 
has  long  been  considered  the  drug  of  choice  for 
the  therapy  of  bacterial  endocarditis  with  suscep- 
tible organisms.  In  an  attempt  to  provide  the  peni- 
cillin-hypersensitive patient  with  the  therapeutic 
advantages  of  penicillin,  several  technics  have 
been  employed; 

(a)  Antihistamines.  The  value  of  antihista- 
mines in  prophylaxis  of  penicillin  reactions  is 
equivocal. ^ 

(b)  Adrenocorticosteroids.  These  agents  have 
been  used  successfully  to  suppress  penicillin  re- 
actions in  patients  being  treated  for  bacterial 
endocarditis.-’  ® However,  the  technic  is  not 
without  its  potential  hazards.  Fatal  anaphylactic 
reaction  to  penicillin  has  been  noted  to  occur  in 
patients  being  treated  with  moderate  doses  of 
prednisone.^®  Of  the  three  patients  thus  treated 
and  reported  by  Raper,-  one  died  seven  months 
later  with  congestive  heart  failure,  a perforated 
aortic  valve,  and  large  numbers  of  persistent 
gram-positive  microorganisms  within  calcific 
vegetations.  Of  the  four  patients  reported  by 
Theobold,®  one  patient  died  with  a secondary 
Candida  albicans  endocarditis  on  the  mitral  valve. 

(c)  Desensitization.  Louria®  has  expressed  the 
opinion  that  even  patients  allergic  to  penicillin 
should  be  treated  with  this  antibiotic  if  possible. 
He  advocates  the  use  of  “desensitization,”  initially 
administering  0.01  unit  of  penicillin  intradermal- 
ly,  followed  every  one  or  two  hours  by  tenfold  in- 
crements subcutaneously.  If  100,000  units  pro- 
duce no  reaction,  he  then  proceeds  with  intra- 
venous penicillin  administration.  However,  even 
this  author®  has  stressed  that,  after  “successful” 
desensitization,  anaphylactic  shock  and  laryngeal 
edema  may  nevertheless  ensue! 

( d ) Alternate  antibiotics. 

1.  The  semi-synthetic  penicillins  share  with 
penicillin  the  6-amino-penicillanic  acid  structure, 
10. 11, 12  accounting  for  the  cross-allergenicity 
among  these  drugs. ^®'  These  newer  penicillins 
are,  therefore,  of  no  additional  value  in  the  peni- 
cillin-sensitive patient. 

2.  Cephalosporins.  A species  of  Cephalospo- 
riitm  produces  the  antiobiotic  cephalosporin  C, 


from  which  a series  of  cephalosporins  have  been 
derived.^-  These  substances  do  not  possess  the 
basic  penicillin  structure  of  6-amino-penicillanic 
acid,^^  and  apparently  have  little,  if  any,  cross- 
allergy with  penicillin.!®’  Cephalothin,  one  of 
these  derivatives,  is  bactericidal,  penicillinase-re- 
sistant, and  effective  against  gram  positive  bac- 
teria. It  is  also  effective  against  certain  gram  nega- 
tive bacteria  such  as  coli-aerogenes,  Proteus,  and 
Klebsiella,  although  it  is  degraded  and  inactivated 
by  the  enzyme  beta  lactamase,  such  as  is  produced 
by  certain  enterobacteria. !!’  The  potential 
future  development  of  cephalosporins  resistant  to 
such  “cephalosporinase”  is  suggested  by  Fleming. 

Cephalothin  is  inadequately  absorbed  from  the 
gastrointestinal  tract,  but  can  be  administered 
intramuscularly  or  intravenously.  The  intramuscu- 
lar route  may  be  painful,  and  intravenous  doses 
in  excess  of  six  grams  daily  may  produce  a chemi- 
cal phlebitis. 

3.  Lincomycin.  This  antibiotic  is  produced  by 
Streptomyces  lincolnensisd*  The  drug  is  bacteri- 
cidal, is  effective  against  gram  positive  bacteria 
such  as  staphylococci,  streptococci  and  D.  pneu- 
monia and  no  serious  side  effects  have  been  en- 
countered. Enterococci  and  gram  negative  bacteria 
are  resistant.  Kaplan^^  reports  one  case  of  sub- 
acute bacterial  endocarditis  (Staphylococcus  albus) 
which  was  successfully  treated  with  lincomycin. 

4.  Ristocetin.  Derived  from  the  actinomycete 
Nocardia  lurida,  this  antibiotic  is  bactericidal  and 
has  a spectrum  which  includes  both  gram  positive 
and  negative  bacteria.!®  The  effectiveness  of 
ristocetin  in  the  therapy  of  endocarditis  due  to 
such  gram  positive  organisms  as  enterococci, 
staphylococci,  and  streptococci  has  been  docu- 
mented.!® Potential  toxic  side  effects  include 
hematodepression,  especially  thrombocytopenia, 
ototoxicity,  and  nephrotoxicity. 

5.  Vancomycin.  An  antibiotic  produced  by 
Streptococcus  orientalis,  vancomycin  is  effective 
against  gram  positive  and  certain  gram  negative 
cocci,  and  has  been  used  successfully  in  the  treat- 
ment of  staphylococcal  endocarditis.!!  The  drug 
must  be  given  intravenously,  intermittently.  Toxic 
effects  may  include  ototoxicity,  nephrotoxicity, 
local  phlebitis,  and  anaphylaxis. 

It  is  important  that  the  therapy  of  bacterial 
endocarditis  be  based  upon  bactericidal  anti- 
biotics. Bacteriostatic  drugs,  such  as  the  tetracy- 
clines, Chloromycetin,  and  erythromycin,  will  eradi- 
cate the  infection  in  less  than  one  third  of  the 
cases,®  although  the  combination  of  erythromycin 
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with  streptomycin  may  be  considerably  more  ef- 
fective.®’ 

The  use  of  the  serum  dilution  test^’  ® has  re- 
cently been  advocated  as  a guide  to  the  effective- 
ness of  the  antibiotic  within  the  patient’s  serum 
and,  in  turn,  the  adequacy  of  antibiotic  dosage  in 
the  treatment  of  bacterial  endocarditis.^’ 
Therapy  is  generally  considered  adequate  if  the 
patient’s  serum  remains  bactericidal  for  the  orga- 
nism when  diluted  1:8  or  more.^  The  patient  in 
the  present  report  was  treated  with  a combination 
of  cephalothin,  lincomycin,  and  streptomycin, 
achieving  serum  levels  which  were  bactericidal  in 
dilutions  of  1:128. 

The  combined  use  of  cephalothin  and  linco- 
mycin, as  here  employed,  represents  a safe  and 
effective  alternative  to  the  use  of  penicillin  in  the 
treatment  of  susceptible  organisms  in  bacterial 
endocarditis.  The  possibility  of  penicillin  ana- 
phylaxis is  thereby  avoided,  as  is  a state  of  steroid- 
induced  increased  susceptibility  to  infection,  such 
as  was  apparently  responsible  for  the  secondary 
Candida  albicans  endocarditis  previously  reported. 

Summary 

Bacterial  endocarditis  in  penicillin-allergic  pa- 
tients with  penicillin-susceptible  organisms  has 
long  been  a challenging  problem.  Among  the 
technics  which  have  been  employed  to  permit  the 
use  of  penicillin  in  this  setting  have  been  the  use 
of  “desensitization”  to  penicillin  and  concomitant 
use  of  adrenocorticosteroids;  however,  these  pro- 
cedures have  been  complicated  by  penicillin  re- 
actions, persistence  of  bacteria  in  the  vegetation 
following  treatment,  and  secondary  yeast  endo- 
carditis. 

This  report  describes  the  successful  treatment 
of  one  such  patient  with  cephalothin,  lincomycin. 


and  streptomycin.  It  is  suggested  that,  with  the 
advent  of  such  newer,  bactericidal  antibiotics  as 
cephalothin  and  lincomycin,  it  may  no  longer  be 
necessary  to  subject  the  penicillin-allergic  patient 
to  the  hazards  of  penicillin  administration  in  an 
attempt  to  achieve  cure  of  bacterial  endocarditis. 

• 
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In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 

STRESSCAPS  li 

Stress  Formula  Vitamins  Lederle  laiittmiimP 


Each  capsule  contains: 

Vitamin  Bj  (asThiamine Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Niacinamide  100  mg 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B 1 2 Crystalline  4 mcgm 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  defi- 
ciencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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Abstract  of  Minutes 

House  of  Delegates  Meeting 

Nevada  State  Medical  Association 

62ND  ANNUAL  MEETING 
OCTOBER  13-16,  1965 
ELKO,  NEVADA 

Two  meetings  of  the  House  of  Delegates  were  held 
during  the  62nd  Annual  Meeting,  with  President 
John  M.  Read  presiding  as  Speaker. 

FIRST  MEETING 

Wednesday,  October  13,  1965 

The  House  was  called  to  order  at  2:00  p.m.  in  the 
Conference  Room,  Stockmen’s  Motor  Hotel,  Elko. 
Twenty-one  members  answered  the  roll  call  as  follows: 
John  M.  Read,  President;  Joseph  M.  George,  Jr., 
President-elect;  William  A.  O’Brien,  III,  Immediate 
Past  President;  William  M.  Tappan,  Secretary-Trea- 
surer; Clark  County  Delegates — Harry  J.  McKinnon, 
Jr.,  Louis  C.  Roettig,  Ellsworth  Uhler,  Harold  L. 
Boyer  and  Hugh  Follmer;  Clark  County  Alternates 
— Leroy  A.  Wolever  and  Jurgens  H.  Bauer;  Elko 
County  Delegate — Roger  C.  Seyferth;  Lahontan 
Basin — -V.  E.  Elliott,  Delegate  and  Ronald  C. 
Dougan,  Alternate;  Washoe  County  Delegates — 
Lowell  J.  Peterson,  Walter  F.  Quinn,  Edwin  Cantlon, 
John  W.  Callister,  James  N.  Greear,  Jr.,  and  William 
Welsh,  and  Alternate  Fred  M.  Anderson.  Following 
the  invocation  by  Dr.  John  W.  Callister,  the  Speaker 
called  on  Mrs.  James  Y.  Clarke,  President  of  the 
Woman’s  Auxiliary,  for  her  report  which  was  ac- 
cepted. Speaker  Read  then  referred  the  published 
committee  reports  to  appropriate  Reference  Com- 
mittes  and  announced  time  and  place  of  their  meet- 
ings. 

Dr.  William  M.  Tappan  presented  the  Finance 
and  Budget  Committee  Reports  which  were  referred 
to  the  Reference  Committee  on  Reports  of  Officers. 

Dr.  Read  read  his  President’s  Report  and  an- 
nounced that  an  Ad  Hoc  Committee  had  been  ap- 
pointed to  accomplish  an  Interprofessional  Code 
between  attorneys  and  physicians  and  that  the  report 
of  this  committee  had  been  considered  by  the  Exec- 
utive Committee  the  previous  evening  and  would  be 
deliberated  by  the  House  of  Delegates.  He  read  4 


resolutions  carrying  Executive  Committee  endorse- 
ment and  referred  them  to  appropriate  Reference 
Committees. 

It  was  moved  and  seconded  that  the  minutes  of 
the  61st  Annual  Meeting  be  accepted  as  printed  in 
the  Rocky  Mountain  Medical  Journal. 

Mr.  Donald  G.  Derry,  Managing  Editor,  RMMJ, 
presented  his  report,  reminding  the  House  that  the 
March,  1966  issue  will  be  the  special  Nevada  issue. 
This  report  was  referred  to  the  Reference  Committee 
on  Miscellaneous  Business. 

The  Obituary  Report  was  read  and  members  of 
the  House  rose  for  a moment  of  silence  in  memory 
of  departed  members,  Robert  Bailey  and  A.  L. 
Stadtherr. 

Following  announcement  of  Reference  Committee 
meetings,  the  Speaker  adjourned  the  House  until 
11  a.m.,  Saturday,  October  16,  1965. 

SECOND  MEETING 
Saturday,  October  16,  1965 

Before  calling  the  House  to  order,  Speaker  Read 
called  on  Hyrum  Plaas,  PhD,  Bureau  of  Govern- 
mental Research,  University  of  Nevada,  who  spoke 
of  a survey  recently  concluded  by  the  Governor’s 
Advisory  Committee  on  Services  to  Emergency  Pa- 
tients in  Nevada.  He  was  followed  by  Mr.  Keith 
Mount,  Nevada  Industrial  Commission,  who  dis- 
cussed the  new  NIC  fee  schedule  now  being  pre- 
pared. 

At  1:30  p.m..  Speaker  Read  called  the  House  to 
order.  Dr.  Hugh  S.  Collett  served  as  Alternate  for 
Dr.  Roger  C.  Seyferth,  Elko  County. 

Actions  taken  by  the  House  follow: 

Reference  Committee  on  Nominations,  Time  and 
Place  of  Future  Meetings 

Approved  unanimously  the  report  of  the  Nom- 
ination Committee: 

President  Joseph  M.  George,  Jr.,  MD 

President-elect  William  M.  Tappan,  MD 

Secretary-Treasurer  V.  A.  Salvadorini,  MD 

The  House  reaffirmed  approval  of  the  1966  meet- 
ing in  Las  Vegas  in  conjunction  with  the  AMA 
Clinical  Session,  and  accepted  the  invitation  of  the 
Lahontan  Basin  Medical  Society  to  host  the  1967 
meeting,  time  and  locale  to  be  determined  by  the 
Executive  Committee. 

Reference  Committee  on  Constitution  & By-Laws; 
Reports  of  Officers 

As  no  changes  were  recommended  in  the  Consti- 
tution & By-laws,  the  report  was  accepted.  The  House 
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approved  the  Secretary-Treasurer’s  Report  which 
stressed  that  guidelines  be  established  for  expendi- 
ture of  funds  in  the  Amortization  and  Improvement 
account  with  restrictions  to  permit  payment  only  of: 

1.  Debt  reduction  in  excess  of  the  ordinary  monthly  pay- 
ment 

2.  Building  improvements  costing  over  $100.00 

3.  Major  building  repairs  costing  over  $300.00. 

Special  emphasis  was  also  given  to  that  portion  of 
the  Secretary-Treasurer's  Report  recommending  em- 
ployment of  an  experienced  insurance  program  su- 
pervisor. Approved  the  President's  Report  with  the 
following  addendum: 

(a)  The  Ad  Hoc  Committee  appointed  to  draw  up  an 
Interprofessional  Code  for  Physicians  and  Attorneys,  and  a 
Medical-Legal  Joint  Screening  Panel,  submit  a written  re- 
port of  their  recommendations  to  the  Executive  Committee 
for  consideration  at  their  next  meeting; 

(b)  The  written  submitted  plan  be  reproduced  and  made 
available  to  all  members  of  the  Nevada  State  Medical  Asso- 
ciation; and 

(c)  That  each  component  county  medical  society  consider 
the  plan  and  send  one  delegate  to  represent  the  society  at 
the  next  meeting  of  the  Executive  Committee,  or  special  ses- 
sion of  the  Executive  Committee,  to  consider  and  implement 
the  Code  and  Panel. 

Approved  the  Report  of  the  AMA  Delegate  in- 
cluding the  AMA  Resolution  relative  to  discrimina- 
tion which  was  incorporated  in  it. 

Approved  the  acceptance  of  the  Reports  of  the 
Building  and  Obituary  Committees. 

Reference  Committee  on  Legislation;  Public  and 
Professional  Relations 

Approved  the  reports  of  the  Legislative  Commit- 
tee, the  Military  & Veterans  and  the  Public  Rela- 
tions Committees. 

Approved  the  adoption  of  the  report  of  the  Men- 
tal Health  Council,  with  the  following  addendum  to 
be  inserted  preceding  the  last  paragraph: 

■'Existing  legislation  seems  to  permit  the  treatment  of 
patients  at  the  Nevada  State  Mental  Health  Clinic  without 
the  prior  application  of  a means  test  to  determine  eligible 
patients. 

"It  also  seems  apparent  that  school  psychologists,  who  are 
not  physicians,  are  engaged  in  the  diagnosis  and  treatment 
of  mental  illness.  It  is  the  recommendation  of  this  Reference 
Committee  that  the  relationship  between  the  existing  law, 
the  State  Board  of  Medical  Examiners,  and  these  two  areas 
of  seeming  infringement  on  the  private  practice  of  medicine, 
receive  the  attention  of  the  Mental  Health  Council.” 

Approved  the  adoption  of  the  report  of  the  Com- 
mittee on  Aging.  The  Reference  Committee’s  sum- 
mary of  this  report  included: 

“The  Committee  on  Aging  still  feels  that  there  should  be 
a State  Commission  on  Aging  which  they  have  not  yet  been 
able  to  form,  nor  have  they  been  able  to  obtain  financing 
for  this  committee.” 

Approved  the  acceptance  of  the  following  report 
as  an  addition  to  the  Report  on  Aging: 

Informal  interviews  and  discussions  with  physicians  re- 
garding PL  89-97  (Medicare  Law)  seem  to  indicate  that 
opinions  vary  as  to  what  should  be  done,  if  anything.  These 
concepts  run  the  gamut  from  militant  non-participation  to 
docile  acquiescence.  It  is  evident  that  some  general,  though 
flexible,  policy  should  be  decided  upon.  This  is  brought  more 
clearly  in  evidence  by  the  recent  AMA  opinion  that  hasty 
reactions  might  run  afoul  of  the  law.  It  is,  therefore,  incum- 
bent on  the  Association  to  provide  its  membership  with  as 


much  information  as  possible,  both  Pro  and  Con,  on  PL 
89-97,  so  that  they  may  be  guided  by  their  own  individual 
conscience  in  reaching  any  decisions  on  this  important  and 
far-reaching  change  in  the  concept  of  providing  medical 
care  to  the  citizens  of  this  country.  With  these  thoughts  in 
mind,  it  is  therefore  recommended  as  follows: 

ROLE  OF  THE  ASSOCIATION 

1.  The  proper  role  of  the  Nevada  State  Medical  Associa- 
tion is  to  assemble  and  distribute  factual  information  to  its 
membership.  It  is  entirely  within  the  province  of  the  Asso- 
ciation’s House  of  Delegates  to  render  an  opinion  as  to 
whether  the  law  and  Its  implementation  presents  a reason- 
able, workable,  and  proper  atmosphere  in  which  medical 
care  can  be  offered  effectively  to  the  public,  so  long  as  there 
is  no  agreement,  coercion,  penalty  or  threat,  actual  or  im- 
plied, and  as  long  as  it  is  stressed  that  an  individual  physician 
may  reject  or  accept  the  opinion  of  the  Society  without  fear 
of  recrimination. 

2.  It  is  the  responsibility  of  the  Association  to  have  its 
membership  well  informed  on  Medicare,  pro  and  con.  Every 
means  should  be  used  to  encourage  all  physicians  to  read, 
think  and  digest  all  information  on  both  sides  of  this  subject. 

3.  The  Association  should  consider  carefully  the  total 
picture  of  PL  89-97,  before  any  statement  is  made.  The  law 
and  its  implementation  (rules  and  regulations)  should  be 
studied  in  their  entirety.  Component  societies  should  be  made 
aware  of  the  pitfalls  in  hasty  action.  Individual  members 
should  be  provided  a factual,  non-critical  summary  and 
clarification  of  the  law  and  its  implementation  as  soon  as 
this  information  is  available.  The  effect  of  non-participation 
or  participation  on  the  availability  of  hospital  inpatient  and 
outpatient  and  private  physician’s  services,  from  the  patient’s 
viewpoint,  should  be  as  thoroughly  assessed  as  is  possible. 

4.  If  the  Association  is  asked  to  form  committees,  or  if 
officers  are  asked  to  meet  with  agencies  of  the  government 
regarding  PL  89-97,  it  should  be  made  abundantly  clear  that 
this  does  not  imply  endorsement  of  the  law  by  our  entire 
membership. 

LEGAL  IMPLICATIONS 

1.  Any  action  taken  by  the  Association  should  be  cleared 
adequately  by  legal  counsel,  including  this  document. 

2.  Legal  services  of  the  Association’s  legal  coxmsel  should 
be  made  available  to  component  societies  on  a consulting 
basis;  and  component  societies  should  be  encouraged  to  avail 
themselves  of  these  services,  insofar  as  PL  89-97  and  its 
implementation  are  concerned. 

3.  The  inherent  right  of  the  individual  physician  to  act 
independently  of  his  own  free  will,  without  coercion,  threat, 
loss  of  membership,  actual  or  implied,  should  be  strongly 
reaffirmed.  The  membership  should  be  informed  of  this,  as 
well  as  the  fact  there  is  not  written  into  PL  89-97  any  obli- 
gation to  participate;  that  it  is  the  privilege  of  each  indi- 
vidual member  to  decide  himself  whether  to  participate  and 
that  he  may  decide  in  the  negative,  “without  breaking  the 
law.”  It  is  a physician’s  right  to  contract  or  not  contract 
with  a patient. 

4.  Association  members  should  be  informed  that  “due 
notice”  should  be  given  patients  already  under  his  care, 
together  with  the  legal  implications  if  such  notice  is  not 
given,  should  the  physician  decide  not  to  participate.  It 
would  be  likewise  a public  service  to  inform  patients,  in 
an  ethical  manner,  of  participation. 

5.  Full  details  should  be  given  physicians  with  respect  to 
their  “rights”  insofar  as  hospital  staff  membership  is  in- 
volved. The  effect  of  participation  or  non-participation  on 
such  privileges  should  be  adequately  assessed. 

ETHICAL  CONCEPTS 

These  are  repeated  here  for  emphasis.  There  are  certain 
ethical  concepts  which  are  basic. 

1.  The  uppermost  consideration  of  the  individual  physician 
should  be  his  opinion  as  to  whether  he  can  render  good, 
ethical,  beneficial  medical  care  to  the  public  under  the 
circumstances  that  develop  when  the  total  picture  is  avail- 
able. This  is  an  individual  decision  to  be  made  by  him  from 
his  own  individual  appraisement  of  all  the  facts. 

2.  Some  of  the  factors  in  such  physician’s  self-determina- 
tion as  regards  participation  or  non  participation  include 
(a)  the  quality  of  care  to  be  rendered  under  the  provisions 
of  the  law;  (b)  the  availability  of  hospital  and  nursing  home 
beds;  (c)  the  rendering  of  outpatient  hospital  services;  (d) 
methods  of  payment:  (e)  the  use  of  utilization  committees; 
(f)  and  most  important,  the  far-reaching  effects  of  this  law, 
good  or  bad,  for  future  generations  of  American  citizens. 
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PROCEDURAL  SUGGESTIONS 

The  Policy  and  Planning  Committee  recommends  the  fol- 
lowing partial  list  of  procedures  that  can  be  followed  in 
implementing  some  of  the  above  suggestions: 

1.  Copies  of  AMA  correspondence,  which  outline  legal 
opinion  and  answer  the  questions  with  respect  to  some  of 
the  issues  raised  above,  be  sent  to  all  Medical  Association 
members  in  instances  where  this  is  not  accomplished  by 
AMA  headquarters. 

2.  Copies  of  this  policy  statement,  if  approved,  be  dis- 
tributed to  all  members. 

3.  All  current  pertinent  literature  to  be  mailed  or  dis- 
tributed to  all  members  as  it  becomes  available  after  clear- 
ance by  legal  counsel. 

RECOMMENDATIONS 

1.  The  Association’s  House  of  Delegates  endorses  this  pol- 
icy report  of  the  Policy  and  Planning  Committee. 

2.  The  Association's  House  of  Delegates  authorize  the 
Executive  Committee  to  delegate  to  Association  committees 
and  staff  the  responsibility  for  carrying  out  the  instructions 
of  the  House  of  Delegates  as  embodied  in  the  acceptance  of 
this  report. 

The  House  approved  the  Report  of  the  Profes- 
sional Education,  Medical  Schools  and  Scholarship 
Committee,  and  added  the  following  as  recommended 
by  the  Reference  Committee: 

“The  Professional  Education  Committee  should  encourage 
the  Washoe  and  Clark  County  Medical  Societies  to  form 
Student  Advisory  Committees  whose  duties  shall  be  to  en- 
courage and  advise  pre-medical  students  at  the  University 
of  Nevada. 

"The  Professional  Education  Committee  should,  in  cooper- 
ation with  the  Nevada  State  Board  of  Medical  Examiners, 
explore  the  law  pertaining  to  licensure  of  residents  and 
interns  so  that  the  hospitals  in  the  State  of  Nevada  may  be 
better  served  by  qualified  physicians  not  yet  licensed.  This 
might  well  be  accomplished  by  provision  for  temporary  per- 
mits for  educational  purposes.” 

Adopted  the  report  of  the  Historian  and  the  Re- 
ports of  the  Medical  Advisory  Committee  to  Voca- 
tional Rehabilitation  and  the  Committee  on  Public 
Safety. 

Approved  a resolution  pertaining  to  the  Gover- 
nor’s Committee  on  Services  to  Emergency  Patients. 

Approved  adoption  of  a resolution  pertaining  to 
extended  care  facilities: 

"Be  It  Resolved,  That  the  Nevada  State  Medical  Associa- 
tion through  its  Legislative  Committee  urge  the  Legislature 
of  the  State  of  Nevada  to  make  provision  in  the  law  for 
regular  and  continuing  medical  inspection  of  all  extended 
care  facilities  to  insure  adequate  medical  and  nursing  home 
care  for  the  patients  so  housed.” 

Approved  adoption  of  the  following  resolution: 

“Whereas,  The  medical  community  of  Nevada  has  long 
rendered  cost  free  care  to  the  indigent;  and 

“Whereas,  The  medical  community  will  continue  to  pro- 
vide services  for  the  truly  Indigent;  and 

“Whereas,  The  present  Nevada  Revised  Statutes  prohibit 
any  payment  to  physicians  for  services  to  indigents  in  public 
supported  medical  facilities:  and 

“Whereas,  It  now  appears  that  public  funds  intended  for 
the  purpose  of  the  payment  of  physicians  will  become  avail- 
able, now  therefore 

“Be  It  Resolved,  That  the  present  statute,  NRS  450.440, 
prohibiting  payment  to  physicians  for  indigent  care  in  public 
medical  facilities,  be  amended  to  permit  payment  to  physi- 
cians from  suitable  public  funds. 

“Be  It  Further  Resolved,  That  the  Legislative  Committee 
of  the  Nevada  State  Medical  Association  take  the  necessary 
steps  to  bring  about  such  a change  in  the  Nevada  Revised 
Statutes;  and 

“Be  It  Further  Resolved,  That  the  Legislative  Committee 
prepare  a new  definition  of  indigent  patients,  taking  into 
consideration  new  federal  and  state  financial  support  to  the 
elderly;  and 

“Be  It  Finally  Resolved,  That  the  Legislative  Committee 


investigate  the  possibility  of  instituting  a more  acceptable 
check  of  indigency  by  state  agencies.” 

Report  of  Reference  Committee  on  Miscellaneous 
Business 

Approved  adoption  of  the  Report  of  the  Insur- 
ance Committee  with  the  following  changes  or  addi- 
tions: 

Add  to  the  NIC  portion  the  following: 

“(a)  To  accept  the  resolution  of  the  Executive  Commit- 
tee pertaining  to  differentiation  of  NIC  fees  to  Doctors  of 
Medicine  and  chiropractors: 

“(b)  This  Reference  Committee  further  suggests  that  the 
legal  representative  of  the  Nevada  State  Medical  Association 
examine  the  rules  and  regulations  of  the  Nevada  Industrial 
Commission  to  assist  the  Insurance  Committee  in  carrying 
out  the  intent  of  the  Executive  Committee’s  resolution.” 

That  the  following  paragraph  be  added  to  Portion 
Five  of  the  report: 

“It  is  recommended  that  the  Insurance  Committee  continue 
its  efforts  to  explore  the  Blue  Shield-Blue  Cross  program 
and  to  explore  the  possibility  of  exemption  under  the  law 
of  the  2%  premium  tax  on  the  basis  of  Blue  Shield-Blue 
Cross  being  a non-profit  organization.” 

That  the  following  paragraph  be  added  to  that 
portion  of  the  report  dealing  with  the  King-Anderson 
program,  PL  89-97 : 

“That  Dr.  Harry  B.  McKinnon,  Jr.,  be  allowed  to  report 
m detail  to  the  House  of  Delegates  on  the  use  of  foundations 
administering  and  serving  as  fiscal  agents  for  the  Medical 
Program  of  PL  89-97.  . . .” 

Approved  the  acceptance  of  Reports  on  Nevada 
Medical  Care.,  Inc.,  Nevada  Physicians  Service,  Inc. 
and  Maternal  Health. 

Approved  adoption  of  the  Report  of  the  Hospital 
Committee  with  the  following  addendum: 

“For  the  coming  years  hospital  staff  presidents  and  exec- 
utive committees  assume  a more  important  role  in  that 
stronger  leadership  will  be  necessary  to  properly  react  to 
the  Medicare  problems.  It  is  urged  that  appointments  having 
to  do  with  hospital  staff  positions  and  committees  be  based 
on  maturity  and  experience  ...  so  that  they  may  in  the 
best  way  correlate  with  the  policies  formulated  and  adopted 
at  county,  state  and  national  levels.” 

Approved  adoption  of  the  Reports  of  the  Rocky 
Mountain  Medical  Journal  and  the  Rocky  Mountain 
Medical  Conference  Continuing  Committee. 

The  House  voted  that  a letter  of  appreciation  be 
sent  to  Mr.  Chris  Sheerin,  Editor,  Elko  Daily  Eree 
Press,  and  to  Mr.  Warren  Monroe,  Editor,  Elko  In- 
dependent, for  the  excellent  coverage  of  this  meeting. 

The  House  gave  a standing  ovation  to  the  Elko 
County  Medical  Society  for  outstanding  performance 
in  arranging  and  hosting  the  62nd  Annual  Meeting. 

The  House  unanimously  elected  the  slate  of  offi- 
cers as  presented  by  the  Reference  Committee  on 
Nomination  of  Officers  earlier  in  the  meeting. 

Dr.  Read  expressed  his  appreciation  to  the  Asso- 
ciation for  their  support  during  the  past  year  and 
turned  the  gavel  over  to  the  new  President,  Joseph  M. 
George,  Jr.,  MD. 

Dr.  George  spoke  briefly  urging  the  support  and 
cooperation  of  the  membership  during  the  coming 
year,  especially  in  arranging  for  the  next  annual 
meeting  in  conjunction  with  the  AMA  Clinical  Ses- 
sion in  Las  Vegas.  Dr.  George  presented  Dr.  Read 
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with  the  Past  President's  award  on  behalf  of  the 
Nevada  State  Medical  Association,  and  then  ad- 
journed the  meeting. 

(Copies  of  all  reports.  Reference  Committee  re- 
ports and  resolutions  are  available  in  the  office  of 
the  Nevada  State  Medical  Association.) 


USMA  Briefs 

Seven  physicians  and  scientists  have  been  awarded 
research  grants  totaling  $29,280  from  the  Utah 
Heart  Association.  The  seven  who  received  the 
grants  are  all  involved  in  cardiovascular  research. 
They  include:  Dr.  Hiram  Marshall,  Holy  Cross 
Hospital;  Dr.  Gerasim  Tikoff,  Dr.  C.  Hilmon  Castle, 
Dr.  Theofilos  J.  Tsagaris  and  Reed  Gardner,  Uni- 
versity of  Utah  College  of  Medicine;  and  Dr. 
William  M.  Stauffer  and  Justin  S.  Clark,  Latter-day 
Saints  Hospital. 

In  addition  to  the  above  grants,  a $10,000  grant 
was  awarded  the  University  of  Utah  College  of 
Medicine  for  the  Dr.  L.  E.  Viko  Chair  of  Cardi- 
ology presently  occupied  by  Dr.  Hiroshi  Kuida. 

❖ 55« 

Dr.  Jack  B.  Trunnell,  Director  of  the  Center  for 
Nutritional  Research  at  Brigham  Young  University, 
has  been  appointed  to  the  advisory  council  of  the 
International  Society  for  Comprehensive  Medicine. 
Dr.  Trunnell  is  also  a member  of  the  editorial  board 
for  the  society's  journal  and  is  one  of  only  two  ad- 
visory council  members  between  Chicago  and  the 
Pacific  Coast. 

Plane  Victims  Memorialized 

A scholarship  fund  that  will  jointly  memorialize 
the  eight  Brigham  Young  University  Cougar  Club 
members  killed  in  a November  27,  1965,  plane 
crash,  has  been  established  by  Brigham  Young  Uni- 
versity. Four  of  the  eight  were  MD's,  and  members 
of  the  Utah  State  Medical  Association. 

Ernest  L.  Wilkinson,  MD,  Salt  Lake  City  internist, 
and  president  of  the  Cougar  Club,  is  coordinating 
the  scholarship  fund  drive  which  is  currently  going 
on.  In  announcing  the  memorial  scholarship.  Dr. 
Wilkinson  said,  “In  order  that  it  may  exemplify 
what  these  men  stood  for  in  their  lives,  it  will  be  a 
scholarship  given  to  one  individual  each  year  who 
combines  the  attributes  of  academic  excellence  and 
athletic  ability.” 

Doctors  who  are  being  honored  by  this  scholar- 
ship are:  Dr.  Roger  W.  Parkinson,  Dr.  Antoine  A. 
Dalton,  Dr.  Marion  E.  Probert,  and  Dr.  J.  Bernard 
Critchfield. 


Dates  of  Interest 

UAGP  ANNUAL  CONVENTION  AND 
SYMPOSIUM 

Newhouse  Hotel 
Salt  Lake  City,  Utah 
March  25  and  26,  1966 

UTAH  STATE  MEDICAL  ASSOCIATION 
INTERIM  SESSION 

Hotel  Utah 

Salt  Lake  City,  Utah 

March  30,  1966 

POST  GRADUATE  SESSION  IN  CHILD 
PSYCHIATRY 

University  Medical  Center 
Salt  Lake  City,  Utah 
May  4-6,  1966 


1986  Interim  Session 


The  19th  Interim  Session  of  the  Montana  Medical 
Association  will  be  held  in  Havre,  Montana,  on 
April  1 and  2,  1966.  All  of  the  scientific  and  busi- 
ness meetings,  as  well  as  the  social  functions,  it  is 
anticipated,  will  be  held  in  the  Elks  Building. 

The  first  session  of  the  House  of  Delegates  will 
convene  at  10:30  o'clock  on  Friday  morning,  April 

1.  The  second  and  final  session  of  the  House  will 
convene  at  8:30  o'clock  on  Saturday  morning,  April 

2. 

On  Friday  afternoon,  April  1,  between  1:30 
o'clock  and  5:00  o'clock  the  Program  Committee, 
under  the  chairmanship  of  Alan  Iddles,  MD,  Boze- 
man, will  present  a scientific  program  upon  a most 
interesting  aspect  of  medical  practice  and  on  Friday 
evening,  April  1,  the  usual  reception  and  banquet 
has  been  scheduled. 

Reserve  your  accommodations  in  Havre  during 
the  period  of  the  interim  session.  Write  directly  to 
the  hotel  or  motel  of  your  choice,  or  address  your 
request  to  Thomas  A.  Treanor,  MD,  1010  Fourth 
Avenue,  Havre,  chairman  of  the  Housing  Commit- 
tee. 

Dates  of  Interest 

April  21-23 — Montana  Tuberculosis  Association 
and  Montana  Thoracic  Society,  Annual  Meeting, 
Billings. 

May  6-7 — Montana  Heart  Association,  Postgrad- 
uate Conference  on  Cardiovascular  Disease,  North- 
ern Hotel,  Billings. 

June  15-16 — Montana  Obstetrical  and  Gyneco- 
logical Society,  Annual  Meeting,  East  Glacier. 
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ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to  fit 
the  most  difficult  cases. 

An  expert  eye-maker  is 
in  our  office  at  all  times 
to  give  your  patients  the 
satisfaction  they  must 
have.  In  business  since 
I90&. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  825-0229 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


Natural  Gas  & Electricity 

The  Energy  Team  For  Modern  Living 

PUBLIC  SERVICE 
COMPANY  OF  COLORADO 

an  investor-owned  utility 


o o 


Prompt,  professional  service  24  hours 
a day,  every  day!  A complete  line  of 
hospital  beds,  wheelchairs,  traction 
equipment,  oxygen,  crutches,  walkers, 
commodes,  lamps,  whirlpools  — every- 
thing to  help  patients  get  well  faster. 


DENVER 

733-5521 

350  Broadway 

COLORADO  SPRINGS 

473-3230 

333  N.  Circle  Drive 

Franchise  Holder 

ALBUQUERQUE 

268-6736  (Days) 

137  San  Pedro  Drive  N.E. 

Franchise  Holder 


Greetings  from  the  Dunes 

LAS  VEGAS,  NEVADA 

Headquarters  hotel  for  1966  AM  A Clinical  Session 
November  27-30,  1966 
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Governor  John  A.  Love  presents  his  proclamation 
for  Colorado’s  third  Family  Doctor  Week  to  Dr. 
C.  Wesley  Eisele,  associate  dean  for  postgraduate 
education  of  the  University  of  Colorado  School  of 
Medicine.  Dr.  Eisele  directed  the  12th  annual  Gen- 
eral Practice  Review  course  at  the  CU  Medical  Cen- 
ter in  Denver  Jan.  16-22.  The  course  was  attended 
by  321  physicians  from  36  states  and  Canada.  It 
will  be  repeated  in  a second  session  July  17-23. 

5i«  * * 

Research  to  Prevent  Blindness  Inc.  of  New  York 
City  recently  announced  an  unrestricted  grant  of 
$5,000  to  the  University  of  Colorado  Medical  Cen- 
ter for  the  advancement  of  research  into  eye  diseases 
and  conditions  which  destroy  sight  by  the  CU  Divi- 
sion of  Ophthalmology.  The  new  grant  is  the  second 
$5,000  contribution  RPB  has  made  to  Dr.  Phillip  P. 
Ellis,  head  of  the  CU  Division  of  Ophthalmology, 
and  his  co-workers. 

“We  are  most  grateful  for  this  generous  gift  and 


the  confidence  it  expresses  in  our  research  effort,” 
Dr.  Ellis  said.  “Unrestricted  funds  of  this  nature  are 
highly  desirable  in  any  research  program  which  seeks 
to  explore  new  and  different  areas  of  investigation. 
This  new  grant  will  allow  us  to  initiate  new  directions 
in  our  program  as  well  as  to  continue  work  on  some 
of  our  present  studies.  Flexibility  of  this  kind  is 
invaluable  to  the  balance  and  strength  of  a research 
program.” 

RPB  recently  sponsored  the  first  nation-wide  sur- 
vey of  the  status  of  eye  research  in  the  United  States, 
and  a full  report  of  the  survey  findings,  entitled 
“Ophthalmic  Research:  U.S.A.,”  is  now  being  dis- 
tributed throughout  the  country. 

* 

University  of  Utah  College  of  Medicine 

The  University  of  Utah  Medical  Center’s  new 
Clinical  Research  Center  began  functioning  in  Janu- 
ary. Construction  of  the  Research  Center,  a single 
floor,  20-bed  unit,  was  made  possible  through  com- 
bined contributions  from  the  Eleanor  Roosevelt  Can- 
cer Foundation  and  from  the  National  Institutes  of 
Health  of  the  U.  S.  Public  Health  Service.  The  Re- 
search Center  is  available  to  all  divisions  and  depart- 
ments on  a cooperative  basis,  and  is  not  limited  to 
the  study  of  any  one  disease  or  category  of  diseases. 

The  names  of  possible  study  patients  are  referred 
to  the  Center  by  the  patient's  private  physicians. 
Final  selection  of  study  cases  is  made  by  a joint 
committee  of  the  College  of  Medicine’s  basic 
sciences  and  clinical  department  heads. 

Cost  of  operations,  including  patient’s  hospital 

bills,  will  be  paid  by  NIH. 

* * * 

Physicians  from  the  University  of  Utah  College  of 
Medicine  participated  in  a joint  clinical  research 
council  meeting  in  Carmel,  California,  the  latter  part 
of  January. 

The  meeting  was  sponsored  by  the  American 
Federation  for  Clinical  Research,  Western  Associa- 
tion of  Physicians  and  the  Western  Society  for  Clini- 
cal Research. 

The  meeting  is  a forum  for  disseminating  informa- 
tion about  clinical  research.  It  makes  research  in- 
formation available  to  a great  number  of  investigators 
in  addition  to  providing  an  opportunity  for  younger 
people  to  present  research  projects. 


PICKER  X-RAY, 

ROCKY  MOUNTAIN,  INC 

4925  EAST  38TH  AVE. 

-TEL.  388-5731 -DENVER  7,  COLORADO 

Offices  also  in: 

Colorado  Springs,  Colorado 

f InJcer  1 

1202  Kingsley  Drive,  635-8768 

V 

Salt  Lake  City,  Utah 

Medical  X-Ray  Equipment 

21  Kensington  Street,  485-8262 

Accessories  & Film 

Albuquerque,  New  Mexico 

Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288 

Nuclear  Instrumentation 
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In  children  with  diarrhea  prompt  sympto- 
matic control  is  usually  urgently  indicated  to 
relieve  cramping  and  to  prevent  dehydration. 

Lomotil  halts  precipitous  progress  through 
the  intestines  and  controls  diarrhea  with 
notable  promptness,  safety  and  effectiveness. 

Experimental  evidence^  has  shown  that 
Lomotil  is  more  efficient  in  this  regard  than 
morphine  without  the  latter’s  manifest  disad- 
vantages. In  roentgenographic  study-  Lomotil 
slowed  gastrointestinal  propulsion  within  two 
hours. 

At  the  same  time,  by  diminishing  over- 
stimulation  of  the  intestines,  LomotU  relieves 
the  abdominal  cramps  and  discomfort  so  dis- 
tressing to  youngsters. 

Lomotil  gets  children  off  toast  and  tea  and 
back  to  normal  diets  and  normal  activity  with 
gratifying  celerity. 

Dosage:  For  full  therapeutic  effect— Rx  full  therapeutic 
dosage.  The  recommended  initial  daily  dosages,  given  in 
divided  doses,  until  diarrhea  is  controlled,  are: 


...promptly 


LOMOTILS, 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride  2.5  mg. 

(Warning:  may  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Children: 

3 to  6 months— 3 mg.  (Vi  tsp*  t.i.d.) 

6 to  12  months— 4 mg.  (Vi  tsp.  q.i.d.) 

1 to  2 years— 5 mg.  (V2  tsp.  5 times  daily) 

2 to  5 years— 6 mg.  ( 1 tsp.  t.i.d.) 

5 to  8 years— 8 mg.  ( 1 tsp.  q.i.d.) 

8 to  12  years— 10  mg.  (1  tsp.  5 times  daily) 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tablets  4 times 
daily)  *Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one  fourth  the 
therapeutic  dose. 

Precautions:  Lomotil,  brand  of  diphenoxylate  hy- 
drochloride with  atropine  sulfate,  is  an  exempt  narcotic 
preparation  of  very  low  addictive  potential.  Recom- 
mended dosages  should  not  be  exceeded.  Lomotil  should 
be  used  with  caution  in  patients  with  impaired  liver  func- 
tion and  in  patients  taking  addicting  drugs  or  barbit- 
urates. The  subtherapeutic  amount  of  atropine  is  added 
to  discourage  deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but 
among  those  reported  are  gastrointestinal  irritation,  seda- 
tion, dizziness,  cutaneous  manifestations,  restlessness  and 
insomnia. 

1.  Janssen,  P.  A.  J.,  and  Jageneau,  A.  H.:  A New  Series  of 
Potent  Analgesics;  Dextro  2:2-Diphenyl-3-Methyl-4-Mor- 
pholinobutyrylpyrrolidine  and  Related  Amides.  Part  1: 
Chemical  Structure  and  Pharmacological  Activity, 
J.  Pharm.  Pharmacol.  9:381-400  (June)  1957. 

2.  Demeulenaere,  L.:  Action  du  R 1132  sur  le  transit 
gastro-intestinal,  Acta  Gastroent.  Belg.  27:674-680  (Sept.- 
Oct.)  1958. 
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Utah 

Dr.  Harvey  Dale  VanWieren,  43,  Vernal  obste- 
trician and  gynecologist,  died  of  a heart  ailment  on 
January  12,  1966. 

Dr.  VanWieren  was  born  October  21,  1922,  in 
Holland,  Michigan,  to  John  and  Anna  Van  Die  Van- 
Wieren. He  graduated  from  Holland  Christian  High 
School  and  attended  Hope  College  in  Holland.  He 
received  his  MD  degree  from  the  University  of 
Pennsylvania  Medical  School  in  1953,  after  which 
he  interned  at  the  Presbyterian  Hospital,  Philadel- 
phia. where  he  also  served  a three-year  residency. 

Dr.  VanWieren  practiced  in  Twin  Falls,  Idaho, 
from  1959  to  1962  at  which  time  he  moved  to  Ver- 
nal, Utah.  Between  1957  and  1959  he  practiced  in 
Dragerton,  Carbon  County.  He  also  had  served  six 
years  overseas  with  the  U.  S.  Marine  Corps. 

He  was  a member  of  the  Uintah  County,  Utah 
State,  and  American  Medical  Associations,  Utah 
State  Obstetrics  and  Gynecology  Society,  Kiwanis 
Club,  and  Moose  Lodge. 

Dr.  VanWieren  is  survived  by  his  widow,  children, 
parents,  and  four  brothers. 
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r Discriminating  Doctors 
everywhere  specify 

STEEUCASE 

Custom  Line 
Office  Furniture 

Doctors  are  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  can  "individual- 
ize" your  office. 

Stop  in  soon— or  phone  and  our  representative  wiii  caii 


Classified  Advertisements 


Use  this  order  blank  to  advertise  physician 
opportunities,  situations  wanted,  practices, 
oflSces,  real  estate,  equipment,  etc. 


Closing  Date  for  copy  and  advance  payment:  10th  of  month  PRECEDING  date  of  issue. 
Rates:  $5.00  for  the  first  40  words  or  less.  $1.00  for  each  additional  ten  words  or  less. 


ROCKY  MOUNTAIN  MEDICAL  JOURNAL — 1809  E.  18th  Avenue,  Denver,  Colorado  80218 


Name 


Address 


Enclosed  is  $ for  insertion (s ) . 

(No.  Mos.) 

Check  one;  □ Please  include  my  name  and  address  in  ad 
□ Please  assign  a box  number 


72 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

♦ . . are  relieved  by  direct  musculotropic  action  with 


BRAND  THIPHENAMIL  HCl 


Available  in  100  milligram  pink  sugar-coated  tablets. 

The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly.  The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 


Trocinate  BRAND  THIPHENAMIL  HCI 

BETA-DIETHYLAMINOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 

. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  — may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HCl)  has  been  found  in  three  clinical  studies,  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
affirmed  the  safety  and  effectiveness  of  Trocinate. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


DISPENSED  IN  BOTTLES  OF  100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 


Assistant  Secretary-Treasurer:  Robert  K.  West,  Cut  Bank. 


Colorado  Medical  Society 

OFFICERS — 1965-66 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
September  28,  1966  at  the  Annual  Session  in  Colorado  Springs. 

President:  Paul  R.  Hildebrand,  Brush 

President-elect:  Myron  C.  Waddell,  Denver 

Vice  President:  Walter  C.  Herold,  Colorado  Springs 

Treasurer:  William  A.  Day,  Colorado  Springs,  1968 

Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966 

Additional  Trustees:  J.  Alan  Shand,  La  Junta,  1966;  Carl  H. 
McLauthlin,  Denver,  1967;  Kenneth  A.  Platt,  Westminster, 
1967;  J.  Robert  Spencer,  Denver,  1968. 

Judicial  Council:  District  No.  1 — Daniel  H.  Buchanan,  Jr., 
Denver,  1966;  District  No.  2 — John  Simon,  Englewood,  1968; 
District  No.  3 — Kenneth  E.  Gloss,  Colorado  Springs,  1967; 
District  No.  4 — James  G.  Price,  Brush,  1966;  District  No.  5 — 
William  S.  Curtis,  Boulder,  1966;  District  No.  6 — Heman  R. 
Bull,  Grand  Junction,  1967;  District  No.  7 — Tullius  W.  Halley, 
Durango,  1967;  District  No.  8 — Herman  W.  Roth,  Monte  Vista, 
Chairman,  1968;  District  No.  9 — Scott  A.  Gale,  Pueblo,  Vice 
Chairman,  1968. 

Grievance  Committee:  John  B.  Griffith,  Aurora,  Secretary, 
1966;  Dwight  C.  Dawson,  Colorado  Springs,  1966;  Ray  G. 
Witham,  Craig,  Chairman,  1966;  Clayton  K.  Mammel,  Den- 
ver, 1966;  Robert  B.  Richards,  Fort  Morgan,  1966;  Joseph  A. 
Leonard,  Lakewood,  1966;  Joel  R.  Husted,  Boulder,  1967; 
James  A.  Henderson,  Englewood,  1967;  Robert  J.  Bliss,  Fort 
Collins,  1967;  John  A.  McDonough,  Ordway,  1967;  H.  Harper 
Kerr,  Pueblo,  1967;  Edward  E.  Tennant,  Sterling,  1967. 

Delegates  to  the  American  Medical  Association:  Kenneth 
C.  Sawyer,  Denver,  Dec.  31,  1966  (Alternate,  Robert  E. 
McCurdy,  Denver,  Dec.  31,  1966);  Gatewood  C.  Milligan, 
Englewood,  Dec.  31,  1967  (Alternate,  Ray  G.  Witham,  Craig, 
Dec.  31,  1967);  Harlan  E.  McClure,  Lamar,  Dec.  31,  1967 
(Alternate,  Vernon  L.  Bolton,  Colorado  Springs,  Dec.  31,  1967). 

Speaker,  House  of  Delegates:  Marvin  E.  Johnson,  Denver. 

Vice  Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora. 

Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 


Montana  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Paul  J.  Gans,  Lewistown. 

President-elect:  Albert  L.  Vadheim,  Bozeman. 

Vice  President:  Alfred  M.  Fulton,  Billings. 

Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney 


Delegate  to  the  A.M,A.:  S.  C.  Pratt,  Miles  City, 

Alternate  Delegate  to  the  A.M.A,:  Herbert  T.  Caraway,  Bil- 
lings. 

Executive  Committee:  Paul  J.  Gans,  Lewistown;  Albert  L. 
Vadheim,  Bozeman;  Alfred  M.  Fulton,  Billings;  Oscar  A. 
Swenson,  Sidney;  Robert  K.  West,  Cut  Bank;  S.  C.  Pratt, 
Miles  City;  Herbert  T.  Caraway,  Billings;  M.  A.  Gold,  Butte; 
David  Gregory,  Glasgow. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren  D. 
Bowman,  Billings. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 


Nevada  State  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1966  Annual  Session. 

President:  Joseph  M.  George,  Jr.,  Las  Vegas 

President-Elect:  William  M.  Tappan,  Reno 

Secretary -Treasurer:  V.  A.  Salvadorini,  Reno 

Immediate  Past  President:  John  M.  Read,  Elko 

AMA  Delegate:  Leslie  A.  Moren,  Elko 

Alternate  Delegate:  Thomas  S.  White,  Boulder  City 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Wesley  W.  Hall,  Reno 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 

ARRANGEMENTS  AND  PROGRAM:  Kirk  V.  Cammack,  Gen- 
eral Chairman;  Theodore  Jacobs,  Chairman,  Scientific  Pro- 
gram; Hugh  C.  Follmer,  TV  Chairman. 

CONSTITUTION  AND  BY-LAWS:  Lowell  J.  Peterson,  Chair- 
man. 

LEGISLATION:  V.  A.  Salvadorini,  Chairman;  Thomas  S. 
White,  Co-Chairman. 

INSURANCE:  Harry  J.  McKinnon,  Jr.,  Chairman;  Charles 
D.  Lanning,  Co-Chairman. 

MILITARY  AND  VETERANS  AFFAIRS:  Thomas  Armour, 
Chairman;  William  R.  Feltner,  Co-Chairman. 

PUBLIC  HEALTH;  Mortimer  S.  Falk,  Chairman;  George  T. 
Manilla,  Co-Chairman,  (a)  Tuberculosis:  Harry  J.  McKinnon, 
Chairman;  Peter  Rowe,  Co-Chairman,  (b)  Cancer  Commis- 
sion: Harold  L.  Boyer,  Chairman;  Daniel  J.  Hurley,  Secre- 
tary. (c)  Rural  Health  & Medical  Survey;  William  Welsh, 
Chairman;  Harry  V.  Gibson,  Co-Chairman. 

PUBLIC  RELATIONS:  James  Y.  Clarke,  Chairman;  John  P. 
Sande,  Co-Chairman. 

FINANCE,  BUDGET,  AND  BUILDING:  William  M.  Tappan, 
Chairman. 

WOMAN’S  AUXILIARY  ADVISORY:  Noah  Smernoff,  Chair- 
man. 

CIVIL  DEFENSE:  Lucien  H.  Imboden,  Chairman:  B.  A. 
Winne,  Co-Chairman. 
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OBITUARY:  Clare  W.  Woodbury,  Las  Vegas;  Mary  H.  Fulstone, 
Smith  Valley;  William  Ririe,  East  Ely;  Fred  M.  Anderson, 
Reno. 

HISTORIAN:  Fred  M.  Anderson,  Chairman. 

AGING:  Francis  M.  Kernan,  Chairman. 

ALCOHOLISM:  William  D.  O’Gorman,  Chairman. 

BLOOD  BANK:  James  D.  Barger,  Chairman. 

HOSPITAL  ADVISORY:  Gilbert  G.  Lenz,  Chairman;  William 
Bentley,  Co-Chairman. 

CRIPPLED  CHILDREN’S  ADVISORY:  Emanuel  Berger, 
Chairman;  Kermit  J.  Ryan,  Co-Chairman. 

MATERNAL  AND  CHILD  HEALTH:  I.  Maternal  Health: 
Paul  O.  Wiig,  Chairman,  Northern  Nevada;  Kenneth  E.  Turner, 
Chairman,  Southern  Nevada.  II.  Infant  & Child  Health: 
Anthony  J.  Carter,  Chairman. 

NURSE  LIAISON:  Lowell  J.  Peterson,  Chairman. 

MEDICAL  ADVISORY  TO  VOCATION  REHABILITATION: 

David  S.  Thompson,  Chairman;  Edward  H.  Kopf,  Co-Chair- 
man. 

MEDICINE  AND  RELIGION:  J.  Stephen  Phalen.  Chairman. 

MEDICAL  ASSISTANTS  ADVISORY:  Chester  C.  Lockwood. 
Chairman:  Wesley  W.  Hall,  Co-Chairman. 

NEVADA  MEDICAL  CARE,  INC.:  Earl  N.  Hillstrom,  Presi- 
dent. 

NEVADA  PHYSICIANS  SERVICE,  INC.:  Earl  N.  Hillstrom, 
President. 

PROFESSIONAL  EDUCATION,  MEDICAL  SCHOOLS  AND 
SCHOLARSHIPS:  William  A.  O’Brien,  HI,  Chairman;  Thomas 
S.  White,  Co-Chairman. 

PUBLIC  SAFETY  AND  EMERGENCY  MEDICAL  CARE: 
David  L.  Roberts,  Chairman;  John  W.  Batdorf,  Co-Chairman. 

MENTAL  HEALTH  COUNCIL:  William  D.  O’Gorman,  Chair- 
man. 

AD  HOC  COMMITTEE  ON  INDIAN  HEALTH  AND  AFFAIRS: 
V.  E.  Elliott,  Chairman. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE:  Harry  J. 
McKinnon,  Chairman. 


New  Mexico  Medical  Society 

OFFICERS — 1965-66— Terms  of  officers  and  committeemen 
expire  at  the  Aimual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1966  Annual  Session. 

President:  Robert  P.  Beaudette,  Raton. 

President-elect:  Thomas  L.  Carr,  Albuquerque. 

Vice  President:  Emmit  M.  Jennings,  Roswell. 

Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 

Immediate  Past  President:  Omar  Legant,  Albuquerque. 

Speaker,  House  of  Delegates:  Hugh  B.  Woodward,  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albu- 
querque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 

for  March,  1966 


Utah  State  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  L.  V.  Broadbent,  Cedar  City. 

President-elect:  Paul  A.  Clayton,  Salt  Lake  City. 

Past  President:  Stanley  R.  Child,  Salt  Lake  City. 

Honorary  President:  Henry  C.  Stranquist,  Ogden. 

Secretary  ’67:  Russell  M.  Nelson,  Salt  Lake  City. 

Treasurer  ’66:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo. 

President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan. 

Alternate  Speaker,  House  of  Delegates:  William  R.  Christensen. 
Salt  Lake  City. 

Additional  Trustees:  Box  Elder  County  Med.  Soc.  ’66,  S.  L. 
Moskowitz,  Brigham  City:  Cache  Valley  Med.  Soc.  ’66,  Robert 
S.  Budge,  Smithfield;  Carbon  Co.  Med.  Soc.  ’66,  William  M. 
Gorishek,  Price;  Central  Utah  Med.  Soc.  ’67,  Halvard  J. 
Davidson,  Manti;  Salt  Lake  Co.  Med.  Soc.  ’66,  John  H.  Clark, 
Salt  Lake  City:  Southeastern  Utah  Med.  Soc.  ’67,  Jerrold  C. 
Smith,  Monticello;  Southern  Utah  Med.  Soc.  ’67,  Joseph  J. 
Sannella,  Kanab;  Uintah  Basin  Med.  Soc.  ’67,  R.  V.  Larson, 
Roosevelt;  Utah  County  Med.  Soc.  ’65,  Richard  A.  Call, 
Provo;  Weber  County  Med.  Soc.  ’67,  Douglas  C.  Barker, 
Ogden. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Richard 
P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City. 

Wyoming  State  Medical  Society 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Thomas  Nicholas,  Buffalo 

President-elect:  Ray  K.  Christensen,  Powell 

Vice  President:  James  W.  Barber,  Cheyenne 

Secretary:  Laurence  W.  Greene,  Jr.,  Laramie 

Treasurer:  Roger  P.  Mattson,  Casper 

Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler, 
Casper 

Speaker  of  the  House:  John  H.  Froyd,  Warland 

Vice  Speaker  of  the  House:  Roy  Holmes,  Casper 

Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Arthur  R.  Abbey,  Cheyenne 

Legal  Counsel:  Byron  Hirst,  Cheyenne 

Public  Relations  Consultant:  Bill  Anderson,  Cheyenne 

Executive  Secretary:  Arthur  R.  Abbey,  P.  O.  Box  2266,  Chey- 
enne. Telephone  632-5525 
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WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 

That's  why  we're  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1 ,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS,  FEES,  PERSONNEL,  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you — without  obliga- 
tion— how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it's  worth  the  time  to  investigate! 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 
Denver,  Colorado  80215 

MEMBER 


THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Croup  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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We  are  pleased  to  join  with  our  Nevada  State  Medical 
Association  in  sending  greetings  to  the  members  of  the  Rocky 
Mountain  Medical  Conference. 


FIRST  NATIONAL  BANK  OF  NEVADA 


NEVADA’S  OLDEST  AND  LARGEST  BANK 
State  Wide 
Member  FDIC 


HOTEL  SAHARA 
Las  Vegas,  Nev. 

Is  Proud  to  Have  Been  Host 
To  Numerous  Medical  Conventions  . . . 
Our  Desire  Is  to  Serve  You 
Consistently  Well  in  the  Future 


LAS  VEGAS  • NEVADA 

Area  Code  702,  735-21  I I 

PROPERTY  OF  A DEL  E.  WEBB  CORPORATION  SUBSIDIARY 


77 


WANT  ADS 


DESIRE  TO  RETIRE.  Forty  years  in  the  same  central  loca- 
tion. Reasonable  rent.  Two  examining  rooms,  consultation 
room,  secretary’s  office  and  laboratory.  Reasonable  price  for 
furnishings  and  equipment.  About  nine  thousand  complete 
case  histories  are  yours.  Will  remain  one  month  to  introduce. 
623-0813,  Denver,  or  Box  2-2-2,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Avenue,  Denver,  Colorado  80218.  2-2-2 


EXCELLENT  OPPORTUNITY  for  a young  general  practi- 
tioner to  associate  with  three  established  physicians  in 
sunny  southwest.  Rapidly  growing  university  town  of  45,000 
population.  If  interested  please  call  collect  505-526-9591,  Las 
Cruces,  New  Mexico,  or  contact  Evans-Maddox  Medical 
Group,  217  West  Court  Avenue.  2-3-2B 


PHYSICIAN  NEEDED — Small  western  community  of  12,000 
seeking  internist  or  General  Practitioner  to  join  small 
group.  Clinic  is  new  and  has  X-ray,  Laboratory,  and  Office 
Space.  First  year  salary  $18,600.00,  ownership  thereafter. 
Recreational  facilities  unlimited.  115  days  per  year  time  off. 
New  40  bed,  $1,000,000  hospital.  Reply  L.  J.  Dunton,  Box  306, 
East  Ely,  Nevada.  12-1-6B 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-5-TFB 


INTERNIST  for  5-man  department  in  busy  and  steadily 
growing  northcentral  Kansas  13-member  multispecialty 
group.  Partnership  after  salary  for  two  years.  Board  eligible 
or  Certified.  Reply  to  Box  11-9-TFB,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Ave.,  Denver,  Colorado  80218.  11-9-TFB 


MEDICAL-DENTAL  BUILDING,  Arvada  area.  Ground  floor, 
plenty  of  parking.  1100  sq.  ft.  Will  design  office  to  suit  your 
needs  and  space  requirements.  Ideal  location  for  physician 
just  entering  practice.  For  further  information  phone 
422-2775  Denver.  1-6-3B 


OFFICE  SPACE  AVAILABLE  for  physicians  or  dentists  in 
modem  air  conditioned  professional  building  near  Penrose 
Hospital.  Contact  E.  H.  Vincent,  MD,  2121  N.  Weber  Street, 
Colorado  Springs,  Colorado  80907.  1-7-TFB 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office.  2 
suites.  1.100  sq.  ft.  Plenty  of  parknig.  Call  422-2502,  Denver. 

9-7-TFB 


OFFICE  AVAILABLE  southwest  Lakewood.  Attractive  area 
for  GP  or  specialist.  May  share  expenses.  Call  237-2779. 
Denver  area.  1-3-3B 


EXCELLENT  OPPORTUNITY  FOR  GP  to  assume  profitable 
practice  of  partner  in  two-man  practice.  Leaving  for 
residency,  will  return  to  form  three-man  group.  Well  estab- 
lished practice  located  in  southeast  Denver.  Attractive  new 
quarters,  complete  lab.  Financial  arrangements  open.  Call 
SK  6-3627.  1-5-3 


WANTED — Internist  to  associate  in  excellent  private  practice 
opportunity  in  Denver.  Call  333-4273  in  Denver  or  write 
Box  3-6-3,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Ave.,  Denver,  Colorado  80218.  3-6-3 


OFFICE  SPACE  FOR  RENT  for  medical  or  surgical  sub- 
specialists. In  new  medical  building  adjacent  to  established 
clinic  in  prime  suburb  of  Denver.  Colo.  Contact  Littleton 
Clinic,  1950  West  Littleton  Blvd.,  Littleton,  Colo.  3-1-lB 


/T 


you  INSURE  yOUR  HOME  and  FAMILy— yOUR  CAR—yOUR 
OFFICE— yOUR  PERSONAL  BELONGINGSl  MAKE  CERTAIN  that 
the  one  thing  that  makes  all  these  possible  is  ADEQUATELy  insured 


YOUR  INCOME! 


NOW — you  can  receive  Income  Protection  Benefits  up  to  $800.00  a 
month  when  you're  sick  or  hurt  and  can't  earn  a living — through 
the  Medical  Society's  Approved  Income  Protection  Plan. 

Spend  a minute  to  help  protect  your  future.  Send  in  the  coupon 
below  for  full  details. 


RETURN  THE  COUPON  FOR  FULL  DETAILS 


Underwritten  by 


Mutual  M 


OF  OMAHA 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

Life  Insurance  AfTiliate:  United  of  Omaha 
Home  Office— Omaha,  Nebraska 

3-8-66 


VINCENT  ANDERSON  COMPANY,  INC. 

Second  Floor,  Railway  Exchange  Building 
Denver,  Colorado  80202 

Please  send  full  details  about  the  Income  Protection  Plan  of  the 
Colorado  Medical  Society. 

NAME  . , 

ADDRESS 

CITY  STATE 

Zip  Code 
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Rocky  Mountain  Medical  Journal 


FOR  SALE — W.  F.  Prior  Loose-leaf  Five  Volumes  and  Desk 
Index,  "OTOLARYNGOLOGY.”  Unused.  $40.  f.o.b.  Great 
Falls,  Montana.  Contact  F.  D.  Hurd,  MD,  309  Medical  Arts 
Building,  Great  Falls,  Montana.  3-2-3 


ASSOCIATE  IN  GENERAL  PRACTICE  WANTED  to  practice 
with  established  General  Practitioner  in  Las  Vegas,  Nevada. 
Terms  and  conditions  flexible.  For  further  information  please 
call  collect.  Las  Vegas,  Nevada  382  3588.  3-3-3 


FOR  SALE;  Practice,  and  a large  new  clinic.  Set  up  for  3 
doctors,  each  with  consultation  room  and  2 examining 
rooms.  Large  waiting  room  with  secretary’s  and  nurse’s 
station.  Complete  with  extra  surgery,  library,  X-ray,  labora- 
tory, and  physical  therapy  and  EKG  room.  Fully  equipped, 
including  new  250  M-A  G-E  x-ray.  Large  surfaced  parking 
area  with  drives  from  2 streets.  Also  4 bedroom,  2 story 
house  adjacent.  This  is  in  the  heart  of  the  best  fishing  and 
hunting  area  in  Wyoming  and  can  be  bought  at  a great 
discount,  with  the  owner  willing  to  carry  much  of  the  loan. 
Write  to  Medical  Arts  Clinic,  906  Main  Street,  Lander, 
Wyoming.  3-5-1 


GRAND  TETON  LODGE  COMPANY  is  interested  in  contact- 
ing an  MD  licensed  in  the  State  of  Wyoming  who  would 
like  to  practice  approximately  120  days  per  year  (summer 
season — approximately  7,000  transient  population).  Company 
would  supply  two  nurses,  small  clinic  for  examining  patients, 
room  and  board  for  doctor  and  wife.  Please  address  replies 
to  Grand  Teton  Lodge  Company,  attention  General  Manager’s 
Office.  Jackson,  Wyoming.  3-7-lB 


BOARD  ELIGIBLE  PSYCHIATRIST  wishes  to  enter  field  of 
industrial  medicine.  Experience  includes;  General  practice, 
2 years;  internal  medicine,  15  years:  Physical  diagnosis 
instructor  in  University,  5 years;  director  of  day  care  center 
for  alcoholics,  5 years;  life  insurance  examiner,  10  years. 
Reply  to  Box  3-4-3,  Rocky  Mountain  Medical  Journal,  1809 
E.  18th  Avenue,  Denver,  Colorado  80218.  3-4-3 


EXCLUSIVELY 

. ^ ;■  ■='  ' '3 

For  the  medical  and  dental  professions 

Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


EARNEST  DRUG 

217  16th  Street 
Prescription  Specialists 

Telephones  KEystone  4-7237— KEysfone  4-3265 

FRESH-CLEAN-COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 

309  16th  Street  f \ Telephone 

Denver  2 ’ 534-8714 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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Blueprint  for  dealing  with  tension  due  to  stress  ~ Prolixin— once-a-day 

For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 


Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  may 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 


Sqjjibb 


Squibb  Quality  — the  Priceless  Ingredient 
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Rocky  Mountain  Medical  Journal 


Abbey  Rents  69 

Ames  Company,  Inc. 

Labstix  11 

Arch  Laboratories 

Dicarbosil  12 

Baxter,  Don,  Inc. 

Mannitol  9 

Isolyte  10 

Bristol  Laboratories 

Tetrex-F  6-7 

Burroughs  Wellcome  and  Co. 

Neosporin  25 

City  Park  Meadow  Gold  Dairy  Cover  III 

Denver  Optic  Company  69 

Denver  U.  S.  National  Bank  4 

Dunes  Hotel  69 

Earnest  Drug  Company  79 

Emory  John  Brady  Hospital  76 

Endo  Laboratories 

Percodan  15 

Eugene  Benjamin  & Co  63 

First  National  Bank  of  Nevada  77 

Geigy  Pharmaceuticals 

Butazolidin 32 

Hale’s  Drug  Stores  24 

Hirschfeld’s  Office  Furniture,  Inc.  72 

Hotel  Sahara  77 

Hotel  Tropicana  8 

Hynson,  Westcott  and  Dunning,  Inc. 

BSP  1 

Lederle  Laboratories 

Stresscaps  64 

Lilly,  Eli  and  Co. 

Ilosone  26 


Merck  Sharp  and  Dohme 

Cremomycin  17-17 

Mutual  of  Omaha  78 

Newton  Optical  Company  79 

Parke,  Davis  and  Company 

Chloromycetin  Cover  II 

Picker  X-ray,  Rocky  Mountain,  Inc.  70 

Pitman-Moore 

Novahistine-LP  20-21 

Poythress,  William  P.  & Co. 

Trocinate  73 

Professional  Management  Midwest  76 

Public  Service  Company  69 

Rauscher  Pierce  Securities  Corp., 

Lou  Lagrave  63 

Republic  Building  Corporation  79 

Roche  Laboratories 

Librium  Cover  IV 

Searle,  G.  D.  & Co. 

Lomotil  71 

Sierra  Pacific  Power  Company  24 

Smith,  Kline  & French  Laboratories 

Stelazine  18 

Squibb,  E.  R.  & Sons 

Prolixin  80 

Shadford-Fletcher  Cover  III 

Stardust  Hotel  & Golf  Club  14 

Syntex  Laboratories,  Inc. 

Synalar  19 

Ulmer  Pharmacal  Co. 

Co-Gel  82 

Wallace  Laboratories 

Deprol  12-13 

Miltown  5 

Winthrop  Laboratories 

Neo  Synephrine  3 
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CO-GEL 

THE  NEW  ANTACID 
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IN  VITRO  MEASUREMENT  OF 
ANTACID  ACTIVITY 

Procedure  of  Holbert,  Noble  and  Grote 

20  40  60  80  100  120  140  160 

TIME  (Minutes) 


Aluminum  Hydroxide  Magnesium  Carbonate  Co- Precipitate  (1  gram) 
Atummum  Hydroxide  Liquid  Ge!  U.S.P.  (15  mt.) 

• ••••••••••  Aluminum  Hydroxide  Dried  Get  U.S.P.  (1  gram) 


Holbert,  J.  M.,  Noble,  N.,  and  Grote,  I.  W. — Jnl.  Amer.  Pharm.  Assoc.  (Sci.  Ed.)  37,292  (1948). 

IMow,  an  antacid  tablet  with  the 
effectiveness  of  a liquid  I 

CO-GEL  is  not  just  another  antacid,  but  rather  it’s  an 
entirely  new  antacid  compound  for  gastritis,  hyperacidity 
and  peptic  ulcers.  It  is  an  Aluminum  Hydroxide  formu- 
lation with  Magnesium  Carbonate  Co-Precipitate.  The 
Co-Precipitate,  a new  chemical,  gives  CO-GEL  Tablets 
the  speed  of  action  and  the  duration  of  a liquid  antacid. 

The  above  chart  compares  the  antacid  action  of  the 
COGEL  Tablet  formula  with  both  liquid  and  dry 
All  OH  >3.  Notice  that  CO-GEL  neutralizes  acid  faster 
than  Ah  OH  >3  dried  gel  tablets  and  has  a prolonged  buffer- 
ing action.  The  CO-GEL  curve  parallels  that  of  liquid 
AhOH)3. 

Liquid  CO-GEL,  containing  the  Co-Precipitate,  is  also 
available.  CO-GEL  is  reasonably  priced  to  the  patient. 

Availability:  CO-GEL  Tablets  ( bottles  of  100  and  1,000) 

CO-GEL  Liquid  (pints  and  gallons). 

For  complete  information  and  samples, 
write  to  Dept.  RM-WO 


FORMULA 

Each  CO-GEL  Tablet,  and  teaspoonful  of  CO-GEL 
Liquid,  contains  330  mg.  of  Aluminum  Hydroxide 
Magnesium  Carbonate  Co-Precipitate.  Tablets  have 
a chewable  base.  Both  forms  are  mint  flavored. 


CONTRAINDICATIONS 

None. 


DOSAGE 

For  relief  of  hyperacidity,  peptic  ulcers  or  gastritis, 
chew  one  tablet  (or  take  one  teaspoonful).  Repeat 
in  1 hr.  if  necessary. 


THE  ULMER 
PHARMACAL 
COMPANY 

1400  Harmon  Place 
Minneapolis,  Minn.  55403 
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Our  Cover  Picture 

Its  thick  adobe  walls  rising  to  five  stories 
in  height,  the  pueblo  of  Taos  in  northern 
New  Mexico  is  considered  to  be  one  of 
the  state’s  most  spectacular  Indian  vil- 
lages. It  rests  at  the  foot  of  the  majestic 
Sangre  de  Cristo  Range  of  Mountains. 
The  life  of  its  inhabitants  has  changed 
but  little  since  Coronado  and  his  little 
band  of  followers  visited  the  pueblo  in 
1540.  (Courtesy  New  Mexico  Department 
of  Development) 
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In  the  management  of  mild  to  moderate  pain,  give  your  patients  comprehensive  relief. 
TRANCO-GESIC  extends  the  range  of  usefulness  of  aspirin  by  dimming  pain  perception— 
and  also  reducing  mental  and  muscle  tension. 


TRANCO-BESr 

tablets 

' chlormezanone  100  mg.  with  aspirin  300  mg. 

subdues  the  major 
contributors  to  pain: 

I • pain  perception 

• mental  tension 

• muscle  tension-spasm 


WINTHROP  LABORATORIES,  NEW  YORK,  N.  Y.  10016 


TRANCO-GESIC  is  so  well  tolerated  it  can  be 
prescribed  for  anyone  who  can  take  aspirin.  It 
is  non-narcotic,  and  free  from  dangers  of 
addiction,  habituation,  or  dependence. 
TRANCO-GESIC  is  effective  in  all  types  of  mild 
and  moderate  pain.  Of  862  patients  who  were 
treated  with  chlormezanone  and  aspirin  for 
various  disorders,  88%  reported  excellent  or 
good  pain  relief.^ 

Side  effects  have  been  minor.  Occasionally  gastric  distress, 
weakness,  sedation  or  dizziness  occur.  Reversible  cholestatic 
jaundice  has  been  reported  on  rare  occasions.  However,  in 
4,653  patients  treated  with  chlormezanone,  97.7%  had  no  side 
effects.'  Contraindication:  just  one:  sensitivity  to  aspirin. 
Dosage:  Adults,  usually  2 tablets  three  or  four  times  daily. 
Children  (from  5 to  12  years),  1 tablet  three  or  four  times  daily. 
1.  Collective  studies,  Department  of  Medical  Research, 
Winthrop  Laboratories. 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the 
gamut  of  home  remedies  without  success,  $ 
pleasant-tasti ng  CREMOMYCIN  can  answer 
the  call  for  help.  It  can  be  counted  on  to  n 
consolidate  fluid  stools,  soothe  intestinal  J 
inflammation,  inhibit  enteric  pathogens,  e 
and  detoxify  putrefactive  materials  — usu-  '' 


ally  within  a few  hours. 

I 

CREMOMYCIN  combines  the  bacteriostatic  i 
agents,  succinylsulfathiazole  and  neomy- 
cin, with  the  adsorbent  and  protective  de-  ' 
mulcents,  kaolin  and  pectin,  for  compre-  ^ 
hensive  control  of  diarrhea.  } 

Si 

Indications:  Diarrhea.  Contraindications:  Kaolin:  G 
Withhold  if  diverticulosis  is  present  or  suspected,  i 
Precautions:  Sulfonamide:  Continued  use  requires^  ' 
supplementary  administration  of  thiamine  and  vita-  I 


your  for 
Cremomycin 
can  provide  relief 


min  K.  Neomycin:  Patient  should  be  observed  for 
new  infections  due  to  bacteria  or  fungi.  Side  Effects: 
Sulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
skin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
cytosis with  a fatal  outcome  has  been  reported). 
Reduction  of  thiamine  output  in  the  feces  and  of 
vitamin  K synthesis  has  been  observed.  Neomycin: 
Nausea,  loose  stools  possible. 

Before  prescribing  or  administering,  read  product 
circular  with  package  or  available  on  request. 


promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL 

Composition:  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
Gm.,  pectin  0.27  Gm. 

® MERCK  SHARP  &D0HME  Division  of  Merck  & Co..  Inc.,  West  Point,  Pa. 


Where  today’s  theory  is  tomorrow’s  therapy 


When 
tetracycline  * 
is  indicated  in  f 
these  candidates!^ 


for  Candida. 


• • 


New 

low-cost 

tetracycline/ 

antifungal 

therapy 

Tetrex:-F 

tetracycline 
phosphate  complex 
— nystatin 


Because  new  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  is  the  most 
economical  therapy  of  its  kind  that  you 
can  prescribe,  it  is  a sound  choice  whenever 
tetracycline  therapy  is  indicated  in 
patients  predisposed  to  monilial  infections. 
JFho  are  these  ‘‘candidates  for  Candida”? 

7. diabetic  patients 

2.nonp regnant  women  with  a history  of 
recent  or  recurrent  monilial  vaginitis 
5.  elderly  or  debilitated  patients 

4.  patients  with  a past  history  of  moniliasis 

5.  patients  on  long-term  tetracycline  or 
corticosteroid  therapy. 

For  these  patients,  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  provides 
efficient  tetracycline  therapy  against 
a broad  range  of  infections  plus  protection 
against  superinfection  associated  with  the 
overgrowth  of  6*.  albicans  in  the  G.I.  tract. 
Priced  for  savi  ngs 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  lowest  in  cost-priced  20% 
lower  than  most  tetracycline/antifungal 
products. 

BRISTOL  THERAPEUTIC  SUMMARY 

For  complete  information  consult  Official  Package  Circular. 

Indications:  Infections  of  respiratory,  gastrointestinal  and 
genitourinary  tracts  and  skin  and  soft  tissues  due  to  tetracycline- 
sensitive  organisms,  in  patients  with  increased  susceptibility  to 
monilial  infections. 

Contraindications:  The  drug  Is  contraindicated  in  patients  hyper- 
sensitive to  its  components. 

IFarninffs:  Photodynamic  reactions  have  been  produced  by  tetra- 
cyclines. Natural  and  artificial  sunlight  should  be  avoided  during 
therapy.  Stop  treatment  if  skin  discomfort  occurs.  No  cases 
of  photosensitivity  have  been  reported  with  Tetrex  (tetracycline 
phosphate  complex).  With  renal  impairment,  systemic  accumulation 
and  hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy, 
neonatal  period  and  childhood). 

Precautions:  Bacterial  superinfection  may  occur.  Infants  may 
develop  increased  intracranial  pressure  with  bulging  fontanels. 

In  gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months. 

Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue  therapy  for  10  days  in 
beta-hemolytic  streptococcal  infections.  Administer  one  hour 
before  or  2 hours  after  meals. 

Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250  mg.  tetracycline  HCl  activity  and 
250,000  units  of  nystatin.  Oral  Suspension,  60-ml.  bottle. 

Each  5 ml.  contains  tetracycline  equivalent  to  125  mg.  tetracycline 
hydrochloride  and  nystatin,  125,000  units. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York 
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at  Merck  Sharp  & Dohme... 


precedes  development 


understanding... 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledgethusacquired  might comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

^MERCK  SHARP  & DOHME  Division  of  Merck  & Co  , Inc  , West  Point,  Pa. 

Where  today’s  theory  is  tomorrow’s  therapy 
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The  formulations  listed  below  are  thoseM® 
ready-to-use  Baxter  Mannitol  solutions 'Ml 
now  available  for  many  vital 
clinical  situations.  For  completer;.-; 
information  on  Baxter  - 
Mannitol,  see  your  , ;; 

Baxter  representative.li 
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Blueprint  for  dealing  with  tension  due  to  stress— Prolixin— once-a-day 

For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps  ^ 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 


Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  may 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Quality  - the  Priceless  Ingredient 
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Norinyl,a««s 

(norethindrone  2 mg.  c mestranol  •/ 0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  100%  effectiveness 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucusi-i^  and  an  acceleration 
of  endometrial  changes.'-^.^-ie  with 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 
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plus  important  supportive  benefits 
that  help  her  through  those  critical  early 
months  of  oral  contraception 


fewest  possible  side  effects 


Low  incidence  of  BTB  and  spotting. 


nausea  and  amenorrhea  minimizes 
side  effect  problems  and  assures  max- 
imum patient  cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere  to 
prescribed  dosage  schedule:  individu- 
ally sealed  tablets  numbered  from  1 
through  20  plus  monthly  calendar 
record  enables  patient  to  double- 
check dosage  intake  by  day  and  cor- 
responding tablet  number. 


a well-informed  patient 

An  informative  64-page  purse-size 
book  for  full  patient  understanding 
and  cooperation.  Available  in  quanti- 
ties on  your  request. 


Contraindications:  Thrombophlebitis  or 
pulmonary  embolism  (current  or  past);  car- 
diac, renal  or  hepatic  dysfunction;  carci- 
noma of  the  breast  or  genital  tract; 
pregnancy;  severe  depression;  history  of 
cerebral  vascular  accident.  Warning:  If  sud- 
den onset  of  proptosis,  diplopia,  loss  of 
vision,  or  migraine  occurs,  stop  medica- 
tion pending  examination.  If  papilledema 
or  retinal  vascular  lesions  are  found,  with- 
draw medication.  Precautions:  When  lacta- 
tion is  desired,  withhold  Norinyl  until 
nursing  needs  are  established.  Existing  uter- 
ine fibroids  may  increase  in  size.  In  meta- 
bolic or  endocrine  disorders  careful 
clinical  preevaluation  is  indicated.  If  liver 
or  endocrine  function  tests  are  indicated, 
withhold  Norinyl  prior  to  tests.  Patients 
with  a history  of  epilepsy,  migraine  or 
asthma  require  careful  observation.  Thus 
far  no  deleterious  effect  on  pituitary,  ova- 
rian, adrenal  or  uterine  function  has  been 
noted;  however,  long-range  possible  effect 
on  these,  and  other  organs,  must  await 
more  prolonged  observation.  Side  Effects: 
Changes  in  the  menstrual  cycle,  symptoms 
resembling  early  pregnancy,  weight  gain. 


nausea,  headache,  dizziness,  nervousness 
and  irritability.  Dosage  and  Administra- 
tion: One  Norinyl  Tablet  orally  for  20  days, 
commencing  on  day  5 through  and  includ- 
ing day  24  of  the  menstrual  cycle.  (Day  1 
is  the  first  day  of  menstrual  bleeding.)  Avail- 
ability: Dispensers  of  20  and  60  tablets; 
bottles  of  100. 

References:  1.  Council  on  Drugs,  JAMA  187:664 
(Feb.  29)  1964.  2.  Bryans,  F.  E.:  Canad  Med  Ass 
J 92:287  (Feb.  6)  1965.  3.  Goidzieher,  J.  W.: 
Med  Clin  N Amer  48:529  (Mar.)  1964.  4.  Cohen, 
M.  R.:  Paper  presented  at  Symposium  on  Low 
Dosage  Oral  Contraception,  Palo  Alto,  Calif., 
July  15,  1965.  Reported  in  Med  Sci  16:26  (Nov.) 
1965.  5.  Hammond,  D.  O.:  Ibid.  6.  Rice-Wray, 
E.,  Goidzieher,  J.  W.,  and  Aranda-Rosell.  A.: 
Fertil  Steril  14:402  (Jul.-Aug.)  1963.  7,  Goid- 
zieher, J.  W.,  Moses,  L.  E.,  and  Ellis,  L.  T.: 
JAMA  180:359  (May  5)  1962.  8.  Kempers,  R.  D.: 
GP  29:88  (Jan.)  1964.  9.  Tyler,  E.  T.:  JAMA 
187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W.,  Mar- 
tinez-Manautou,  J.,  and  Maqueo-Topete,  M.: 
Fertil  Steril  16:158  (Mar. -Apr.)  1965.  11.  Flowers. 

C.  E.,  Jr.:  N Carolina  Med  J 25:139  (Apr.)  1964. 
12.  Goidzieher,  J.  W.:  Appl  Ther  6:503  (June) 
1964.  13.  The  Control  of  Fertility.  Report 
adopted  by  the  Committee  on  Human  Reproduc- 
tion of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers.  C.  E.,  Jr.: 
JAMA  188:1115  (June  29)  1964.  15.  Merritt.  R. 
I.:  Appl  Ther  6:427  (May)  1964.  16.  Newland, 

D.  O.:  Paper  presented  at  Symposium  on  Low 
Dosage  Oral  Contraception.  Palo  Alto,  Calif., 
July  15, 1965.  Reported  in  Med  Sci  16:26(Nov.)  1965. 


norethmdrone  — an  original  steroid  from 

SYNTEXS 

LABORATORIES  INC., PALO  ALTO,  CALIF 


Norinyl.*. 

(norethindrone  2 mg.  c mestranol  0.1  mg.) 


for  multiple  contraceptive  action 


for  April,  1966 
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The  T^ain  Is  Qone 


Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empiriffi  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains;  Codeine  Phosphate  gr.  V2  (Warning— May  be  habit  forming),  Phenacetin  gr.  2V2, 
Aspirin  gr.  3V2,  Caffeine  gr.  V2. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. , TUCKAHOE,  N.Y; 
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one  mid-morning 


one  mid-evening 


New 300  mg  tabiet 
It’s  made  for  b.i.d. 


ForAdults-2tablets  providea  full  24hours  oftherapy...withalltheextra 
benefits  of  DECLOMYCIN... lower  mg  intake  per  day... proven  potency... 
1-2  days’  “extra”  activity  to  protect  against  relapse  or  secondary  infection. 


I>ECLOMYCI]V 

DEMETHYLCHLORTETRACYCLINE 
300mg'  FILM  COATED  TABLETS 


Effective  in  a wide  range  of  everyday  infections 
—respiratory,  urinary  tract  and  others— in  the 
young  and  aged— the  acutely  or  chronically  ill— 
when  the  offending  organisms  are  tetracycline- 
sensitive. 

Warning  — In  renal  impairment,  usual  doses 
may  lead  to  excessive  systemic  accumulation 
and  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and.  if  therapy 
is  prolonged,  serum  level  determinations  may 
be  advisable.  A photodynamic  reaction  to  nat- 
ural or  artificial  sunlight  has  been  observed. 
Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction 
which  may  range  from  erythema  to  severe  skin 
manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients 


should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  dis- 
comfort. 

Precautions  and  Side  Effects  — Overgrowth  of 
nonsusceptible  organisms  may  occur.  Constant 
observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken. 
Use  of  demethylchlortetracycline  during  tooth 
development  (last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey- 
brownish).  This  effect  occurs  mostly  during 
long-term  use  but  has  also  been  observed  in 
short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels 
has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of 


treatment.  Side  reactions  include  glossitis, 
stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis 
and  dermatitis.  If  adverse  reaction  or  idiosyn- 
cracy  occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy.  Anaphylactoid  reac- 
tions have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or 
300  mg  b.i.d.  should  be  given  1 hour  before  or 
2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  of 
high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg  of  demethylchlortetracycline 
HCI. 

Tablets:  film  coated,  300  mg,  150  mg,  and 
75  mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


674-6  — 303S 


for  all  you  cold  sufferers  who^ve  been  looking  for  a cure-alL 

They  can't  cure  a cold.  We  can’t  cure  a cold.  You  can't  cure  a cold.  But  what  you  can  do  is  relieve  the  symptoms, 
making  the  patient  comfortable  and  the  cold  bearable. 

The  patient  suffering  from  head  cold  congestion,  for  instance,  should  breathe  easier  when  you  prescribe 
Novahistine  LP. 

Novahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physi- 
ologic mechanisms  which  prevent  infection  of  the  respiratory  tract.  Two  tablets  in  the  morning  and  two  in  the  evening 
will  provide  around-the-clock  relief  by  helping  to  keep  congested  air  passages  clear,  thus  enabling  your  cold  patient 
to  enjoy  normal  and  free  breathing. 

Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention.  Tell 
patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenyle- 
phrine hydrochloride,  25  mg.,  and  chlorpheniramine 
maleate,  4 mg. 

PITMAN-mOORE 

Division  of  The  Dow/  Chemical  Company,  Indianapolis,  U.S. A. 

For  relief  of  nasal  congestion. 


...made  on  your  SOOVISO  when  you  take  the  ECG 


Increase  your  knowledge  of  cardiac  condition  with  the  valuable  additional 
information  provided  by  heart  sound  recordings.  With  this  new  Sanborn 
Heart  Sound  Amplifier  clipped  to  the  front  of  your  500  VISO*  you  can 
immediately  obtain  clear,  sharply  defined,  graphic  records  — which  iden- 
tify the  location,  intensity  and  duration  of  the  sounds  and  murmurs  within 
the  cardiac  cycle.  Even  in  the  presence  of  complex  arrythmias,  marked 
tachycardias  and  other  conditions  which  may  complicate  or  prevent  accu- 
rate auscultation  by  stethoscope  alone,  a definitive  record  of  diagnostic 
quality  can  be  obtained  with  this  new  instrument.  Frequency  cutoffs  of 
50,  100,  250  and  500  cps  can  be  switch-selected  to  separate  murmurs 
which  might  otherwise  be  masked  by  other  heart  sounds.  As  an  electronic 
stethoscope,  all  sounds  from  50  to  2000  cps  can  be  heard  at  normal  or 
amplified  levels. 

This  precise  Sanborn  amplifier  has  convenient  controls  for  recording  the 
ECG,  PCG,  or  ECG  superimposed  on  the  PCG  . . . Cutoff  Frequency 
. . . Audiophone  Volume  . . . and  Sensitivity.  Complete  with  contact 
microphone,  cable  and  Audiophone  (for  use  as  an  electronic  stethoscope), 
Model  1506A  is  $450  f.o.b.  Waltham,  Mass,  (continental  U.S.).  For 
more  information,  use  the  convenient  coupon  below.  Sanborn  Division, 
Hewlett-Packard  Company,  Waltham,  Mass.  02154.  In  Europe,  Hewlett- 
Packard  S.A.,  54  Route  des  Acacias,  Geneva. 

•or  almost  any  other  ECG  with  a 50  mrn/sec.  chart  speed. 


□ Send  detailed  specifications  on  Sanborn  1506A  Heart  Sound  Amplifier. 

□ Have  HP/Sanborn  Field  Office  call  me  for  an  appointment. 


(address) 

(phone ) 

4R1 

(city)  (state) 

(zip  code) 

HEWLETT  » 

PACKARD ^ SANBORN 


DIVISION 
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ECONOMY 


When  you  prescribe  or  recommend  Allbee  with  C,  you  can  be  sure 
your  patient  is  getting  a rational,  specific  multivitamin  formulation  at 
an  economical  price.  The  potent  formula  is  sensible  and  simple.  It 
contains  therapeutic  amounts  of  the  water-soluble  B and  C vitamins. 
These  vitamins  are  expended  rapidly  in  the  body  and  need  to  be 
replenished  frequently.  There  are  no  extraneous  factors,  no  frills  in 
Allbee  with  C.  It's  the  no-nonsense  vitamin  in  the  yellow  and  green 
capsule  that  always  gives  your  patient  his  money’s  worth. 


Each  capsule  contains;  Thiamine  mon- 
onitrate (B,),  15  mg.;  Riboflavin  (Bz), 
10  mg.;  Pyridoxine  hydrochloride  (Be), 
5 mg.;  Nicotinamide,  50  mg.;  Calcium 
pantothenate,  10  mg.;  Ascorbic  acid 
(vitamin  C),  300  mg. 

A.  H.  ROBINS  COMPANY,  INC.,  D I |V|  C 

RICHMOND,  VIRGINIA  23220  /l^ri'| /U  D I IM  J 


—a  good  reason  for  i 

ALLBEE*  WITH  C 


THERE’S  NOTHING 
LIKE  A VACATION* 
FOR  RELAXING 
STRESS-INDUCED 
SMOOTH  MUSCLE 
SPASM  . . . 


. . NOTHING,  THAT  IS, 

EXCEPT  THE  SEDATIVE-ANTISPASMODIC 
BENEFITS  OF 


DONNATAL 


There’s  nothing  quite  like  a vacation  to  ease  the  pressures  of 
the  modern,  “workingday”  world.  And  for  the  patient  who  can’t 
get  away  from  it  all,  there’s  nothing  quite  like  Donnatal  to  relax 
stress-induced  smooth  muscle  spasm.  For  31  years  it  has  been 
the  antispasmodic-sedative  most  often  prescribed  for  relieving 
functional  disturbances  of  tone  and  motility  of  the  gastrointes- 
tinal tract. 

belladonna  alkaloids  in  optimally  balanced  ratio 

In  Donnatal,  natural  belladonna  alkaloids  are  rationally  balanced 
in  a specific,  fixed  ratio  that  provides  “the  greatest  efficacy  with 
the  smallest  possible  dose.’’^  They  avoid  the  clinical  uncertain- 
ties of  the  variable  tincture  and  extract  of  belladonna,  and  are 
considered  superior  in  range  of  action  to  atropine  alone. ^ 
Furthermore,  they  are  generally  recognized  as  being  more  effec- 
tive than  the  synthetics  for  relieving  visceral  spasm. 

phenobarbital  for  sedation 

Years  of  clinical  use  have  established  phenobarbital  as  one  of 
the  most  efficient  and  highly  regarded  sedatives.  In  fact,  for 
general  sedation  it  is  the  drug  of  choice.'*  In  Donnatal,  pheno- 
barbital potentiates  the  spasmolytic  effects  of  the  belladonna 
alkaloids,  lessening  emotional  tensions  and  checking  the  neuro- 
genic impulses  that  trigger  Gl  disorders. 

more  than  24  indications  in  PDR 

Donnatal  has  withstood  the  test  of  time  to  become  the  classic 
sedative-antispasmodic  because  of  its  unsurpassed  effective- 
ness, safety,  economy,  uniformity  of  composition,  and  dosage 
convenience.  Its  widespread  acceptance  and  usage  by  the  pro- 
fession can  also  be  attributed  to  its  versatility  in  treating  dis- 
orders characterized  by  smooth  muscle  spasm.  There  are  more 
than  two  dozen  distinct  and  separate  indications  for  Donnatal 
listed  in  the  current  PDR. 


IN  EACH  TABLET,  CAPSULE,  OR 
(5  cc.)  OF  ELIXIR 

hyoscyamine  sulfate 0.1037  mg. 

atropine  sulfate 0.0194  mg. 

hyoscine  hydrobromide  . . . 0.0065  mg. 

phenobarbital  ('A  gr.)  16.2  mg. 

(warning:  may  be  habit  forming) 


IN  EACH  EXTENTAB 

hyoscyamine  sulfate 0.3111  mg. 

atropine  sulfate 0.0582  mg. 

hyoscine  hydrobromide  . . . 0.0195  mg. 

phenobarbital (V4  gr.)  48.6  mg. 

(warning:  may  be  habit  forming) 


BRIEF  SUMMARY:  Blurring  of  vision, 
dry  mouth,  difficult  urination,  and  flush- 
ing or  dryness  of  the  skin  may  occur 
on  higher  dosage  levels,  rarely  on 
usual  dosage.  Administer  with  caution 
to  patients  with  incipient  glaucoma, 
or  urinary  bladder  neck  obstruction. 
Contraindicated  in  acute  glaucoma, 
advanced  renal  or  hepatic  disease,  or 
a hypersensitivity  to  any  of  the  ingre- 
dients. 


REFERENCES:  1.  Vollmer,  H.:  Arch.  Neurol, 
and  Psychiat.,  43:1057,  1940.  2.  Morrissey, 
J.H.:  J.  Urology,  57:635,  1947.  3.  Krantz,  J.C., 
Jr.,  and  Carr,  C.J.:  Pharmacological  Prin- 
ciples of  Medical  Practice,  2nd  ed,,  Balti- 
more (1954),  552. 


'This  one  at  Westover,  elegant  Colonial  Vir- 
ginia plantation,  located  on  the  James  River 
near  Richmond.  Built  in  the  early  1730's  by 
William  Byrd  II,  founder  of  Richmond,  it  is 
now  the  home  of  Mrs.  Bruce  Crane  Fisher. 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND,  VA. 
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New  Mexico  Medical  Society 


May  10-13,  1966 

Albuquerque,  New  Mexico 


TUESDAY,  MAY  10 


FIRST  CLINICAL  SESSION 


Western  Skies  Hotel 

2:00  p.m.  First  Session,  House  of  Delegates 
3:30  p.m.  Reference  Committee  Meetings 


WEDNESDAY,  MAY  1 1 

9:00  a.m.  Orientation  Course  for  New  Members 
12:15  p.m.  Luncheon  for  New  Members 
2:30  p.m.  Second  Session,  House  of  Delegates 
6:30  p.m.  Convention  Mixer 


THURSDAY,  MAY  12 

Student  Union,  University  of  New  Mexico 

8:30  a.m.  Opening  Ceremonies  (Ballroom) 

Presiding:  Omar  Legant,  M.D.,  Immediate 
Past-President 

Invocation:  Jack  C.  Redman,  M.D. 
Welcome:  Tom  Popejoy,  President,  Univer- 
sity of  New  Mexico 

Presidential  Address:  Robert  P.  Beaudette, 
M.D.,  Raton 


Presiding:  Robert  P.  Beaudette,  M.D., 
President 

9:00  a.m.  “The  Newer  Penicillins” 

Jay  P.  Sanford,  M.D.,  Professor  of  Med- 
icine, University  of  Texas  Southwestern 
Medical  School,  Dallas 

9:45  a.m.  “Prevention  of  Rubeola  and  Rubella” 
Alexander  L.  Kisch,  M.D. 

Assistant  Professor  of  Medicine,  Univer- 
sity of  New  Mexico  School  of  Medicine, 
Albuquerque 

10:15  a.m.  “Urinary  Tract  Infection” 

Jay  P.  Sanford,  M.D. 


10:45  a.m.  Intermission 

11:00  a.m.  Panel  on  Infections 
Panelists: 


Alexander  L.  Kisch,  M.D. 
Jay  P.  Sanford,  M.D. 


SECOND  CLINICAL  SESSION 

Presiding;  Tom  L.  Carr,  M.D.,  President- 
Elect 

2:00  p.m.  “Practical  Aspects  of  Oxygen  Therapy” 

Theodore  N.  Finley,  M.D.,  Associate  Pro- 
fessor of  Medicine,  University  of  New 
Mexico  School  of  Medicine,  Albuquerque 

2:45  p.m.  “Treatment  of  Respiratory  Distress  Syn- 
drome” 

William  H.  Tooley,  M.D.,  Associate  Pro- 
fessor of  Pediatrics  and  Staff,  University 
of  California  Medical  Center,  San  Fran- 
cisco 

3:30  p.m.  Intermission 

3:45  p.m.  Panel  on  Inhalation  Therapy 
Panelists: 

Theodore  N.  Finley,  M.D. 

William  H.  Tooley,  M.D. 

Western  Skies  Hotel 

7:00  p.m.  Cocktails 

8:00  p.m.  Dinner-Dance 

FRIDAY,  MAY  13 

Student  Union,  University  of  New  Mexico 

THIRD  CLINICAL  SESSION 

Presiding:  Emmit  Jennings,  M.D.,  Vice- 
President 

9:00  a.m.  “Treatment  of  Shock” 

Max  H.  Weil,  M.D.,  Associate  Professor  of 
Medicine  and  Director,  Shock  Research 
Unit,  University  of  Southern  California, 
Los  Angeles 

9:45  a.m.  “Treatment  of  Burns” 

Walter  E.  Switzer,  M.D.,  Lt.  Col.,  MC, 
Chief,  Clinical  Division,  U.  S.  Army  Sur- 
gical Research  Unit,  Brooke  Army  Med- 
ical Center,  Fort  Sam  Houston,  Texas 


10:30  a.m.  Intermission 

10:45  a.m.  Panel  on  Shock 
Panelists: 

Walter  E.  Switzer,  M.D. 

Max  H.  Weil,  M.D. 

Martin  Brandfonbrener,  M.D.,  Asso- 
ciate Professor  of  Medicine,  New  Mex- 
ico School  of  Medicine 

James  S.  Clarke,  M.D.,  Chairman,  De- 
partment of  Surgery,  New  Mexico 
School  of  Medicine 


FOURTH  CLINICAL  SESSION 

Presiding:  John  D.  Abrums,  M.D.,  Secre- 
tary-Treasurer 

2:00  p.m.  “Tranquilizers  and  Energizers” 

Leo  E.  Hollister,  M.D.,  Associate  Chief 
of  Staff,  Veterans’  Administration  Hos- 
pital, Palo  Alto,  California 

2:45  p.m.  “Birth  Control  From  the  Clinician’s  Stand- 
point” 

Charles  C.  Bollinger,  M.D.,  Chief,  Ob- 
Gyn,  USPHS,  Gallup 

3:30  p.m.  Intermission 

3:45  p.m.  “The  Problem  of  Contact  Lenses” 

Philip  P.  Ellis,  M.D.,  Associate  Professor 
and  Head  of  Opthalmology,  University  of 
Colorado,  Denver 

AUXILIARY  PRCGRAM 

May  10 — Luncheon  for  Board  Members 

May  I I 

9:30  a.m.  General  Meeting 

12:00  noon  Luncheon — Sandia  Peak 

7:00  p.m.  Convention  Mixer 

May  12 

10:00  a.m.  Mexican  Brunch 

8:00  p.m.  D inner-Dance 


Philip  P.  Ellis,  M.D.  Alexander  L.  Kisch,  M.D.  C.  C.  Bollinger,  M.D. 


Leo  E.  Hollister,  M.D. 


The  Twenty-first  Annual  Meeting  of  the 
Ogden  Surgical  Society — Orpheum  Theatre 
and  Hotel  Ben  Lomond — Ogden,  Utah 

May  18,  19,  20,  1966 

Program 

“Present  Indications  for  Surgery  in  Thyroid  Disease” 
“The  Complications  of  Gallbladder  Disease” 

Bently  Colcock,  MD,  Lahey  Clinic,  Boston. 
“Emotional  Problems  Preceding  and  Following  Sur- 
gery” 

“Shaping  Everyday  Emotional  Problems  in  a Manner 
to  Strengthen  Us” 

O.  Spurgeon  English,  MD,  Professor  of  Psychia- 
try, Temple  University,  Philadelphia. 

“Choice  of  Treatment  for  Peptic  Ulcer” 

“Treatment  of  Massive  Gastro-intestinal  Hemor- 
rhage” 

Professor  Sir  Charles  Illingworth,  Professor  of 
Surgery,  University  of  Glasgow,  Scotland. 
“Pathophysiology  of  Graves’  Disease” 

“Pitfalls  in  the  Diagnosis  of  Hypothyroidism” 

Sydney  H.  Ingbar,  MD,  Chief,  Endocrine  Division, 
Harvard  Medical  School,  Boston. 

“Fractures  in  Children  Are  Different” 

“Injuries  and  Disabilities  About  the  Shoulder” 

Claude  Lambert,  MD,  Clinical  Professor  of  Ortho- 
pedics, University  of  Illinois,  Chicago. 

“Prolonged  Pulmonary  Ventilation  in  the  Newborn” 
“Management  of  Operating  Room  Emergencies” 

M.  Digby  Leigh,  MD,  Head,  Division  of  Anes- 
thesiology, Children’s  Hospital  of  Los  Angeles. 
“Diabetic  Retinopathy — Attempts  at  Treatment” 

John  McLean,  MD,  Attending  Surgeon  in  Charge 
— Ophthalmology,  New  York  Hospital,  Cornell 
Medical  Center,  New  York. 

“Cancer  of  the  Stomach” 

Alton  Ochsner,  MD,  Chief  of  Surgery,  Ochsner 
Clinic,  New  Orleans. 

“Heart  Surgery  in  the  Newborn  and  Infant” 

“Surgery  of  Occlusive  Vascular  Disease  of  the  Lower 
Extremities” 

John  Ochsner,  MD,  Ochsner  Clinic,  New  Orleans. 
“Urinary  Tract  Infection  in  Children” 

“Current  Treatment  of  Nephrotic  Syndrome  in  Chil- 
dren” 

Conrad  Riley,  MD,  Professor  of  Pediatrics,  Uni- 
versity of  Colorado,  Denver. 

“Wound  Shock” 

“Treatment  of  Diseases  of  the  Vein” 

Fiorindo  Simeone,  MD,  Professor  of  Surgery, 
Western  Reserve  University,  Cleveland. 


“Crash  Protection  of  Air  Transport  Passengers” 

John  Stapp,  Colonel,  Armed  Forces  Institute  of 

Pathology,  Washington,  D.  C. 

“Cellular  Effects  of  Air  Pollutants” 

John  R.  Ward,  MD,  Assoc.  Professor  of  Medicine, 

University  of  Utah,  Salt  Lake  City. 

“Abdominal  Pregnancy” 

“Tubular  Pregnancy” 

Augusta  Webster,  MD,  Professor  of  Obstetrics, 

Northwestern  University  Medical  School,  Chicago. 

Other  Features 

Symposium  on  “Thyroid  Disease,”  moderated  by 
Kenneth  Castleton,  Dean,  University  of  Utah  College 
of  Medicine.  Panel  members:  Bently  Colcock,  Alton 
Ochsner,  Sydney  Ingbar  and  Frank  Tyler,  Professor 
of  Medicine,  University  of  Utah  College  of  Medicine. 

“What  Happened  to  the  Passengers  in  the  Boeing 
727  Crash  in  Salt  Lake  City,  November,  1965” — 
C.  Hilmon  Castle,  MD,  University  of  Utah  College 
of  Medicine. 

“My  Specialty — 1970”:  John  Ochsner,  Conrad 
Riley,  M.  Digby  Leigh,  Charles  Illingworth  and 
Augusta  Webster. 

Congressman  Laurence  H.  Burton — “Medicare.” 

Social  Events 

Dinner-Dance  with  entertainment  at  the  Thiokol 
Management  Training  Center  in  Ogden  Canyon. 

For  the  Ladies- — Get  Acquainted  Brunch,  Wednes- 
day morning;  Fashion  Show,  Thursday  afternoon. 

AMA  Committee  on  Nursing 

“The  Responsibility  of  the  Physician  to  the  Regis- 
tered Nurse”  will  be  discussed  in  Chicago,  June  27, 
1966  during  the  115th  annual  convention  of  the 
American  Medical  Association. 

The  afternoon  program,  sponsored  by  the  AMA 
Committee  on  Nursing,  will  be  held  in  Room  11  of 
McCormick  Place  as  a part  of  the  Convention’s 
scientific  program. 

Donald  B.  Eifler,  MD,  Department  of  Thoracic 
and  Cardiovascular  Surgery,  Cleveland  Clinic,  Cleve- 
land, Ohio  and  Jo  Eleanor  Elliott,  RN,  president, 
American  Nurses’  Association,  and  director  of  nurs- 
ing programs.  Western  Interstate  Commission  for 
Higher  Education,  University  of  Colorado,  Boulder, 
Colo.,  will  each  present  a formal  paper  on  the  sub- 
ject. 

A cordial  invitation  is  extended  to  all  nurses  to 
attend  this  program.  Since  a badge  is  required  for 
attendance  at  all  clinical  meetings  and  exhibits,  be 
prepared  to  present  some  identification  at  a nurse 
registration  desk  which  will  be  located  in  the  lobby 
of  McCormick  Place,  first  level. 

Additional  information  may  be  obtained  by  writing 
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Department  of  Nursing,  American  Medical  Associa- 
tion, 535  North  Dearborn,  Chicago,  Illinois  60610. 

Pediatric  Seminar 

The  Pediatric  Seminar  to  be  held  at  Children’s 
Hospital,  San  Diego,  California,  is  the  seventh  an- 
nual Seminar  for  this  group. 

Registration  is  scheduled  for  noon,  June  29,  with 
afternoon  session  followed  by  morning  sessions  on 
June  30  and  July  1.  Registration  fee  will  be  $25. 
Speakers  will  be  announced  at  a later  date. 

Eighteenth  Annual  Meeting, 

Southwestern  Surgical  Congress 

April  18-21,  1966 

Flamingo  Hotel,  Las  Vegas,  Nevada 

Member  surgeons  from  the  twelve  state  area  of 
The  Southwestern  Surgical  Congress  and  surgeons 
from  throughout  the  U.  S.  will  attend  the  eighteenth 
annual  meeting  to  hear  such  eminent  Guest  Speakers 
as  Dr.  Robert  M.  Zollinger,  Ohio  State  University 
and  Dr.  Alton  Ochsner,  New  Orleans,  Louisiana.  The 
program  will  include  a variety  of  informative  and 
interesting  subjects  and  one  afternoon  has  been  de- 
voted to  section  meetings  in  Thoracic  and  Cardio- 
vascular surgery,  as  well  as  G.I.  and  Biliary  Tract 
surgery.  Cine-Clinics  have  been  scheduled  to  pre- 
cede the  Scientific  Program,  Tuesday,  Wednesday 
and  Thursday  mornings. 

Local  arrangements,  under  the  direction  of  Dr. 
Kirk  V.  Cammack  and  Mrs.  L.  Chandler  Roettig 
are  well  in  hand  and  a highly  entertaining  social 
schedule  is  planned. 

Fourth  Biennial  Las  Vegas  Cancer  Seminar 

The  Nevada  State  Chapter  of  the  American  Can- 
cer Society  is  holding  a Cancer  Seminar  at  the  Fla- 
mingo Hotel,  beginning  Thursday  noon,  April  21, 
through  Saturday,  April  23.  Attendants  to  the  South- 
western Surgical  Congress  meeting  have  been  invited 
to  attend  these  three  half-day  meetings. 

Distinguished  Guest  Speakers  for  this  Seminar 
include  Dr.  Karl  Clawson,  Prof,  of  Thoracic  Surgery, 
Ohio  State  University;  Dr.  George  Block,  University 
of  Chicago;  Dr.  H.  Mason  Morfit,  University  of  Col- 
orado; Dr.  Owen  H.  Wangensteen,  University  of 
Minnesota;  Dr.  Robert  Sullivan,  Director  of  Cancer 
Research,  Lahey  Clinic;  Dr.  Hugh  Auchincloss,  Jr., 
Columbia  Univ.;  Dr.  Lawrence  McCormick,  Chief 
Pathologist,  Cleveland  Clinic  and  Dr.  Roger  Harvey, 
Chairman,  Department  of  Radiology,  Illinois. 

If  you  plan  to  stay  over  for  this  meeting,  it  will  be 
necessary  to  make  your  hotel  reservations  accord- 
ingly. 

Michael  Reese  Hospital  Staff 
Alumni  Association 

The  Alumni  reunion  banquet  will  be  held  Tuesday 
evening,  June  28  at  the  Standard  Club.  The  cocktail 


party  will  start  at  6:30  p.m.  The  annual  reunion 
program  will  then  be  continued,  Wednesday,  June 
29,  1966.  The  program  will  include  morning  clinic 
and  lunch  at  the  Michael  Reese  Hospital  and  Med- 
ical Center. 

Former  house  staff  and  present  attending  staff 
members  are  urged  to  make  their  reservations  at 
once.  Michael  Reese  Hospital  Alumni  Association, 
29th  St.  and  Ellis  Ave.,  Chicago,  Illinois  60616. 

Spring  Climes 

Spring  Clinics  of  Children’s  Hospital,  Denver, 
will  be  held  on  June  13,  14,  and  15,  1966.  Guest 
speakers  will  be  Robert  Greenberg,  MD,  Stanford 
University,  Eugene  Lahey,  MD,  University  of  Utah 
and  Hugh  Lynn,  MD,  the  Mayo  Clinic.  For  in- 
formation write:  Joseph  Butterfield,  MD,  Children’s 
Hospital,  Denver,  Colorado  80218. 

American  Academy  of  General  Practice 

The  Nevada  Chapter  of  AAGP  will  hold  a scien- 
tific session  May  12-13,  1966  at  the  Sparks  Conven- 
tion Center,  Sparks,  Nevada. 

For  further  information,  contact  John  M.  Watson, 
MD,  Program  Chairman,  Sparks  Medical  Center, 
1001  Pyramid  Way,  Sparks,  Nevada  89431. 


“It  says:  ‘Help!  Fm  being  held  prisoner  in  surgery.’  ” 
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In  Fractures:  B and  C vitamins  are  therapy 

Stress  formula  vitamins  are  a key  factor  in  bone  and  tissue  regeneration.  To  meet  the 
increased  metabolic  demands,  STRESSCAPS  offers  therapeutic  amounts  of  B and  C 
vitamins  as  an  aid  to  smoother  convalescence  and  earlier  rehabilitation.  In  fractures, 
as  in  many  other  conditions  of  physiologic  stress,  STRESSCAPS  vitamins  are  therapy. 

STRESSCAPS  [1] 

Stress  Formula  Vitamins  Lederle  Btij'i'NiuulnJ 
^^^LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


Each  capsule  contains: 

Vitamin  Bi  (ThiamineMononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  Ba  (Pyridoxine  HCI) 

2 mg. 

Vitamin  Bu  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

capsule 

daily,  for  the  treatment  of  vitamin  de- 

ficiencies.  Supplied  in  decorative  "re- 

minder"  jars  of  30  and  100;  bottles  of  500. 

r 


Are  docTORS  pEopU? 


Lately,  Doctor,  we've  had  rather 
heartening  evidence  that  physicians 
sometimes  act  like  human  beings 
(such  as  prescribing  for  themselves 
two  or  three  ounces  of  California 
wine  in  the  control  of  hypertension, 
cardiovascular  tendencies,  cantan- 
kerousness, or  other  problems). 

In  fact,  recently  we  offered  you  our 
expensive, beautiful  but  underpriced 
cookbooks  "FAVORITE  RECIPES  OF 
CALIFORNIA  WINEMAKERS"  and 
the  new  "ADVENTURES  IN  WINE 
COOKERY  BY  CALIFORNIA  WINE- 
MAKERS." Both  $2  per  copy  post- 
paid. Your  doctorly  response",  bless 
you,  was  a polite  but  generous 
landslide. 

We're  selling  wine  cookbooks  to 
doctors  like  crazy.  You  like  good 
food,  and  so  do  your  wives,  it 
appears. 

So,  may  we  again  modestly  offer 
you  the  world's  most  unusual  cook- 
books, for  home  enjoyment  or  gift- 


ing? Just  drop  us  a note  on  your 
professional  letterhead,  with  as  many 
two-dollarses  as  required.  And  we 
will  also  send  you  — without  charge, 
of  course— a "must"  reference  work 
for  your  consultation  room: 

"USES  OF  WINE  IN  MEDICAL 
PRACTICE" 

We  insist  you  send  for  the  1965 
edition  of  the  latter,  free,  whether 
or  not  you  are  in  a culinary  mood. 
And  please  note,  in  it,  the  research 
findings  on  hypertension  and  cardio- 
vascular condition,  vis-a-vis  wine. 
And  also  the  data  suggesting  that  in 
many  regions  where  a high-fat  diet 
is  balanced  by  sufficient  wine  con- 
sumption, the  incidence  of  coronary 
disease  appears  to  be  relatively  low. 
We  are  proud  of  our  part  in  many 
of  these  worldwide  studies,  designed 
to  help  you  in  your  own  practice. 
We  toast  you  in  California  wine: 
Good  cess,  good  cooking,  and  long- 
lived  patients  to  you!  iSalud,  Doctor! 


WINE  ADVISORY  BOARD,  DEPT.  I03E,  717  MARKET  STREET,  SAN  FRANCISCO,  CALIFORNIA  9410J. 
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_16  • Section  3 

Lost  and  Found 

CHIHUAHUA  — Lost-fem.  Tan  and 

white  Reward  Irving-Calif  )R  8-03>i1  • 

Lost 

THE  BITTER  TASTE  OF 
ORAL  PENICILLIN. 

See  V-Cillin  K® 
for  full  details. 


"dCg  found— Black 
10-26  Lincoln  Park 
DOBERMAN  lost  — j 
Children  heartj 
Ci 

GER* 


Peke.  temale. 

'est.  943-0794 
nh,  brown. 
M.  Vic. 


_n  - 

Feoherd.  '95;.'  side  i 

'rZ!Town  vie.  Eu- 
ir  w .Ji  — Ih  liger,  Pdf' 

»^cll5.  Youn«*i' iij  Regard. 

V'y  marked.. 
r, -r -ten -Lost 


Found' 

A MORE  PLEASANT  V<At  TO 
'take  ORAL  PENICILUI 

Check  V-Cillin  K 
for  the  facts. 


DO&  'TSst-Sdbl*  1 

§MrTfBM  ^ 
o*SS"St?*re..'JE 


Patients  won’t  complain  about 
bitter  penicillin  taste  when  you 
specify  V-Cillin  K.  Here’s  why:  It 
has  a special  coating,  only  one  and 
a half  thousandths  of  an  inch  thick. 
Because  it  is  designed  to  dissolve 
after  approximately  six  seconds,  this 
barrier  to  bitterness  remains  on  the 
tablet  as  it  slides  past  the  tongue. 
When  the  tablet  reaches  the 
stomachy  however,  the  coating  has 
dissolved,  and  the  penicillin  is  ready 
for  immediate  absorption  into 
the  bloodstream. 

Result?  The  proved  efficacy  of 
potassium  penicillin  V without  the 
penalty  of  bitter  taste. 

Indications:  V-Cillin,.  K is  an  antibiotic  ‘ 
■■T  useful ■in^thfe'trgaffient  of  streptococcus, 

pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains 
of  staphylococci. 

Contraindications  and  Precautions: 
Although  sensitivity  reactions  are  much  less 
common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be 
" administered  to  patients  with  a history 

of  allergy  to  penicillin.  As  with  any  antibiotic, 
observation  for  overgrowth  of  nonsusceptible 
organisms  during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000 
units)  three  tinies  a day  to  250  mg.  every 
four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg., 
and  V-Cillin  K,  Pediatric,  125  mg.  per  5-cc. 
teaspoonful,  in  40, 80,  and  150-cc.-size  packages. 


V-Cillin  K* 

Potassium  Phenoxymethyl  Penicillin 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana. 

600050 
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“The  moving  finger  writes;  and  having  writ 
Moves  on:  nor  all  your  piety  nor  wit 
Shall  lure  it  back  to  cancel  half  a line 
Nor  all  your  tears  wash  out  a word  of  it.” 

— Omar  Khayyam 


A Second  Look* 


L HE  PHILOSOPHY  expressed  in  these  lines  has 
never  had  greater  meaning  for  any  than  the 
medical  profession  in  the  United  States  in  these 
days  of  the  “Great  Society.”  The  history  of  gov- 
ernment-sponsored medical  care  plans  through 

the  years  has  been  that 
few  have  been  revised — 
or  lessened.  While  that 
which  has  not  yet  hap- 
pened should  not  damp- 
en our  spirits,  the  lessons  of  history  must  not  be 
lost.  We  are  living  in  an  age  of  revolution.  A 
social  and  political  revolution  is  in  full  flood  about 
us,  involving  far  more  than  the  mores  of  medical 
care  and  practice.  The  philosophies  which  are  im- 
plicit in  the  Peace  Corps,  the  Job  Corps,  the  Anti- 
Poverty  Program  are  certainly  a departure  from 
traditional  American  thinking.  The  judicial  rulings 
relative  to  school  prayer  and  the  edict  of  one  man- 
one  vote  in  relation  to  State  Legislative  bodies  is 
a sharp  departure  from  our  past.  Since  1936,  how- 
ever, with  the  institution  of  the  Social  Security 
Program,  increasing  reliance  has  been  encouraged 
to  be  placed  in  the  Federal  Government  for 
“SECURITY.” 


This  last  word  may  well  be  the  bellwether  of 
disaster.  Those  who  place  security  above  progress 
court  a deteriorating  society,  and  the  end  result 
is  disaster — not  progress! 

We  who  are  so  intimately  related  with  a part 
of  this  revolution,  opposing  it  with  every  fiber 
of  our  being,  only  to  suffer  a reversal,  must  at 
this  time  undertake  a sharp  and  agonizing  reap- 
praisal of  our  aims  and  goals  as  these  relate  to 
the  people  of  this  land.  The  results  of  the  last 
two  national  elections  have  been  to  leave  us  with 


the  conviction  that  we  are  a minority  group  sup- 
porting a minority  opinion.  While  the  function  of 
the  minority  must  in  a democratic  society  be  to 
oppose,  it  cannot  be  to  obstruct. 


* This  splendid  editorial  was  submitted  by  its  author,  Dr. 
Harry  McKinnon,  for  Nevada’s  special  issue,  the  Rocky 
Mountain  Medical  Journal  for  March,  1965  Space  did  not 
permit  its  inclusion  at  that  time. 


It  is  quite  likely  that  those  involved  in  any  rev- 
olution are  the  least  able  to  appreciate  its  end 
result,  whether  for  good  or  ill.  We  must  be  realis- 
tic and  recognize  that  the  opposing  forces  about 
us  may  be  sufficiently  strong  to  destroy  us  if  we 
attempt  to  fly  in  their  faces;  and  so  we  must 
search  for  ways  in  which  we  can  use  these  forces 
to  obtain  superior  medical  care  for  our  patients 
and  preserve  the  residue  of  our  own  freedoms. 
We  might  compare  our  situation  to  that  of  the 
hurricane  hunters  who  fly  through  the  enormous 
wind  forces  seeking  the  “eye.”  These  people  use 
the  winds  to  aid  in  their  entry  and  their  exit 
rather  than  to  overpower  the  tremendous  forces 
of  nature. 

Failure  to  learn  from  experience  is  the  mark 
of  naivete.  A proper  evaluation  of  the  social 
forces  in  the  world  for  the  past  50  years  and  an 
attempt  to  present  a positive  program  might  well 
have  prevented  the  passage  of  the  “Medicare” 
Law.  Our  leaders  must  in  the  future  provide  us 
with  forward-looking,  dynamic  guidance  geared 
to  the  time  and  projected,  after  appropriate  con- 
sultation with  the  social  scientist,  to  the  future. 
The  head-in-the-sand  “ostrich  attitude”  of  the 
past  must  go  forever.  We  must  become  and  re- 
main an  integral  part  of  the  community,  state, 
and  nation.  We  must  be  willing  to  extend  our  own 
horizons  and  to  change  our  views  as  circum- 
stances demand  within  the  scope  of  the  American 
way  of  life.  When  we  become  more  catholic  in  our 
social  attitudes,  we  will  find  numbers  of  non-medi- 
cal people  who  are  thinking  well  on  topics  of 
medical  care  and  who  feel  strongly  about  certain 
issues.  It  is  our  duty  to  listen  attentively  to  ideas 
of  this  type,  to  evaluate  and  channel  them  prop- 
erly so  they  may,  if  there  is  real  merit,  bear  fruit. 
Then,  too,  the  lay  public  should  meet  us,  as 
physicians,  at  the  halfway  point  and  accept  the 
historical  and  traditional  philosophy  of  medicine 
— “Our  objects  are  to  promote  the  science  and 
art  of  Medicine  and  the  betterment  of  the  public 
health.” 

There  can  be  little  doubt  that  too  many  of  the 
older  people  have  in  the  past  had  too  little  medi- 
cal care  coverage — the  reasons  for  this  are  of 
course  many  and  are  deeply  rooted  in  the  security 
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revolution — and  these  people  have  been  medically 
second-class  citizens.  We,  smug  and  self-satisfied, 
confident  that  what  was  good  enough  in  the  past 
would  do, ' failed  to  recognize  the  many  signals 
that  what  was,  will  never  again  be  acceptable. 
The  signals  were  there.  We  failed  to  read  them. 

Our  posture  with  regard  to  PL  89-97  must  re- 
main that  of  good  citizens  and  physicians;  to  obey 
the  law,  though  by  due  process  we  can  seek  to 
alter  it  and,  while  this  is  the  law,  to  find  ways 
within  its  structure  to  offer  the  best  care  American 
Medicine  has  to  all  of  the  people.  We  must  not 
compromise,  however,  either  our  ethics  or  the 
quality  of  medical  care,  for  in  compromise  is  im- 
plied a rightness  to  both  sides  of  a dispute.  In 
these  areas  we  can  yield  to  no  man.  We  are  our 
peers — and,  so  presented,  this  view  will  be  sus- 
tained by  the  people. 

We  must  then  tend  to  our  primary  business — 
the  care  of  the  sick — without  consideration  of 
their  ability  to  pay.  But,  as  a matter  of  principle, 
we  may  consider  from  whence  come  the  moneys 
with  which  they  pay  our  fee.  We  cannot  neglect 
our  older  patients  and  must  be  prepared  to  accept 
them  despite  the  road  they  elect  to  travel.  We 
must  be  prepared  to  sit  down  at  the  conference 
table  to  ensure  that  the  regulations  which  are 
written  from  time  to  time  are  reasonable  and  that 
they  provide  no  encroachment  on  the  vital  areas 
of  quality  and  ethics.  The  road  will  not  be  an 
easy  one  and  will  demand  courage,  determina- 
tion, perspicacity,  and  self-sacrifice — qualities  no 
stranger  to  medicine. 

The  desirable  course  of  action  is  through  the 
established  channels  of  organized  medicine,  from 
the  county  society  to  the  state  and  to  the  AM  A. 
If  the  policies  enunciated  do  not  satisfy  you,  as 
physicians,  the  power  to  change  is  yours.  And, 
perhaps,  change  might  be  in  order.  Too  few  of 
our  young  men,  those  most  affected  by  these  deci- 
sions, partake  in  their  making.  We  want,  after 
all,  to  live  not  in  the  past  but  in  the  world  of 
tomorrow.  We  should  find  ways  to  broaden  the 


involvement  of  physicians  with  their  medical  so- 
cieties and  with  the  AMA — and  with  society  as 
a whole.  The  several  medical  societies,  including 
the  AMA,  must  find  ways  of  broadening  their 
representative  base.  Representation  at  all  levels 
must  not  be  allowed  to  seem  remote.  This  prob- 
lem is  in  part  the  fault  of  physicians  who  fail  to 
participate  actively  and  in  part  a failure  of  or- 
ganized medicine  at  all  levels  to  communicate 
lucidly  to  its  membership. 

May  we,  as  physicians,  profit  by  the  experi- 
ences of  the  past,  unify  our  ranks  by  supplying 
mature  and  wise  leadership  for  the  present,  and 
eagerly  look  forward  with  an  abundance  of  sage 
and  energetic  participation  in  the  problems  of 
the  future  in  order  to  convince  all  Americans 
that  our  ultimate  goal  is  to  keep  America  great 
and  retain  our  traditionally  and  historically  im- 
portant American  Way  of  Life  with  its  American 
freedoms. 

HARRY  J.  MCKINNON.  JR.,  MD 

Las  Vegas,  Nevada 


Dr.  Paul  R.  Hawley  (Major  General  USA 
ret.)  died  in  Walter  Reed  Army  Hospital  on 
November  24,  1965.  He  was  buried  in  Arlington 
National  Cemetery  with  full  military  honors. 
Many  of  us  will  remember  General  Hawley  as 


Death  of  Major 

General 

Paul  R.  Hawley 


the  chief  of  medical  and 
surgical  phase  of  the 
American  Expeditionary 
Force  in  the  European 
Theater  during  World  War 
II.  Those  of  us  who  served  under  him  never  ques- 
tioned his  great  stature  as  physician  as  well  as  a 
career  army  officer. 

After  the  war.  Dr.  Hawley  carried  on  as  a 
leader  in  the  capacity  of  Director  of  the  American 
College  of  Surgeons.  He  was  an  Honorary  Mem- 
ber of  the  Colorado  Medical  Society.  To  his 
widow,  who  resides  in  Shady  Side,  Maryland,  we 
take  this  means  of  paying  a belated  tribute  to  our 
distinguished  colleague. 
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A positive  PKU  screening  test: 

what  does  it  mean? 


This  great  forward  step  in  prevention  of 
mental  retardation  is  based  upon  firm 
scientific  evidence  and  principles  clearly 
defined  in  this  article. 

Phenylketonuria  (PKU)  is  an  hereditary  meta- 
bolic disease  produced  by  the  deficiency  of  the 
enzyme  phenylalanine  hydroxylase  which  leads  to 
an  impaired  conversion  of  phenylalanine  to  tyro- 
sine. There  is  considerable  data  to  show  that  this 
leads  to  mental  retardation  unless  a diet  low  in 
phenylalanine  is  started  early  in  infancy.  It  is, 
therefore,  of  the  utmost  importance  to  diagnose 
PKU  at  the  earliest  possible  time.  Early  diagnosis 
of  PKU  in  infants  depends  upon  the  detection 
of  an  elevated  serum  phenylalanine  level.  This 
is  the  reason  that  blood  screening  tests  for  PKU 
have  become  so  prevalent  (Figure  1). 


HOMOGENTISIC  ACID 


Fig.  1.  Metabolism  of  phenylalanine  with  location  of 
block  in  PKU  and  our  patient. 

The  incidence  of  an  elevated  phenylalanine  level 
(i.e.,  above  4 mg/ 100  ml)  in  the  first  week  of 
life  is  about  1 in  300  as  contrasted  to  the  inci- 
dence of  PKU,  which  is  1 in  10,000.^  Therefore, 
it  is  important  to  be  aware  of  conditions  other 


* Presented  at  Eighth  Annual  Postgraduate  Course  in  Pedi- 
atrics, Estes  Park,  Colorado,  August  4,  1965.  The  author  is 
Assistant  Professor,  Department  of  Pediatrics,  University  of 
Colorado  School  of  Medicine,  Denver. 


William  K.  Frankenburg,  MD,  Denver 

than  PKU  which  can  produce  an  elevated  plasma 
phenylalanine.  Some  of  these  high  levels  may  be 
due  to  technical  errors  in  the  laboratory  proce- 
dure, but  most  represent  a true  elevation  in  the 
plasma  phenylalanine  level.  It  is,  therefore,  in  an 
attempt  at  the  prevention  of  an  erroneous  diag- 
nosis of  PKU  and  the  secondary  unnecessary 
alarm  to  parents,  and  the  implementation  of  the 
arduous  and  expensive  diet,  that  this  paper  is 
written. 

A PKU  infant  who  has  been  on  a milk  formula 
for  24  hours  will  generally  have  a rise  in  plasma 
phenylalanine  within  the  next  24  hours.  On  a 
regular  diet  the  PKU  infant’s  phenylalanine  level 
will  rise  above  15  mg/ 100  ml.  Since  there  is 
often  a delay  in  the  activation  of  the  enzyme  nec- 
essary to  convert  phenylalanine  to  phenylpyruvic 
acid,  the  urine  screening  test  for  PKU,  which  de- 
pends on  an  elevated  phenylpyruvic  acid,  may  not 
become  positive  until  the  infant  is  several  weeks 
or  months  of  age — a time  when  some  brain  dam- 
age has  generally  occurred.  An  infant  who  is 
found  to  have  a phenylalanine  level  above  15 
mg/ 100  ml  should,  therefore,  be  considered  to 
have  an  elevated  level  of  phenylalanine,  of  which 
PKU  is  the  cause,  until  proven  otherwise. 

Other  causes  of  an  elevated  plasma  phenyl- 
alanine include:  the  individual  who  is  a hetero- 
zygote for  PKU  and  thus  has  a partial  enzyme 
deficiency;  the  low  birthweight  infant  who  has  a 
transient  enzyme  deficiency;  an  infant  with  tyro- 
sinosis; and  the  infant  born  to  a mother  having 
undetected  PKU. 

The  most  frequent  cause  of  an  elevated  blood 
phenylalanine  level  is  that  seen  in  the  individual 
heterozygous  for  PKU.  The  genes  responsible 
for  PKU  are  recessive  and  result  in  the  absence 
of  the  enzyme  activity  necessary  for  the  conver- 
sion of  phenylalanine  to  tyrosine.  It  is  therefore 
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not  surprising  that  the  individual  who  is  heter- 
ozygous will  have  only  half  the  usual  enzyme 
activity.  With  this  deficiency  the  heterozygous 
individual  has  more  difficulty  in  maintaining  a 
normal  plasma  level  of  phenylalanine.  A number 
of  studies--  ^ have  shown  that  as  a group,  hetero- 
zygotes have  a significantly  higher  mean  fasting 
plasma  phenylalanine  level  than  a control  group. 
In  early  infancy  an  immaturity  of  the  enzyme 
system  can  accentuate  this  heterozygote  condi- 
tion.^ Usually,  the  plasma  phenylalanine  levels 
in  these  individuals  do  not  go  above  15  mg/ 100 
ml  and  the  levels  gradually  drop  to  normal.  The 
infant  with  PKU  usually  lias  a more  rapid,  higher 
and  sustained  elevation. 

Another  frequent  cause  of  an  elevation  of  the 
plasma  phenylalanine  in  the  newborn  is  that  seen 
in  low  birthweight  babies,  who  frequently  lack  the 
enzymes  tyrosine  transaminase  and/or  p-hydroxy- 
phenylpyruvic  acid  oxidase.  A case  of  this  type 
was  recently  referred  to  our  hospital. 

Case  report 

This  male  infant  was  delivered  at  34  weeks  ges- 
tation by  a cesarean  section  because  of  placenta 
previa  with  secondary  hemorrhaging.  The  clinical 
condition  at  birth  was  poor  with  an  Apgar  score  of 
3 shortly  after  birth.  His  birthweight  was  4 pounds 
12  ounces.  Since  he  was  anemic,  he  was  transferred 
to  a second  hospital  at  26  days  of  age.  Before  dis- 
charge from  the  first  hospital,  a routine  blood  phenyl- 
alanine level  was  8.2  mg/ 100  ml.  At  28  days  of  age 
his  phenylalanine  was  9.2  mg/ 100  ml  and  his  plasma 
tyrosine  was  42  mg/ 100  ml.  The  patient  was  placed 
on  a low  phenylalanine  and  tyrosine  intake  at  29 
days  of  age.  Within  two  days  his  phenylalanine  and 
tyrosine  were  normal.  He  was  kept  on  this  diet  until 
40  days  of  age,  when  a routine  diet  was  reinstituted. 
Though  he  had  one  elevated  phenylalanine  level 
(normal  is  0. 5-4.0  mg/ 100  ml)  two  days  later  (Fig- 
ure 2),  the  third  day  and  thereafter  it  remained  in 


AGE  !N  DAYS 

Fig.  2.  Plasma  phenylalanine  and  tyrosine  levels  of 
case  reported,  with  particular  reference  to  dietary 
intake. 


the  normal  range.  The  tyrosine  also  remained  in  the 
normal  range  (0.-2.5). 

Laboratory  Data:  patient’s  ascorbic  acid  1.5 
mg/ 100  ml;  mother:  phenylalanine  1.0  mg/ 100  ml, 
tyrosine  1.0  mg/ 100  ml,  ascorbic  acid  0.4  mg/ 100 
ml. 

Discussion 

Kretchmer  and  co-workers^-  ® have  shown  that 
a functional  deficiency  of  tyrosine  transaminase 
and  p-hydroxyphenylpyruvic  acid  oxidase  exists 
in  many  infants  of  low  birthweight.  This  resulted 
in  a marked  accumulation  of  tyrosine  and  a lesser 
increase  in  serum  phenylalanine.  Hsia'^  noted  that 
almost  every  low  birthweight  infant  with  a high 
phenylalanine  level  had  an  elevated  tyrosine.  One 
third  of  premature  infants  studied  by  Partington* 
had  phenylalanine  levels  over  3.75  mg/100  ml. 
Levine*'  found  that  he  could  prevent  or  eradicate 
the  elevated  phenylalanine  and  tyrosine  by  the 
administration  of  ascorbic  acid.  Although  the  ef- 
fect of  ascorbic  acid  has  also  been  substantiated 
by  others  it  is  not  so  in  every  case,  as  demonstrated 
by  Mathews^**  and  in  the  case  reported  above.  It 
is  also  possible  that  the  maturation  of  the  tyrosine 
system  may  be  dependent  upon  a cofactor  which 
is  somehow  related  to  ascorbic  acid.  Another  ex- 
planation is  that  some  low  birthweight  infants 
receive  a protein  intake  of  6 G/Kg  of  body  weight 
daily  and  this  may  be  more  than  their  immature 
enzyme  systems  can  handle.® 

Our  patient  undoubtedly  represented  a case  of 
transient  deficiency  of  the  enzyme  tyrosine  trans- 
amine and/or  p-hydroxyphenylpyruvic  acid  oxi- 
dase. His  elevated  phenylalanine  and  tyrosine  lev- 
els were  not  related  to  an  insufficient  ascorbic 
acid  intake  since  he  had  been  receiving  60  mg. 
daily  and  his  plasma  ascorbic  acid  level  was  nor- 
mal. Since  his  daily  protein  intake  was  under  6 
G/Kg  of  body  weight  prior  to  the  finding  of  ele- 
vated phenylalanine  and  tyrosine  levels,  the  pro- 
tein intake  probably  was  not  a factor.  Since  a 
transient  enzyme  deficiency  such  as  phenylalanine 
hydroxylase  disappears  with  the  passage  of  time, 
the  infant  with  such  a deficiency  should  eventu- 
ally be  able  to  handle  a normal  protein  load 
without  elevation  in  phenylalanine.  Therefore,  if 
one  suspects  such  a condition  one  can  lower  the 
protein  intake  to  lower  the  plasma  phenylalanine 
and  tyrosine  levels.  If  on  restarting  a normal  diet 
the  above  mentioned  amino  acids  remain  in  the 
normal  range,  one  must  assume  the  enzyme  defi- 
ciency to  have  been  a transient  one. 
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An  infant  with  tyrosinosis,  the  third  cause  of 
an  elevated  phenylalanine,  lacks  p-hydroxyphenyl- 
pyruvic  acid  oxidase.  This  results  in  an  accumula- 
tion of  tyrosine  and  to  some  extent  a shght  eleva- 
tion of  phenylalanine.  Though  this  metabolic  dis- 
order has  only  been  described  in  two  infants,  tran- 
sient deficiencies  of  p-hydroxyphenylpyruvic  acid 
oxidase  are  much  more  common,  as  demonstrated 
in  our  case.  The  true  case  of  tyrosinosis  can  be 
diagnosed  by  noting  an  elevation  in  tyrosine  which 
never  reverts  to  normal. 

Another  cause  of  an  elevated  phenylalanine 
level  in  the  blood  is  a child  who  is  born  to  a 
mother  who  has  an  undetected  case  of  PKU.  Preg- 
nant women  who  have  an  elevated  plasma  phenyl- 
alanine level  will  transmit  the  phenylalanine  across 
the  placenta  to  raise  the  fetal  phenylalanine  level 
even  though  the  fetus  does  not  have  PKU.  In  such 
a newborn  reported  by  Koch,“  the  phenylalanine 
was  12  mg/ 100  ml  in  the  sixth  week  and  normal 
in  the  seventh.  The  drop  to  normal  was  due  to 
the  infant’s  enzyme  system  finally  clearing  all  of  the 
excessive  load  of  phenylalanine.  Three  mothers 
with  phenylalanine  levels  of  26  to  28  mg/ 100  ml 
had  fourteen  children,  all  of  whom  were  retarded. 
Two  mothers  with  levels  between  8 and  10 
mg/ 100  ml  had  six  children  who  were  not  re- 
tarded. It  can  therefore  be  postulated  that  an 
infant  who  does  not  have  PKU  but  is  born  to  a 
mother  with  an  elevated  plasma  phenylalanine 
level  may  sustain  fetal  brain  damage,  especially 
when  the  mother’s  levels  are  in  the  range  of  26 
mg/ 100  ml.  This  condition  can  easily  be  ruled  out 
by  checking  the  mother’s  plasma  phenylalanine 
level. 

Conclusion  and  practical  considerations 

When  screening  newborn  infants  for  PKU  it 
is  important  to  remember  that  not  all  elevations 
of  phenylalanine  are  due  to  PKU.  While  the  inci- 
dence of  phenylalanine  levels  above  4 mg/ 100  ml 
is  1 in  300,  the  incidence  of  PKU  is  1 in  10,000. 
These  elevations  may  be  due  to  (1)  PKU,  (2)  a 
partial  phenylalanine  hydroxylase  deficiency  in 
the  heterozygous  individual,  (3)  a transient  en- 
zyme deficiency  of  phenylalanine  hydroxylase 
and/or  p-hydroxyphenylpyruvic  acid  oxidase 
which  is  seen  most  commonly  in  the  low  birth- 
weight  infant,  (4)  tyrosinosis,  (5)  the  infant  born 
to  a mother  with  undetected  PKU.  Since  it  is 
alarming  to  parents  to  be  told  their  child  has 
PKU,  and  since  the  dietary  treatment  is  arduous 
and  expensive,  it  is  important  to  be  certain  that 
a positive  PKU  screening  test  is  carefully  evalu- 


ated before  telling  the  parents  their  child  has 
PKU.  The  following  approach  is  a suggested  out- 
line for  further  investigation  of  a single  elevated 
phenylalanine  level. 

1.  Confirm  the  elevation  by  obtaining  another 
plasma  phenylalanine  determination,  preferably 
after  fasting  4 hours. 

a.  If  the  result  is  below  4 mg  there  is  no  need 
to  check  further. 

b.  If  the  result  is  between  4 and  15. 

( 1 ) Get  a tyrosine  level. 

I.  If  the  tyrosine  is  2.5  mg/ 100  ml  or 
below  it  is  normal. 

II.  If  tyrosine  is  above  2.5  mg/ 100  ml 
it  may  be  elevated  due  to 

A.  A transient  enzyme  deficiency 
in  the  low  birthweight  infant. 
This  could  be  ruled  out  by  giv- 
ing a low  protein  diet  with 
Vitamin  C 60  mg/day  and  fol- 
lowing the  phenylalanine  and 
tyrosine  levels.  One  month  later 
one  can  restart  a normal  diet  to 
see  if  the  patient’s  enzyme  sys- 
tem can  handle  a normal  in- 
take. 

B.  Tyrosinosis — a very  rare  condi- 
tion in  which  the  infant  never 
has  enough  of  the  enzyme  p- 
hydroxyphenylpyruvic  acid  oxi- 
dase to  handle  a normal  protein 
load. 

(2)  Get  daily  phenylalanine  levels  to  rule 
out  PKU,  which  will  produce  an  ele- 
vation above  15  mg/ 100  ml. 

c.  If  the  level  is  above  15  mg/ 100  ml  the  pa- 
tient probably  has  PKU  and  should  be  con- 
sidered as  such  until  proven  otherwise. 

2.  In  all  cases  of  an  elevated  plasma  phenyl- 
alanine level  in  a newborn  infant,  it  is  wise  to 
get  a fasting  blood  specimen  from  the  mother  to 
rule  out  an  elevated  level  in  the  newborn  that  is 
due  to  placental  transmission  from  a mother  who 
has  undetected  PKU  (i.e.,  “maternal  PKU”).  • 
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Topical  gentamicin  sulfate 
in  dermatologic  practice 


About  two-thirds  of  patients  with  various 
pyodermas  and  dermatoses  have  been 
successfully  treated  with  a new  antibiotic 
preparation. 

Gentamicin  is  a new  highly  stable,  basic,  water- 
soluble,  wide-spectrum  antibiotic  produced  by  a 
microorganism  called  Micromonospora  purpurea. 
It  is  the  first  useful  antibiotic  produced  from  this 
new  species  of  this  little-known  genus  of  micro- 
organism. 

The  in  vitro  activity  of  gentamicin  against  a 
number  of  strains  of  gram  positive  and  gram  nega- 
tive bacteria  is  shown  in  Tables  1-3  along  with  a 
comparison  of  the  activity  of  some  other  anti- 
biotics.^ Gentamicin  is  very  active  against  most 
gram  positive  and  gram  negative  bacteria.  The 
response  of  infected  patients  treated  with 
gentamicin  has  paralleled  the  in  vitro  suscepti- 
bility of  the  infecting  organisms.  In  vitro  unidirec- 
tional cross-resistance  has  been  demonstrated 
with  streptomycin,  neomycin,  kanamycin  and 
paromomycin,^’  ^ all  of  which  show  some  rela- 
tionship in  chemical  structure.  That  is,  organisms 
made  resistant  to  gentamicin  in  vitro  also  acquired 
resistance  to  the  other  four  antibiotics,  whereas 
strains  obtained  from  patients  and  found  resistant 
to  the  latter  were  sensitive  to  gentamicin.  When 
used  systemically,  there  is  a significant  risk  of 
systemic  toxicity,  especially  of  vestibular  damage. 


* (Gentamicin®)  Sulfate  Cream  and  Ointment  were  provided 
by  Sobering  Corporation,  Union,  New  Jersey. 


Joel  R.  Barkoff,  MD,  Albuquerque,  New  Mexico 

Materials  and  methods 

A total  of  108  patients  were  treated  with  gen- 
tamicin sulfate  0.1  percent  cream  or  ointment 
(see  Table  4).  The  patients  were  instructed  to 
apply  the  medication  four  times  daily  and  to  rub 
it  in  well.  Infected  crusts  were  removed  by  soaking 
and  gentle  removal  prior  to  the  application.  No 
controls  were  used.  Most  patients  had  not  been 
on  previous  medications.  In  20  patients  it  was 
necessary  to  administer  systemic  antibiotics  con- 
comitantly. 

Results 

From  Table  4 it  can  be  seen  that  gentamicin 
sulfate  0.1  percent  cream  or  ointment  is  very 
effective  in  the  management  of  most  superficial 
pyodermas.  Seventy-four  patients  (69  percent) 
had  a good  to  excellent  response.  There  were  two 
cases  in  which  treatment  had  to  be  discontinued 
because  of  the  development  of  possible  contact 
dermatitis.  Subsequent  patch  tests  in  these  cases 
were  negative.  Cases  of  radiodermatitis,  contact 
dermatitis  and  stasis  dermatitis  tolerated  the  med- 
ication very  well.  Gentamicin  cream  proved  to  be 
no  exception  to  the  rule  that  many  cases  of  follic- 
ulitis of  the  scalp  are  notoriously  poor  in  the  re- 
sponse to  topical  antibiotics.  One  case  of  eczema 
vaccinatum  improved  dramatically  while  on 
gentamicin  cream  only.  This  warrants  further 
study.  In  one  case  of  acute  contact  dermatitis  in- 
volving the  left  axilla,  gentamicin  cream  was  used 
by  mistake  instead  of  the  prescribed  medication. 
Two  days  later  the  eruption  was  50  percent  im- 
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TABLE  1 


COMPARISON  OF  IN  VITRO  ANTIBACTERIAL  SPECTRUM  OF  GENTAMICIN 
WITH  OTHER  ANTIBIOTICS  AGAINST  GRAM  POSITIVE  BACTERIA 


MICROORGANISM 

MINIMAL  INHIBITING 
Gentamicin  SO4 

CONCENTRATION 
Kanamycin  SOi 

(gG/ML  OF  BASE) 
Neomycin  SO4 

Bacillus  cercus  var  mycoides  DA  30 

0.5 

8.0 

0.5 

Bacillus  cercus  var  mycoides  DA  34 

0.5 

1.5 

0.5 

Bacillus  cercus  var  mycoides  ATCC  7064  

0.75 

3.0 

2.0 

Bacillus  megatherium  DA  31 

0.075 

0.25 

0.075 

Bacillus  subtilis  ATCC  6633  

0.015 

0.035 

0.015 

Bacillus  sphaericus  DA  32  

0.1 

0.75 

0.25 

Bacillus  sphaericus  DA  33  

0.05 

0.75 

0.075 

Brucella  abortus  DA  70 

0.25 

0.75 

0.5 

Staphylococcus  aureus  ATCC  6538P  

0.075 

0.75 

0.1 

Staphylococcus  aureus  ATCC  12715  

0.035 

0.5 

0.035 

Staphylococcus  aureus  ATCC  6538 

0.175 

0.75 

0.375 

Staphylococcus  aureus  ATCC  9996 

0.25 

1.5 

0.75 

Staphylococcus  aureus  ATCC  1163  

0.175 

0.75 

0.375 

Staphylococcus  aureus  Gray  

0.375 

1.5 

0.25 

Staphylococcus  aureus  Smith 

0.25 

0.75 

0.375 

Staphylococcus  aureus  DA  40  

0.25 

1.5 

0.25 

Staphylococcus  aureus  DA  2003*  

0.50 

— 

— 

Staphylococcus  epidermidis  DA  41  

0.375 

0.25 

0.25 

Sarcina  lutea  ATCC  9341 A 

0.25 

0.75 

0.25 

Sarcina  lutea  ATCC  9341  

0.25 

3.0 

0.25 

Streptococcus  pyogenes  DA  21  

6.0 

32.0 

16.0 

Streptococcus  fecalis  DA  20 

12.0 

100.0 

16.0 

Streptococcus  fecalis  ATCC  10541  

12.0 

100.0 

48.0 

Micrococcus  flavus  DA  60 

0.075 

6.0 

0.75 

Corynebacterium  simplex  DA  80  

0.5 

— 

0.25 

Difco  Brain  Heart  Infusion  Broth  used  in  these  studies.  5%  Human  serum  added  for  S.  pyogenes. 


DA  refers  to  Schering  Corporation  Collection  Number. 
Gentamicin  SOi  724  gg/mg — Schering. 

Kanamycin  SOi  800  gg/mg — Bristol. 

Neomycin  SOi  703  gg/mg — Upjohn. 


* Clinical  isolate,  resistant  to  erythromycin,  penicillin,  chlor- 
amphenicol, terramycin,  tetracycline,  dUiydrostreptomycin, 
and  aureomycin. 


proved  (much  dryer,  paler,  less  tender),  suggest- 
ing a low  sensitizing  and/or  irritating  potential  of 
this  drug.  The  cream  was  well  tolerated  in  hairy 
regions. 

Discussion  and  conclusions 

The  therapeutic  results  would  have  been  much 
more  dramatic  if  the  use  of  this  drug  had  been 
limited  to  the  treatment  of  impetigo.  However, 
because  of  the  newness  of  the  medication,  an  at- 
tempt was  made  to  treat  as  wide  a variety  of 
dermatoses  (including  virus  and  fungus  infec- 
tions) as  possible.  Because  of  the  wide  spectrum 
of  activity  of  this  drug,  it  would  seem  especially 
appropriate  to  use  it  in  mixed  infections  in  which 
both  staphylococci  and  gram  negative  bacilli  are 
found.'*  Gentamicin  ointment  has  been  shown  by 
others®  to  be  effective  in  reducing  carrier  rates  in 
nasal  carriers®  of  coagulase  positive  staphylococci 
of  a wide  variety  of  phage  types.  Replacement 
with  resistant  staphylococci  during  treatment  has 


not  been  a problem  in  this  study  or  in  others.  This 
holds  true  also  for  topical  bacitracin  and  neomy- 
cin. However,  the  latter  have  often  proved  unsuc- 
cessful in  the  suppression  of  nasal  carriers. 

Summary 

One  hundred  and  eight  cases  of  superficial 
pyodermas  and  miscellaneous  dermatoses  were 
treated  with  gentamicin  sulfate  0.1  percent  cream 
or  ointment.  Sixty-nine  percent  of  all  the  cases 
showed  good  to  excellent  results.  The  medication 
was  well  tolerated  and  showed  negligible  irritat- 
ing and  sensitizing  potential.  The  most  dramatic 
response  was  seen  in  cases  of  impetigo.  It  is  sug- 
gested that  this  drug  be  considered  for  prophylac- 
tic use  in  the  control  of  nasal  staphylococci  car- 
riers. • 

(See  additional  tables  on  pages  36-37.) 
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TABLE  2 

COMPARISON  OF  IN  VITRO  ANTIBACTERIAL  SPECTRUM  OF  GENTAMICIN 
WITH  OTHER  ANTIBIOTICS  AGAINST  GRAM  NEGATIVE  BACTERIA 


MICROORGANISM 

MINIMAL 

Gentamicin 

SO4 

INHIBITING  CONCENTRATION  (/rG/ML 
Sodium 

Colistin-  Kanamycin 

methanesulfonate  SO4 

OF  BASE) 

Neomycin 

SO4 

Aerobacter  acrogenes  DA  90 

0.75 

__ 

94.0 

24.0 

Aerobacter  cloacae  DA  120 

0.50 

— 

12.0 

12.0 

Aeromonas  salmonicida  DA  100 

0.25 

0.25 

3.0 

0.25 

Alcaligenes  sp  ATCC  10153  

0.18 

1.8 

0.5 

0.75 

Alcaligenes  fecalis  ATCC  8750  

0.75 

0.25 

3.0 

1.5 

Escherichia  coli  DA  110  

1.25 

5.0 

12.0 

3.0 

Escherichia  coli  ATCC  10536  

0.18 

5.0 

— 

— 

Escherichia  coli  ATCC  10586  

1.5 

0.87 

12.0 

6.0 

Escherichia  coli  0:311  

6.25 

1.73 

— 

— 

Escherichia  intermedia  DA  111  

0.375 

5.0 

1.5 

1.5 

Klebsiella  pneumoniae  DA  20  

0.18 

0.1 

0.75 

0.375 

Proteus  miravilis  ATCC  9921  

2.5 

5.0* 



— 

Proteus  vulgaris  DA  121  

6.0 

— 

16.0 

12.0 

Pseudomonas  aeruginosa  ATCC  8709  

0.25 

0.75 

12.0 

1.5 

Pseudomonas  aeruginosa  ATCC  9027  

0.25 

1.2 

12.0 

1.5 

Pseudomonas  aeruginosa  ATCC  9721  

0.10 

0.75 

6.0 

1.0 

Pseudomonas  aeruginosa  ATCC  10145  

0.25 

1.0 

12.0 

3.0 

Pseudomonas  aeruginosa  ATCC  10197  

0.1 

0.5 

0.25 

0.25 

Pseudomonas  aeruginosa  ATCC  DA-61**  

0.325 

0.25 

— 

— 

Salmonella  schottmuelleri  DA  10  

1.5 

2.5 

12.0 

1.5 

Salmonella  typhimurlum  DA  11  

6.0 

1.0 

12.0 

12.0 

Salmonella  typhimurium  ATCC  9187 

3.0 

0.75 

12.0 

12.0 

Difco  Penassay  Broth  used  in  these  studies.  Gentamicin  SO4 — 720  /rg/mg — Schering. 

DA  refers  to  Schering  Corporation  Collection  Number.  Kanamycin  SO4 — 800  ng/mg — Bristol. 

* Proteus  strains  are  insensitive  to  colistinmethanesulfonate.  Neomycin  SO4 — 707  fig/mg — Upjohn. 

**  Clinical  isolate  resistant  to  tetracycline,  chloramphenicol  Sodium  colistinmethanesulfonate — 427/ig/mg — Warner  Lambert, 

and  dihydrostreptomycin. 

TABLE  3 

COMPARISON  OF  ANTIBACTERIAL  SPECTRUM  OF  GENTAMICIN  WITH 
NEOMYCIN  AND  COLISTIN  AGAINST  GRAM  NEGATIVE  BACTERIA 


Minimal  Inhibitory  Concentrations  (/rg/ml) 
GENTA-  NEO- 
MICROORGANISM MICIN  MYCIN  COLISTIN 


Aerobacter 

aerogenes  DA  90 

0.62 

24.0 

— 

Aerobacter 

cloacae  DA 

120 

0.41 

12.0 

— 

Aeromonas  salmonicida  DA  100 

0.21 

0.25 

0.25 

Alcaligenes  sp.  ATCC  10153  . 

0.15 

0.5 

1.8 

Alcaligenes  faecalis  ATCC  8750 

0.62 

1.5 

0.25 

Brucella  abortus  DA  70 

0.21 

0.5 

— 

Escherichia 

coli  DA  1 10 

1.0 

3.0 

5.0 

Eshcerichia 

coli  ATCC 

10536 

0.15 

— 

5.0 

Escherichia 

coli  ATCC 

10586 

1.0 

6.0 

0.87 

Escherichia 

coli  0:311 

5.2 

— 

1.73 

Escherichia 

coli  No.  1* 

2.25 

3.0 

0.15 

Escherichia 

coli  No.  2 

2.25 

2.25 

0.15 

Escherichia 

coli  No.  3 

1.13 

3.0 

0.36 

Escherichia 

coli  No.  4 

2.25 

6.0 

64.0 

Escherichia 

coli  No.  12 

1.5 

1.5 

0.36 

Escherichia 

coli  No.  13 

1.5 

4.5 

0.18 

Escherichia 

coli  No.  14 

1.75 

2.25 

0.18 

Escherichia 

coli  No.  15 

1.13 

2.25 

0.18 

Escherichia 

coli  No.  17 

6.0 

48.0 

0.36 

Escherichia 

coli  No.  18 

1.5 

2.25 

64.0 

Minimal  Inhibitory  Concentrations  (/xg/ml) 


GENTA- 

MICROORGANISM  MICIN 

NEO- 

MYCIN 

COLISTIN 

Escherichia  coli  No.  19 

1.5 

3.0 

0.1 

Escherichia  coli  No.  20 

0.75 

2.25 

0.15 

Escherichia  intermedia  DA  111 

0.31 

1.5 

5.0 

Klebsiella  pneumoniae 

ATCC  10031  

0.15 

0.38 

0.1 

Proteus  mirabilis  ATCC  9921 

2.1 

— 

100.' 

Proteus  mirabilis  DA  120.1  . 

2.1 

10.0 

100. 

Proteus  mirabilis  DA  120.2 

1.7 

2.5 

100. 

Proteus  mirabilis  DA  120.4 

1.7 

2.5 

100. 

Proteus  mirabilis  DA  120.5 

0.83 

5.0 

100. 

Proteus  rettgeri  DA  120.3 

0.83 

1.0 

100. 

Proteus  vulgaris  DA  121 

5.0 

12.0 

100. 

Pseudomonas  aeruginosa 

ATCC  8709  

0.21 

1.5 

0.75 

Pseudomonas  aeruginosa 

ATCC  9027  

0.21 

1.5 

1.2 

Pseudomonas  aeruginosa 

ATCC  9721  

0.08 

1.0 

0.75 

Pseudomonas  aeruginosa 

ATCC  10145 

0.21 

3.0 

1.0 
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TABLE  3 


Minimal  Inhibitory  Concentrations  (/ig/ml) 
GENTA-  NEO- 
MICROORGANISM MICIN  MYCIN  COLISTIN 


Pseudomonas  aeruginosa 


ATCC  10197 

0.08 

0.25 

0.5 

Pseudomonas  aeruginosa 

DA  61* 

0.27 



0.25 

Salmonella  schottmuelleri 

DA  10  

1.3 

1.5 

2.5 

Salmonella  typhimurium  DA  1 1 

5.0 

12.0 

1.0 

Salmonella  typhimurium  DA  12 

2.5 

12.0 

0.75 

Salmonella  typhi  

0.36 

0.5 

0.1 

Salmonella  oranienburgh  . . 

2.25 

2.25 

0.36 

Salmonella  newport 

1.13 

2.25 

0.36 

Salmonella  enteritidis 

1.13 

2.25 

2.4 

Salmonella  anatum  

1.5 

2.25 

0.36 

■Continued 


Minimal  Inhibitory  Concentrations  (/ng/ml) 


MICROORGANISM 

GENTA- 

MICIN 

NEO- 

MYCIN 

COLISTIN 

Salmonella  heidelberg 

1.5 

2.25 

0.15 

Shigella  sonnei 

3.0 

4.5 

0.1 

Shigella  flexneri 

4.5 

6.0' 

0.1 

Mycobacterium  smegmatis 

DA  0.10 

— 

— 

Mycobacterium  tuberculosis 
H37hv  

0.13 

— 

— 

* Strains  No.  1 to  No.  20  are  recent  clinical  Isolates, 
t Proteus  strains  are  insensitive  to  colistin. 

t Clinical  isolate  resistant  to  tetracycline,  chloramphenicol 
and  dihydrostreptomycin. 

DA  refers  to  Sobering  Corporation  Collection  Number. 
Gentamicin  SO4  647  ju.g/mg — Sobering  Corporation. 

Neomycin  SO4  674/tg/mg — Upjohn  Company. 

Colistin  methane  sulfonate — 427  /ig/mg — Warner-Lambert. 
Difco  Penassay  Broth. 


TABLE  4 

GENTAMICIN  0.1%  CREAM  AND  OINTMENT 


DIAGNOSIS 

NO.  OF 
CASES 

EXCELLENT 

GOOD 

FAIR 

TO  POOR 

SIDE 

EFFECTS 

COMMENTS 

Folliculitis  

10 

2 

4 

3 

Systemic  treatment  needed  in 

many  cases. 

Ecthyma  

12 

5 

3 

3 

Infectious  Eczematoid 

Poor  results  in  the  cases  with 

Dermatitis  

3 

2 

cellulitis. 

Infected  Surgical  Wounds 

7 

4 

3 

Used  Prophylactically. 

Chemical  Burn 

1 

1 

Impetigo  

34 

20 

7 

3 

?Contact 

Includes  infected  Atopic 

Dermatitis 

Eczema. 

Eczema  Vaccinatum  .. 

2 

1 

Used  prophylactically. 

Postsurgical  Wounds 

Used  to  test  prophylaxis  and 

(uninfected) 

12 

11 

1 

irritating  or  sensitizing  capacity. 

Tinea  Versicolor 

1 

1 

Herpes  Simplex 

1 

1 

Tinea  Pedis  

1 

1 

Contact 

Dermatitis 

Erythrasma  

1 

1 

Trichomycosis  axillaris  . 

1 

Hair  shaved. 

Dyshidrosis 

1 

1 

Neurotic  Excoriations 

1 

1 

Contact  Dermatitis 

(infected)  

3 

2 

1 

Pseudofolliculitis  

3 

2 

1 

Acne  Exoriee  

3 

1 

1 

Miliaria  Pustulosa  

2 

1 

1 

Infected  Insect  Bites  . 

1 

1 

Rosacea  

2 

1 

1 

Trophic  Ulcer  (infected) 

1 

1 

Dermatitis  Nodularis 

Necrotica  

1 

1 

Varicella  

2 

No  follow-up 

Paronychia  

1 

1 

Seborrheic  Dermatitis 

1 

1 

108 

52 

22 

22 
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Management  of  implantable 
pacemaker  complications* 

W.  Gerald  Rainer,  MD,  James  P.  Newby,  MD,  Ernest  M.  Feiler,  MD 

and  William  Maniatis,  BS,  Denver 


The  complications  of  introduction  of  an 
implantable  pacemaker  in  the  treatment 
of  heart  block  in  thirteen  patients 
are  analyzed. 

Since  the  introduction  of  implantable  pace- 
maker units, “ treatment  of  symptomatic  heart 
block  as  been  revolutionized.  Instead  of  an  un- 
certain outlook  fraught  with  high  probability  of 
repeated  episodes  of  syncope  and  with  one-year 
mortality  of  50  per  cent,®  the  majority  of  patients 
treated  by  this  method  can  now  look  forward 
to  a dependably  controlled  heart  rate  and  ade- 
quate cardiac  output  which  allows  activity  for  a 
relatively  normal  life.  This  improvement  in  treat- 
ment has  been  obtained  only  with  the  risk  of  po- 
tential complications  that  might  be  predicted  from 
permanent  implantation  of  a foreign-body  electri- 
cal system  into  a biologic  environment.  It  is  the 
purpose  of  this  paper  to  review  the  problems  en- 
countered in  a small  series  of  patients  suffering 
from  heart  block  and  treated  with  implantable 
cardiac  pacing  units. 

Clinical  material 

Since  January,  1961,  13  patients  have  under- 
gone surgical  implantation  of  a miniaturized  pace- 
maker. There  were  nine  males  and  four  females 
with  age  range  from  51  to  77  years.  Average  age 
of  male  patients  was  68  and  females  was  63. 
Atherosclerotic  heart  disease,  hypertensive  cardio- 
vascular disease,  coronary  artery  disease,  or  com- 
binations of  these,  were  thought  to  be  the  etiology 
for  heart  block  in  these  patients.  The  follow-up 

* Presented  at  the  17th  Annual  Southwestern  Surgical  Con- 
gress, Hot  Springs,  Arkansas,  May,  1965. 

From  the  Departments  of  Thoracic  and  Cardiovascular 
Surgery,  The  Denver  Clinic  and  St.  Joseph  Hospital,  Denver. 
Dr.  Newby  is  Resident  in  Thoracic  Surgery,  National  Jewish 
Hospital,  and  Mr.  Maniatis  is  a student,  University  of  Colo- 
rado School  of  Medicine. 


periods  for  those  alive  range  from  one  to  four 
years. 

Technical  considerations 

Electrodyne  implantable  pacemaker  units  (cur- 
rently TR-14)*  were  used  in  all  patients  (Fig.  1). 
Cold  sterilization  of  the  unit  was  employed  in  the 
first  eight  implantations;  gas  sterilization  (ethylene 
oxide)  was  used  for  the  remainder.  Nine  units  have 
been  inserted  subpectorally  and  four  have  been 
implanted  in  the  abdominal  wall  (two  in  the  left 
lower  quadrant  and  two  in  the  right  lower  quad- 
rant after  infection  occurred  in  the  original  loca- 
tions). 

External  pacemaker  control  was  used  during 
the  preoperative  and  operative  periods  in  eight 
cases.  Transvenous  bipolar  electrode  catheters 
with  external  power  source  were  used  15  times 
(four  times  during  original  implantations  and  11 
times  for  temporary  rate  control  during  reparative 
procedures). 

* Electrodyne  Company,  Endicott  St.,  Norwood,  Mass. 


Fig.  1.  Pacemaker  unit  used  in  all  patients  in  this  se- 
ries (Electrodyne  TR-14). 
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Long-term  results  and  complications 

There  have  been  no  operative  deaths.  One  pa- 
tient died  after  18  months  of  premature  battery 
exhaustion,  and  three  patients  died  from  other 
causes  (two  from  carcinoma  and  one  from  a 
cerebrovascular  accident).  Nine  patients  are  liv- 
ing, without  undue  physical  restrictions,  one  to 
four  years  after  initial  pacemaker  implantation. 
Average  follow-up  time  in  those  surviving  is  27 
months  (Fig.  2).  Twenty-four  battery  units  have 
been  used  in  these  13  patients  and  broken  elec- 
trode wires  have  been  encountered  and  repaired 
four  times.  Five  power  units  have  been  replaced 
because  of  battery  failure.  Voltage  outputs  in  units 
removed  after  IV2  to  2 years  have  measured  0.0 
to  2.0  volts  across  a resistance  of  300-500  ohms 
(approximate  comparable  myocardial  resistance). 
Alarming  acute  arrhythmia  during  the  early  post- 
operative period  was  encountered  twice  and  suc- 
cessfully treated.  Infection  about  the  pacemaker 
unit  or  wires  necessitating  removal  and  later  re- 
placement was  seen  two  times.  Two  power  units, 
which  were  implanted  subpectorally,  caused  suf- 
ficient discomfort  to  require  relocation  in  the  ab- 


dominal wall.  Two  seromas  about  the  battery 
packs  required  aspiration. 

Each  patient  has  been  instructed  to  record  his 
pulse  rate  for  one  full  minute  each  day  and  to 
report  any  major  change  in  rate  (variation  of  plus 
or  minus  five  beats  per  minute).  Electrocardio- 
grams have  been  obtained  at  one  to  three  month 
intervals. 

Discussion 

From  the  experience  obtained  with  the  abovo 
cases,  it  seems  reasonable  to  place  some  practical 
value  on  a review  of  the  complications  and  their 
management. 

Broken  Electrode  Wires:  It  is  not  surprising 
that  this  should  be  a common  complication.  All 
metals  are  subject,  to  a greater  or  lesser  degree,  to 
possible  disruption  due  to  sheer  or  flex  forces. 
Any  unduly  traumatic  handling  during  preparation 
or  insertion  may  produce  a weak  point  for  later 
fracture.  Exit  of  electrodes  from  the  power  pack, 
rib  cross-over,  and  entry  into  myocardium  repre- 
sent points  of  potential  flexion  damage  in  almost 
all  cases  (Fig.  3). 

Myocardial  implantation  deserves  special  com- 
ment not  only  because  it  represents  a junction  of 
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Fig.  2.  Graphic  summary  of  follow-up  periods,  complications,  and  current  status  of  all  patients  January  1961 
to  May  1965. 
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Fig.  3.  Drawing  showing  most  common  points  of 
electrode  wire  breakage.  Myocardial  and  power  unit 
points  represent  junction  of  mobile  wire  with  rela- 
tively frigid  fixation.  Rib  cross-over  is  potential  acute 
flexion  point  and  can  be  avoided  by  passing  wires  into 
chest  through  diaphragm. 


a relatively  mobile  electrode  wire  with  a secure 
fixation  point,  but  also  because  of  the  importance 
of  minimizing  myocardial  tissue  reaction.  This  is 
especially  true  of  any  straight  electrode  wire  sys- 
tem and  is  applicable  to  electrodes  of  any  design. 
By  gently  curving  the  wires  from  base  of  heart 
toward  the  apex  and  implanting  the  active  elec- 
trodes into  the  anterior  surface  of  left  ventricle, 
not  only  is  acute  angulation  at  point  of  myocardial 
entry  minimized,  but  the  electrode  wires  are  sub- 
ject to  considerably  less  excursion  with  each  heart 
beat  than  with  inferior  apical  insertion  (Fig.  4a). 

Secure  myocardial  fixation  must  be  obtained 
but  excessive  quantities  of  foreign  materials  (pros- 
thetie  patches,  suture,  etc.),  for  buttressing  and 
bolstering  should  be  used  only  if  necessary  to 


minimize  foreign-body  reaction  and  scarring  (Fig. 
4c).  Optimal  transmission  of  the  electric  impulse 
throughout  the  heart  muscle  is  inversely  related  to 
the  amount  of  myocardial  fibrosis  present  and 
produeed. 

Clinically,  broken  electrode  wires  are  usually 
manifest  by  intermittent  regularity  of  the  pulse, 
with  or  without  symptoms.  The  electrocardiogram 
shows  a stable  regular  pacemaker  rate  but  with 
intermittent  or  absent  ventrieular  esponse  to  the 
pacemaker  impulses.  Point  of  break  may  or  may 
not  be  identified  by  X-ray  (Fig.  5).  Three-phase 
circuitry  wiring  for  X-ray  equipment  aids  in  ob- 
taining heavily  penetrated  films  at  extremely  short 
exposure  times  (0.01-0.05  secs.),  thus  providing 
sharp  contrast  without  blurring  by  motion. 


Fig.  4 A.  Illustrates  preferable  course  of  electrode 
wires  and  technique  of  myocardial  insertion  provid- 
ing secure  fixation  and  minimal  tissue  reaction.  Cut 
ends  of  electrode  wires  are  knotted  and  fixed  to  myo- 
cardium with  fine  vascular  suture. 

B depicts  reverse-loop  method  affording  secure  fixa- 
tion but  danger  of  producing  myocardial  ischemia  if 
loops  are  drawn  too  tightly. 

C Shows  method  of  buttressing  wire  fixation  neces- 
sary if  myocardium  is  friable  but  at  the  expense  of 
producing  additional  reaction  to  foreign  material. 
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Fig.  5.  Three-phase  circuit  X-ray  of  myocardial  elec- 
trodes in  obese  individual  showing  broken  wire.  Note 
ab.^ence  of  blurring  by  motion.  Break  was  distal  and 
did  not  cause  cessation  of  pacing  but  was  responsible 
for  later  di.slodgment  of  active  electrode. 

Prevention:  Utmost  care  in  handling  of  pace- 
maker unit  and  electrode  wires  must  be  rigidly  ob- 
served. During  preparation,  sterilization  and  im- 
plantation, every  effort  should  be  made  to  allow 
the  electrode  wires  to  lie  in  “comfortable,  lazy 
loops.”  The  probable  position  of  the  wires  when 
all  incisions  are  closed  should  be  judged  since  re- 
lease of  rib  spreading  retractor  or  closure  of  tissue 
layers  may  alter  electrode  position. 

Treatment:  It  is  unlikely  that  the  specific  point 
of  wire  breakage  need  be  approached  directly. 
Unless  there  is  detachment  of  an  electrode  wire 
from  the  power  pack,  the  wires  should  be  exposed 
a short  distance  from  the  power  unit,  bared,  and 
cut.  Thus,  the  integrity  (or  lack  of  continuity)  of 
the  distal  electrodes  can  be  determined  by  intro- 
ducing power  from  an  external  battery  source  via 
sterile  “jumper”  connections.  Once  the  faulty  elec- 
trode is  identified,  it  is  converted  to  an  indifferent 
electrode  by  burying  the  exposed  proximal  end 
into  nearby  healthy  tissue.  The  use  of  somatic 
muscle  for  implantation  of  an  indifferent  wire  has 
been  associated  with  such  vigorous  contractions 
in  one  instance,  as  to  require  relocation  of  the  in- 
different electrode.  Finally,  the  remaining  intact 


wire  is  re-connected  by  any  of  various  techniques 
previously  reported.-’  ^ 

Battery  Failure:  Impending  battery  failure  in 
the  Electrodyne  unit  is  heralded  several  weeks  in 
advance  of  sub-threshold  battery  output  by  a 
gradual  decrease  in  impulse  discharge  rate.  Once  a 
significant  (greater  than  5 per  cent)  decrease  in 
heart  rate  is  noted,  replacement  of  the  battery 
unit  should  be  considered  without  delay.  Tech- 
nical problems  associated  with  power  unit  re- 
placement have  been  few  and  patients  have  usual- 
ly left  the  hospital  in  three  to  five  days.  Careful 
attention  to  sterile  technique  is  of  utmost  impor- 
tance and  cautious  dissection  of  electrode  wire  to 
avoid  damage  to  insulation  is  mandatory.  If  the 
ventricular  response  rate  is  highly  irregular  or  un- 
predictable, a greater  degree  of  safety  during  the 
interruption  of  pacemaker  control  may  be  obtained 
by  use  of  a bipolar  electrode  catheter*^  and  exter- 
nal power  unit  with  rate  and  voltage  output  set 
higher  than  the  implanted  one  to  avoid  dangerous 
“competition”  and  possible  arrhythmia. 

Infections:  Two  instances  of  infection  about  the 
pacing  units  have  been  encountered.  One  occurred 
at  time  of  original  implantation  and  was  due  to 
coagulase  positive  Staphylococcus  aureus.  Coagu- 
lase  negative  Staphylococcus  albus  was  the  causa- 
tive organism  in  the  second  case  and  appeared 
shortly  after  repair  of  a broken  electrode  wire. 

Once  infection  has  appeared  about  any  part  of 
the  pacemaker,  there  is  no  recourse  but  prompt 
removal  of  the  total  foreign  body  if  the  infection 
is  to  be  controlled.  Although  Frank"  has  described 
implantations  of  a new  unit  while  an  infected  one 
is  still  in  place,  we  have  felt  that  less  risk  is  in- 
volved by  substituting  transvenous  bipolar  elec- 
trode catheter  pacing,  complete  removal  of  the  in- 
fected unit,  and  implantation  of  a new  unit  and 
electrodes  in  a clean  area  after  5-7  days.  Our  two 
cases  have  remained  under  good  pacemaker  con- 
trol for  U/2  and  2 years  after  being  treated  in  this 
manner. 

Precautions  to  prevent  infection  about  pace- 
maker units  are  self-evident  and  require  no  further 
elaboration  here. 

Acute  Arrhythmia:  Two  instances  of  acute 
arrhythmia  in  the  early  postoperative  period  have 
been  encountered.  Both  occurred  on  the  third 
postoperative  day  but  were  of  different  causes.  The 
first  instance  was  manifest  by  sudden,  erratic  runs 
of  impulses  producing  bursts  of  extremely  rapid 
ventricular  response.  Careful  positioning  of  the  pa- 
, tient  seemed  to  provide  a stable  enough  rhythm 
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for  the  time  required  to  obtain  and  prepare  a new 
battery  unit.  Examination  of  the  unit  removed, 
disclosed  a defective  timing  mechanism,  probably 
insecurely  seated  by  epoxy  resin.  Although  this 
patient  has  undergone  a second  battery  replace- 
ment and  broken  wire  repair,  he  remains  active 
under  pacemaker  control  over  two  years  after  the 
“berserk”  pacemaker  episode. 

A second  patient  underwent  an  uneventful  op- 
erative implant  and  early  postoperative  course  un- 
til a grand  mal  seizure  occurred  on  the  third  day 
after  surgery.  A second  seizure  followed  quickly 
and  was  associated  with  ventricular  fibrillation. 
Resuscitative  measures  were  instituted  immediately 
but  repetitive  direct-current  countershocks  did  not 
convert  the  fibrillation  until  the  electrode  wires 
were  cut  (under  less  than  ideally  sterile  condi- 
tions). This  patient  undoubtedly  sustained  myo- 
cardial infarction  during  surgery,  probably  second- 
ary to  implantation  of  the  myocardial  electrodes 
in  a double-loop  fashion  (Fig.  4b).  Undoubtedly, 
the  wire  loops  were  placed  too  tightly,  thus 
strangling  the  encircled  myocardium.  Fortunately, 
no  infection  ensued  and  the  electrode  wires  were 
simply  re-connected  ten  days  later.  This  patient 
remained  under  good  pacemaker  control  for  nearly 
one  year  before  death  due  to  metastatic  colon 
carcinoma. 

No  definite  rules  can  be  stated  for  treatment  of 
a situation  that  may  be  as  acute  or  variable  as 
these  serious  rhythm  disturbances.  Immediate  in- 
stitution of  resuscitative  measures  with  rapid  as- 
sessment of  all  possible  etiologic  factors  and  ap- 
propriate therapy  (even  to  drastic  steps  such  as 
interruption  of  pacemaker  continuity),  should 
prove  successful  in  the  majority  of  instances.  Of 
course,  greater  care  in  implanting  myocardial  elec- 
trodes may  prevent  those  instances  in  which  the 
arryhthmia  is  secondary  to  compromise  of  myo- 
cardial vascularity. 

Transvenous  Bipolar  Electrode  Catheter:  The 
routine  use  of  a bipolar  electrode  catheter  placed 
in  the  right  ventricle  for  endocardial  pacing  has 
converted  the  procedure  of  pacemaker  implanta- 
tion or  repair  from  a potentially  frantic,  harried 
operation  to  one  that  can  be  executed  deliberately 
and  smoothly.  Although  no  patients  were  lost  dur- 
ing the  period  when  external  pacing  and  isopro- 
terenol were  used  for  surgical  control,  arrhythmias 
and  episodes  of  ventricular  fibrillation  or  cardiac 
asystole  occurred  all  too  frequently.  External  pac- 
ing has  never  seemed  absolutely  dependable  and 
increased  myocardial  irritability  produced  by  iso- 


Fig.  6.  X-ray  showing  transvenous  electrode  catheter 
with  tip  in  right  ventricle.  There  is  an  excess  of  cath- 
eter length  inside  the  heart  and  perforation  of  anterior 
wall  of  right  ventricle  occurred. 

proterenol  and  other  drugs  has  never  seemed  ad- 
vantageous if  it  could  be  avoided.  Contrary  to 
Frank’s  experience  of  a high  per  cent  of  compli- 
cations with  electrode  catheter  pacing,  we  have 
noted  only  one  problem  which  proved  to  be  of 
no  ultimate  consequence.  This  was  a perforation 
of  the  right  ventricular  wall  with  five  centimeters 
of  catheter  found  free  in  the  pericardial  space  at 
time  of  pacemaker  implant  (Fig.  6).  Simple  with- 
drawal of  the  catheter  tip  into  the  ventricular  cav- 
ity resulted  in  resumption  of  catheter  pacing. 

We  continue  to  be  favorably  impressed  with 
the  use  of  the  electrode  catheter  whenever  a pa- 
tient is  in  jeopardy  from  heart  block  or  undepend- 
able pacing.  The  external  jugular  venous  place- 
ment is  simple  and  convenient  although  the  median 
basilic  venous  system  has  been  used  for  insertion 
without  problem.  Excessive  intracardiac  length  of 
this  relatively  rigid  catheter  should  be  avoided  to 
prevent  myocardial  penetration,  and  the  catheter 
is  left  in  place  only  so  long  as  is  necessary  (usual- 
ly 24  to  36  hours — but  up  to  5 to  7 days  on  oc- 
casion). 

In  addition  to  the  above  major  or  frequently 
encountered  problems,  seroma  about  the  pace- 
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maker  power  unit  has  been  seen  twice.  Simple  as- 
piration and  pressure  dressing  has  been  adequate 
to  control  reformation  of  fluid.  Both  seromas  oc- 
curred in  patients  where  bacitracin  solution  was 
apphed  about  the  unit  at  time  of  surgery  and  no 
seromas  have  occurred  since  this  practice  was 
abandoned. 

Conclusions 

Although  a variety  of  problems  may  be  encoun- 
tered during  a long  term  follow-up  of  patients  with 
implantable  pacemakers,  no  problem  is  seemingly 
insuperable.  Respect  for  handling  and  implanting 
pacemaker  units,  awareness  of  possible  complica- 
tions, orderly  approach  to  evaluation  of  the  prob- 
lem, and  prompt  correction  of  the  defect  found 
will  result  in  continued  dependable  cardiac  pacing. 

Summary 

1 . Complications  encountered  during  four  years 
of  pacemaker  experience  in  13  cases  are  enumer- 
ated and  discussed.  2.  No  operative  deaths  oc- 
curred and  only  one  death  (early  in  the  series)  was 
attributable  to  problems  associated  with  pace- 


makers. Three  late  deaths  from  unrelated  prob- 
lems occurred.  3.  In  spite  of  the  variety  of  compli- 
cations that  may  be  encountered,  correction  is  al- 
most always  possible  and  the  continued  use  of 
implantable  pacing  units  in  the  treatment  of  symp- 
tomatic heart  block  is  encouraged.  • 
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Surgical  management  of 
divertieulitis  of  the  colon 


William  R.  Coppinger,  MD,  Denver 


A working  knowledge  of  this 
condition  should  be  possessed  by  all 
physicians.  It  is  more  common  than 
generally  realized. 

Diverticulitis  of  the  colon  has  assumed  an 
increasingly  greater  surgical  challenge  in  recent 
years.  During  the  last  two  decades  the  approach 
has  changed  from  conservatism  to  a more  aggres- 
sive attack  which  includes  earlier  and  more  ex- 
tensive operations. 

During  the  past  fifty  years  the  percentage  of 
elders  has  doubled  and  the  absolute  number  has 
quadrupled.^  The  incidence  of  complications  of 
diverticulitis  is  directly  proportional  to  the  time 
that  diverticula  have  been  present.  Since  surgical 

• Presented  at  the  95th  Annual  Session,  Colorado  Medical 
Society,  Colorado  Springs,  Colorado,  September,  1965. 


treatment  concerns  the  complications  or  preven- 
tion of  complications,  it  is  obvious  that  we  will  be 
increasingly  confronted  with  the  problem.  To  il- 
lustrate the  various  problems,  I have  reviewed  65 
cases  of  diverticulitis  which  we  have  treated 
surgically. 

Clinical  experiences 

The  sex  distribution  and  age  range  are  shown 
in  Tables  1 and  2.  It  will  be  noted  that  31  of  65 
patients  are  below  60  years  of  age.  This  is  signifi- 
cant for  it  has  been  pointed  out  by  Horner^  that 
diverticulosis  is  a progressive  disease.  Patients 
followed  one  to  five  years  and  11  to  18  years 
developed  diverticulitis  in  10  and  37  per  cent 
respectively  with  no  relationship  to  the  age  of  the 
patient.  Early  operation  in  these  younger  patients 
may  well  prevent  more  serious  complications. 
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TABLE  1 

DISTRIBUTION  OF  65  CASES 


Sex 

Male  

Female 

29 

. 36 

TABLE  2 

Age 

30-40  Years 

3 

40-50  Years 

10 

50-60  Years 

18 

60-70  Years 

18 

70-80  Years  . 

14 

Over  80  

2 

Total 

65 

Symptoms  encountered  in  this  series  of  cases 
were  of  the  usual  variety — abdominal  pain,  espe- 
cially in  the  left  lower  quadrant,  flatulence  and 
constipation  were  the  most  numerous.  In  the  more 
severe  cases,  cramping  abdominal  pain,  dysuria, 
frequency,  distention  and  rectal  bleeding  occurred. 
Patients  with  free  perforation  revealed  the  typical 
picture  of  advanced  spreading  peritonitis.  Forty- 
six  patients  had  chronic  recurring  abdominal  pain 
of  increasing  severity.  Of  these  a portion  had  been 
treated  for  spastic  colon.  Eleven  cases  had  re- 
curring chills  and  fever,  usually  associated  with 
recurrences  of  abdominal  pain.  Urinary  frequen- 
cy, urgency  and  “bearing  down  discomfort”  oc- 
curred in  nine  patients;  of  these  there  was  one 
colo-cervical  fistula.  Mayo  and  Blunt®  state  that 
these  symptoms  have  an  average  duration  of  eight 
to  16  months  prior  to  actual  fistulization.  Fifteen 
cases  had  rectal  bleeding;  nine  were  considered 
minimal  while  six  were  moderate  to  severe.  Rec- 
tal bleeding  should  always  arouse  the  suspicion  of 
carcinoma,  but  it  is  of  interest  that  in  none  of  the 
moderate  to  severe  cases  was  carcinoma  found. 
Thirteen  patients  gave  a history  of  alternating 
constipation  and  diarrhea,  indicative  of  partial 
intestinal  obstruction.  An  additional  two  cases 
with  associated  carcinoma  had  these  symptoms. 

The  known  duration  of  the  disease  varied 
greatly,  ranging  from  a few  hours  to  29  years. 
The  number  of  attacks  varied  from  the  initial  onset 
requiring  surgical  intervention  to  12  recurrent 
episodes. 

Our  indications  for  surgical  intervention  have 
been  recurrent  attacks  manifested  by  abdominal 
pain,  tenderness,  fever  and  a palpable  mass  with 
radiological  evidence  of  diverticulitis.  Any  suspi- 


cion of  carcinoma  heralds  an  early  operation. 
Known  cases  of  diverticulitis  with  unexplained 
urinary  symptoms  are  candidates  for  early  surgery. 
All  cases  of  hemorrhage,  in  whom  blood  dyscra- 
sias,  upper  gastrointestinal  sources,  rectal  polyps 
and  hemorrhoidal  diseases  are  excluded  but  with 
positive  evidence  of  diverticulosis,  are  urged  to 
submit  to  operation.  Obstruction  and  perforation 
are  indications  for  prompt  intervention.  Perfora- 
tions with  diffuse  peritonitis  require  immediate 
closure,  drainage  and  proximal  decompression  as 
do  perforations  with  large  abscesses  showing  evi- 
dence of  marked  toxicity.  Complete  and  near- 
complete  obstruction  is  produced  by  a marked 
inflammatory  reaction.  Conservative  measures  of 
intestinal  decompression,  restoration  of  fluid  elec- 
trolytes, and  massive  antibiotic  therapy  may  so 
improve  the  condition  that  a later  primary  resec- 
tion may  be  done. 

The  type  of  operation  performed  in  this  series 
is  shown  in  Table  3.  The  one-stage  colon  resec- 
tion with  primary  anastomosis  is  our  preference 
providing  there  is  not  widespread  peritonitis,  large 
abscesses  or  proximal  dilatation  and  edema.  One 
case  presented  as  an  acute  emergency  in  which  the 
diagnosis  was  not  established.  A perforated  diver- 
ticulum of  the  sigmoid  with  abscess  formation  was 
found  and  a primary  resection  and  anastomosis 
was  done.  Considerable  inflammation  and  edema 
were  present  and  a subsequent  large  pelvic  ab- 
scess developed.  After  drainage  a colo-cutaneous 
fistula  presented  and  required  several  months  to 
heal. 


TABLE  3 

TYPE  OF  OPERATION 


Resection  with  Primary  Anastomosis  (four  had 


tube  cecostomy)  44 

Three-stage  procedure  15 


1.  Transverse  colostomy  and  drainage 

2.  Resection  with  anastomosis 

3.  Closure  colostomy 


Right  hemicolectomy  1 

Partial  cecectomy  2 

Colostomy  only 2 

Two-stage  procedure  1 


1.  Colostomy  and  resection 

2.  Closure  colostomy 


65 


The  multi-staged  procedure  was  performed  in 
16  cases.  These  represented  perforations  with 
large  abscesses  or  generalized  peritonitis.  Three  to 
six  months  were  allowed  to  elapse  between  the 
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first  stage  and  the  resection  of  the  colon.  Closure 
was  done  only  after  x-rays  revealed  a patent 
functioning  anastomosis.  Although  Madden  and 
Tan^  suggest  that  a one-stage  resection  is  pre- 
ferred in  perforation,  abscess,  obstruction  or  peri- 
tonitis, we  prefer  the  dictates  of  Colcock®  who 
states  that  the  acute  inflammatory  reaction  sur- 
rounding a perforation  would  tend  to  subside  if 
defunctionalized  by  proximal  colostomy  and  that 
resection  and  primary  anastomosis  of  a distended 
colon  is  dangerous.  Three  cases  of  cecal  diverti- 
culitis were  encountered.  In  two  cases  a localized 
resection  was  possible,  but  in  the  third  it  was  im- 
possible to  differentiate  the  lesion  from  carcinoma 
and  a hemicolectomy  was  done.  Colostomy  only 
was  done  in  two  cases.  Both  represent  the  first 
stage  of  a staged  procedure.  One  patient,  77  years 
of  age  with  diffuse  peritonitis,  died  of  septic 
shock,  and  in  the  other  patient,  85  years  of  age, 
the  inflammation  subsided  and  she  elected  only  to 
have  her  colostomy  closed. 

The  site  of  occurrence  of  diverticula  is  shown 
in  Table  4.  There  is  a higher  incidence  of  occur- 
rence above  the  sigmoid  colon  than  reported  in 
many  series.  With  the  expected  increase  in  devel- 
opment of  diverticulitis  over  long  periods,-  more 
extended  resection  should  be  done  to  remove  all 
involved  areas.  Sigmoidal  resection  in  these  cases 
will  have  higher  rates  of  recurrence. 

TABLE  4 

LOCATION  OF  DIVERTICULA 


Sigmoid  colon 34 

Sigmoid,  descending  and  transverse  colon 27 

Cecum  3 

Entire  colon  1 
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The  pathological  findings  in  the  resected  speci- 
mens are  listed  in  Table  5.  Two  surgical  deaths 
occurred  in  elderly  people  with  large  perforations 
with  abscess  formation  and  peritonitis.  Associated 

TABLE  5 

PATHOLOGICAL  FINDINGS 


Acute  and  chronic  diverticulitis  31 

Perforation  with  pericolic  abscess  19 

Perforation  with  large  abscess 6 

Perforation  with  generalized  peritonitis  9 

Associated  carcinoma  6 

Associated  benign  polyps 3 


carcinoma  occurred  in  nearly  10  per  cent  of  the 
cases. 

Late  complications  require  consideration.  Ten 
cases  (Table  6)  have  definite  recurrence  of  di- 
verticulitis as  manifested  clinically  and  by  roent- 
genological examination.  Two  cases  have  required 
re-operation  and  eight  cases  are  being  managed 
medically.  These  may  require  surgical  interven- 
tion. All  of  these  recurrences  are  in  patients  in 
whom  the  entire  area  of  involvement  by  divertic- 
ula was  not  excised.  The  anastomotic  stenosis  in 
two  cases  represents  error  in  technique  or  judg- 
ment. 


TABLE  6 

LATE  COMPLICATIONS 


Recurrent  diverticulitis  (two  have 

required  re-operation)  

Stenosis  and  obstruction  of  anastomosis 
Severe  diarrhea  

10  or 

2 

1 

12.5% 

TABLE  7 

SURGICAL  DEATHS 

Pulmonary  embolism 

1 

Septic  shock 

1 

Total  (3%)  

2 

Two  surgical  deaths  occurred  in  the  65  cases 
(Table  7).  This  represents  a mortality  rate  of 
approximately  3 per  cent. 

Conclusion 

A review  of  the  surgical  management  of  65 
cases  of  diverticulitis  of  the  colon  is  given.  Early 
surgical  intervention  is  advocated  to  prevent  the 
development  of  more  serious  complications.  More 
extensive  resection  is  proposed  to  prevent  recur- 
rences of  the  disease.  The  desirability  and  pref- 
erence for  primary  resection  must  not  alter  surgi- 
cal judgment  in  complicated  cases.  • 
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Blood-glucose 
screening  for  ^ 
your  patients? 


DEXTROSTIX- 

provides  a clinically  useful 
determination  when  performed 
according  to  directions^ 


i'DEXTROSTlX  is  not  intended  to  replace 
the  more  precise  analytical  laboratory  methods. 


. . . because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
cqmmon]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostix'®  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance  — for  “The  precision 
and  accuracy  of  Dextrostix 
...meet  the  need  for  an  always 
available  simple  screening 
method....”*  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 


*Marks,  V.,  and  Dawson.  A.: 
Brit.  M.  J.  7:293,  1965. 
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Abstract  of  Minutes* 

House  of  Delegates  of 

The  New  Mexico  Medical  Society 

Eighth  Interim  Meeting— Clovis,  New  Mexico 
November  5-6, 1965 

The  House  of  Delegates  held  two  meetings  at  its 
Eighth  Interim  meeting  in  Clovis,  New  Mexico,  No- 
vember 5-6,  1965.  The  Speaker,  Hugh  B.  Woodward, 
MD,  and  Vice-Speaker,  Ronald  Dorn,  MD,  alter- 
nated in  presiding  before  the  House.  At  the  first 
meeting  all  reports  published  in  the  Handbook  and  all 
supplemental  reports  and  resolutions  which  had  been 
mimeographed  after  publication  of  the  Handbook, 
as  well  as  verbal  and  typed  resolutions  introduced 
on  the  floor  of  the  House,  were  referred  to  ap- 
propriate reference  committees. 

FIEST  SESSION 
Friday,  November  5, 1965 

The  House  was  called  to  order  at  1:00  p.m. 
Everet  H.  Wood  pronounced  the  invocation. 

Sixty-one  delegates  answered  the  roll  call,  includ- 
ing certified  substitute  alternates. 

The  minutes  of  the  Eighty-Third  Annual  Meeting 
held  May  10-11,  1965,  and  summarized  in  the 
September  issue  of  the  Rocky  Mountain  Medical 
Journal  were  approved  as  published. 

M.  D.  Thomas,  MD,  Fraternal  Delegate  from  the 
Texas  Medical  Association,  reported  that  the  Ex- 
ecutive Board  of  the  Texas  Medical  Association  had 
met  in  September  and  summarized  some  of  the  ac- 
tions taken  at  that  meeting. 

Mrs.  Matt  A.  Connell,  President  of  the  Auxiliary 
to  the  New  Mexico  Medical  Society,  reported  on 

* (Condensed  and  abstracted  from  the  stenographic  minutes 
kept  by  Mrs.  Ralph  R.  Marshall.  Reports  referred  to  but  not 
reproduced  herein  were  distributed  to  all  members  of  the 
House  In  mimeographed  form.  Copies  of  all  reports  are  on 
file  in  the  Executive  Office  of  the  Society  and  in  the  office 
of  the  Secretary  of  each  component  society,  available  for 
study  by  any  member  and,  together  with  this  abstract, 
present  in  full  all  proposals  as  well  as  actions  taken  upon 
them.) 


the  various  National  and  State  Auxiliary  meetings 
and  projects.  She  stated,  “We,  your  Auxiliary,  are 
being  trained  to  serve  you  and  your  profession  and 
would  like  to  be  New  Mexico  Medical  Society’s  co- 
pilot.” 

The  Speaker  introduced  Robert  P.  Beaudette,  MD, 
President,  New  Mexico  Medical  Society,  for  his 
presidential  address.  Dr.  Beaudette  reported  on  the 
White  House  Conference  on  Health  which  he  at- 
tended and  discussed  the  contents  contained  in  some 
of  the  committee  reports. 

The  Speaker  introduced  the  following  guests:  Mr. 
Dallas  Whaley,  AMA  Field  Representative;  Edwin  O. 
Wicks,  MD,  Director,  New  Mexico  Department  of 
Public  Health;  Mr.  John  Mullane,  regional  repre- 
sentative from  Dallas  for  the  health  insurance  ser- 
vices of  Social  Security  and  Lamar  A.  Byars,  MD, 
Dallas,  USPHS  Regional  Office. 

Upon  invitation  of  the  House,  Mr.  Mullane  re- 
viewed briefly  what  the  new  Medicare  law  has  to 
offer  and  asked  for  the  Medical  Society’s  active  help 
in  administering  the  law  insofar  as  there  are  com- 
mon objectives. 

Speaker  Woodward  appointed  the  following  to 
membership  on  reference  committees: 

A.  Legislation  and  Public  Affairs: 

E.  H.  Wood,  MD,  Chairman 
Emmet  J.  Thorpe,  MD 
Andrew  Babey,  MD 
Herman  O.  Lehman,  MD 
Matt  A.  Connell,  MD 

B.  Miscellaneous  Business: 

Vaun  T.  Floyd,  MD,  Chairman 
James  R.  Gay,  MD 
Don  R.  Clark,  MD 
H.  R.  Landmann,  MD 
Charles  Carroll,  MD 

C.  Administrative  Matters: 

J.  C.  Dotson,  MD,  Chairman 
Eugene  L.  Coulson,  MD 
Fred  H.  Hanold,  MD 
Walter  J.  Hopkins,  MD 
Edward  O.  Goodrich,  MD 

SECOND  MEETING 

Saturday,  November  6,  1965 

The  House  was  called  to  order  at  2:00  p.m.  with 
fifty-eight  delegates  answering  the  roll-call,  including 
accredited  alternate  delegates. 

Speaker  Woodward  introduced  a visitor,  his 


47 


brother-in-law,  George  Benson,  MD,  from  the  Texas 
Medical  Association. 

The  Speaker  announced  that  the  son  of  one  of  the 
delegates,  Eat^l  Malone,  MD,  Roswell,  was  killed  in 
an  automobile  accident  last  evening  and  that  a tele- 
gram of  sympathy  from  the  House  of  Delegates  had 
been  sent  to  Dr.  and  Mrs.  Malone. 

Speaker  Woodward  appointed  the  following  tellers: 
Robert  S.  Stone,  Randolph  V.  Seligman,  H.  Richard 
Landmann  and  William  E.  La  Barre. 

Reference  Committee  on  Administrative  Matters 

The  following  committee  reports  considered  by 
the  Reference  Committee  were  for  information  only, 
included  no  recommendations  and  required  no  policy 
action,  therefore,  were  filed: 

Liaison  Committee  With  New  Mexico  Academy  of  Pediatrics 

Convention  Site  Committee 

Convention  Scientific  Program  Committee 

Rocky  Mountain  Medicai  Conference  Continuing  Committee 

The  Nominating  Committee  report  was  amended 
by  deleting  the  name  of  Emmit  Jennings,  and  there 
being  no  nominations  from  the  floor,  the  amended 
report  was  approved. 

The  Speaker  introduced  Omar  Legant,  Chairman, 
Public  Relations  Committee.  Dr.  Legant  an- 
nounced the  following  winners  for  the  1965  Guy 
Rader  Award  for  excellency  in  medical  news  re- 
porting: 

First  Place,  Weekly  Newspaper  Division,  Mrs.  Alta  B.  Cliff, 
Estancia 

First  Place,  Daily  Newspaper  Division,  Mr.  Jim  Seaver, 
Clovis 

Dr.  Legant  reported  that  the  following  four  nom- 
inees had  been  received  for  the  A.  H.  Robins  Com- 
munity Award  which  will  be  presented  at  the  annual 
meeting: 

Demarious  C.  Badger,  MD,  Hobbs 
Eugene  L.  Coulson.  MD,  Socorro 
Earl  L.  Malone.  MD,  Roswell 
David  B.  Post,  MD,  Albuquerque 

The  published  Council  Report  was  approved. 

The  Supplemental  Council  Report  was  approved 
and  included  the  following  actions: 

a)  Approved  travel  funds  for  Legal  Counselor,  Mr.  Howard 
Houk.  to  attend  an  AMA-sponsored  Conference  of  State 
Society  Legal  Counsels  in  Chicago,  April  14-16,  1966. 

b)  Approved  travel  funds  up  to  $100.00  for  the  Chairman  of 
the  Mental  Health  Committee  to  attend  a Mental  Health 
Conference  in  Chicago,  December  13-15,  1965. 

c)  The  request  of  the  Newsletter  editor  for  an  approximate 
expenditure  of  $27.50  to  increase  the  size  of  the  News- 
letter from  four  to  six  pages  from  time  to  time  as  deemed 
necessary  by  the  editor,  was  approved. 

d)  That  the  member  who  did  not  take  the  Orientation  Course 
in  1965,  in  the  time  prescribed  by  the  Constitution  and 
Bylaws,  be  notified  of  the  fact  that  he  must  take  the 
course  at  the  annual  meeting  in  Albuquerque,  May  11, 
1966. 

e)  Recommended  to  the  House  of  Delegates  that  the  applica- 
tion for  membership-at-large  of  Philip  John  Parker,  MD, 
Santa  Rosa,  be  approved. 

f)  Approved  a sample  dues-billing  form  for  the  1966  county. 


state  and  AMA  dues  and  voluntary  membership  dues  to 
NEMPAC-AMPAC. 

The  published  Constitution  and  Bylaws  Com- 
mittee report  and  the  proposed  revision  of  the  Con- 
stitution and  Bylaws  were  approved.  The  Speaker 
reminded  the  House  that  the  proposed  Constitution 
and  Bylaws  would  be  voted  on  at  the  annual  meeting. 

The  addendum  to  the  Constitution  and  Bylaws 
Committee  Report  which  requested  a revision  of 
the  councilor  districts  was  not  approved. 

The  Grievance  Committee  report  was  approved, 
and  the  Committee’s  suggestion  of  alerting  the  staffs 
of  hospitals  of  the  continuing  need  for  proper  physi- 
cian coverage  was  approved  for  implementation. 

Reference  Committee  on  Legislation 
and  Public  Affairs 

The  following  published  reports  considered  by  the 
Reference  Committee  were  for  information  only,  in- 
cluded no  recommendations  and  required  no  policy 
action;  therefore  were  filed: 

Accident  Prevention  Committee 

Legislative  and  Public  Policy 

Mental  Health  and  Alcoholism 

Insurance  Committee 

Medical-Legal  Committee 

Maternal  and  Perinatal  Mortality  Committee 

A resolution  from  Lea  County  expressing  the  need 
for  an  extension  of  time  from  sixteen  days  to  a 
minimum  of  twenty-one  days  of  pre-season  training 
of  school  teams  was  adopted. 

A resolution  from  Santa  Fe  County  was  approved 
requesting  the  State  Society  to  use  all  means  in  re- 
sisting the  Board  of  Pharmacy’s  proposal  to  license 
physicians  in  order  to  enforce  the  Narcotic  laws. 

The  Los  Alamos  County  Society  introduced  a reso- 
lution concerning  investments  by  physicians  in  drug 
companies  which  was  tabled;  however,  the  subject 
matter  of  the  resolution  was  referred  to  a committee 
for  study  and  report  of  the  next  House  of  Delegates 
meeting. 

A resolution  calling  for  a complete  study  of  the 
pros  and  cons  of  the  usefulness  of  a basic  science 
examination  and  naming  a chairman  for  the  com- 
mittee was  introduced  by  the  Reference  Committee 
and  approved  in  lieu  of  a similar  resolution  from  the 
Los  Alamos  County  Society. 

Reference  Committee  on  Miscellaneous  Business 

The  following  committee  reports  considered  by 
the  Reference  Committee  were  for  information  only, 
included  no  recommendations  and  required  no  policy 
action;  therefore,  were  filed; 

New  Mexico  Physicians’  Service 
New  Mexico  Blue  Shield 
Public  Relations  Committee 

Interim  Report,  Delegate  to  American  Medical  Association 
Special  Session,  Delegate  to  American  Medical  Association 

The  delegates  disapproved  of  a recommendation  by 

the  Advisory  Committee  to  the  Department  of 
Public  Welfare  for  no  change  in  the  administrative 
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setup  for  handling  of  MAA  until  more  experience 
is  realized.  A recommendation  of  the  Reference  Com- 
mittee that  the  Society  request  the  Governor  to 
direct  the  Department  of  Public  Welfare  to  contract 
with  the  New  Mexico  Department  of  Public  Health 
to  administer  all  medical  services  under  the  Social 
Security  Act  was  approved.  The  Legislative  Com- 
mittee was  directed  to  press  for  appropriate  legisla- 
tion at  the  appropriate  time  to  implement  the  above 
directive  and  to  transfer  responsibilities  and  ap- 
propriations. 

A request  of  the  Medicare  Committee  to  change 
its  name  to  “Committee  on  Medicare  of  the 
O.D.M.C.”  was  approved  by  the  delegates. 

The  Public  Health  Committee  requested  that  the 
delegates  endorse  the  recommendation  of  the  Com- 
mittee that  Edwin  O.  Wicks,  MD,  Director,  New 
Mexico  Department  of  Public  Health,  deserves  the 
full  support  and  commendation  of  the  State  Society. 

A resolution  from  Santa  Fe  County  petitioning  the 
State  Society  to  appoint  a committee  to  study  the 
formation  and  function  of  utilization  committees  and 
to  prepare  plans  and  advice  for  county  societies  was 
approved.  The  delegates  further  approved  that  the 
chairman  of  the  Utilization  Committee  be  sent  to 
the  National  Utilization  Conference,  November  27, 
1965,  in  Philadelphia. 

The  delegates  approved  a substitute  resolution  of 
the  Reference  Committee  for  a resolution  from  the 
Liaison  Committee  to  the  University  of  New 
Mexico  School  of  Medicine’s  supplemental  report. 
The  substitute  resolution  asked  the  School  of  Medi- 
cine to  make  available  demonstrations  of  patient 
care  and  research  for  physicians  in  all  areas  of  the 
state  by  use  of  closed  circuit  color  television  with 
two-way  communication,  and  the  use  of  funds  that 
might  become  available  for  alteration,  major  repair 
and  renovation  of  existing  buildings  to  carry  out 
this  network. 

Governor  Campbell  was  requested  to  appoint  a 
study  committee  to  determine  the  needs  for  a Uni- 
versity hospital  to  be  located  with  the  University  of 
New  Mexico  School  of  Medicine  and  the  request 
was  also  made  that  this  same  committee  study  the 
need  for  reasonable  hospital  and  physicians’  services 
payments  for  DPW  recipients. 
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A resolution  from  Bernalillo  County  was  approved 
calling  for  the  establishment  of  policy  on  the  prin- 
ciple that  charges  to  patients  for  services  provided  by 
physicians  practicing  in  hospitals  be  separated  into 
professional  fees  and  hospital  charges,  and  that  pro- 
fessional fees  should  be  billed  directly  to  the  pa- 
tient by  the  physician  providing  the  services. 

The  delegates  approved  a report  asking  the  Fee 
Committee  to  negotiate,  whenever  possible,  with 
third-party  plans  on  the  basis  of  “usual  and  custom- 
ary fees,”  and  when  this  is  not  possible,  a method 
such  as  the  California  Relative  Value  Index,  current 
revision,  be  used  as  an  instrument  of  negotiation. 

A resolution  from  Chaves  County  urging  all  mem- 
bers of  the  State  Society  to  not  participate  in  Medi- 
care was  disapproved. 

The  tellers  reported  that  the  following  nominees 
for  positions  on  the  Blue  Shield  Board  had  been 
approved  for  submission  to  the  Blue  Shield  Board: 


John  D.  Abrums,  Albuquerque 
Bentley  B.  Altizer,  Portales 
Charles  W.  Carroll, 

Las  Cruces 
Paul  A.  Fell,  Deming 
Edward  O.  Goodrich,  Jr., 
Santa  Fe 


Theodore  E.  Hauser,  Carlsbad 
Omar  Legant,  Albuquerque 
John  M.  McGuire,  Alamogordo 
William  L.  Minton,  Lovington 
Clifford  E.  Molholm, 
Albuquerque 

Otis  O.  Moseley,  Albuquerque 


The  delegates  enthusiastically  approved  a motion 
to  thank  the  Curry-Roosevelt  County  Society  and 
Auxiliary  and  the  Holiday  Inn  for  the  wonderful 
hospitality,  fine  program  and  excellent  facilities  they 
have  provided  for  the  Interim  Meeting  of  the  House 
of  Delegates. 


Carrier  Named 

On  February  10  the  Social  Security  Administra- 
tion announced  that  Montana  Physicians’  Service 
has  been  selected  as  the  carrier  to  receive  claims  and 
serve  as  the  fiscal  agent  under  Part  B (supplemental 
medical  insurance  benefits)  of  Title  XVIII  of  Public 
Law  89-97.  . . . Blue  Shield  plans  in  the  United 
States  will  serve  59  per  cent  of  the  beneficiaries  un- 
der this  statute;  private  insurance  underwriters  will 
serve  38  per  cent;  and  independent  insurers,  1 per 
cent. 

Dates  of  Interest 

April  21-23 — Montana  Tuberculosis  Association 
and  Montana  Thoracic  Society,  Annual  Meeting, 
Billings. 

May  6-7 — Montana  Heart  Association,  Postgrad- 
uate Conference  on  Cardiovascular  Disease,  North- 
ern Hotel,  Billings. 

June  15-16 — Montana  Obstetrical  and  Gynecolog- 
ical Society,  Annual  Meeting,  East  Glacier. 
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Among  those  chosen  to  receive  Fellowships  this 
year  is  William  Patrick  Soles  of  Orem,  Utah,  junior 
in  Cornell  University  Medical  College.  He  has  been 
assigned  to  St.  Michael’s  Hospital,  Lulindi,  Tanzania. 

USMA  Briefs 


Awards  From  Association  of  American 
Medical  Colleges 

The  Association  of  American  Medical  Colleges 
recently  announced  the  award  of  35  Foreign  Fellow- 
ships to  junior  and  senior  U.  S.  medical  students.  The 
Fellowships  are  made  possible  by  a grant  from  Smith 
Kline  and  French  Laboratories.  With  the  current 
selection,  the  Association,  during  seven  years,  has 
awarded  a total  of  215  Fellowships  for  work  and 
study  in  48  countries  of  Africa,  Asia,  Latin  America, 
and  Oceania. 

The  primary  objective  of  the  Fellowships  is  to 
provide  students  an  opportunity  to  benefit  from  un- 
usual clinical  experiences  and  familiarize  themselves 
with  medical,  cultural,  and  social  problems  different 
from  their  own.  They  will  be  stationed  in  mission 
hospitals  and  outpost  medical  facilities.  The  expe- 
rience also  affords  students  an  opportunity  to  act  as 
“ambassadors”  of  the  United  States  and  representa- 
tives of  our  system  of  medical  education. 


Robert  J.  Peterson,  MD,  Provo  otolaryngologist, 
has  recently  returned  from  an  intensive  one-week 
course  in  plastic  surgery  of  the  nose  and  ear  given 
at  the  Cook  County  Graduate  School  of  Medicine  in 
Chicago.  The  course  was  sponsored  by  The  Amer- 
ican Academy  of  Facial  Plastic  and  Reconstructive 
Surgery,  Inc. 

* * 

Ten  members  of  the  Utah  County  Medical  Society 
and  the  USMA  were  recently  honored  by  the  Utah 
Valley  L.  D.  S.  Hospital  in  Provo  for  over  25  years 
of  service  to  Provo  and  Utah  County.  Those  so  hon- 
ored and  their  years  of  practice  were:  Dr.  Weston 
L.  Oaks,  46  years;  Dr.  S.  M.  Clark,  44  years;  Dr. 
C.  M.  Smith,  42  years;  Dr.  Lloyd  L.  Cullimore,  39 
years;  Dr.  Jesse  J.  Weight,  34  years;  Dr.  S.  W. 
Georges,  34  years;  Dr.  Riley  G.  Clark,  28  years;  Dr. 
Harold  Austin,  27  years;  Dr.  J.  Russell  Smith,  27 
years;  and  Dr.  James  B.  Westwood,  26  years. 
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Dr.  Kenneth  O.  Fishier,  Salt  Lake  pediatrician, 
has  been  elected  as  president  of  the  Primary  Chil- 
dren’s Hospital  medical  staff  for  1966-67.  Dr.  Ed- 
ward McKay,  Salt  Lake  City  proctologist,  and  Dr. 
Virgil  Condon,  Salt  Lake  radiologist,  were  elected 
president-elect  and  secretary-treasurer  respectively. 

=}=  * 

The  Utah  State  Society  of  Anesthesiologists  have 
elected  Dr.  Gaylord  A.  Buchanan,  Holy  Cross  Hos- 
pital, as  president  for  the  coming  year.  Dr.  Norman 
A.  Bergman,  Veteran’s  Administration  Hospital,  is 
the  new  president-elect,  and  Dr.  Lawrence  E. 
Reichman,  Cottonwood  L.D.S.  Hospital,  is  secretary- 
treasurer. 


University  of  Utah  College  of  Medicine 

Computerized  Medicine 

Predicting  the  probability  of  an  individual  having 
a certain  disease,  evaluating  models  of  white  cell 
kinetics,  measuring  the  amount  of  blood  a heart 
pumps  with  each  beat  . . . the  computer  has  come  to 
the  aid  of  medical  research  at  the  University  of  Utah 
College  of  Medicine. 

Analogues  and  integers,  long-time  friends  of  the 
physicist,  are  aiding  research  investigators,  con- 
cerned with  medical  and  biological  problems,  by 
analyzing  experimental  data  quickly,  according  to 
Dr.  Homer  Warner,  Professor  and  Head,  Depart- 
ment of  Biophysics  and  Bioengineering  and  Head  of 
the  College  of  Medicine’s  Computer  Center.  The 
Center,  which  is  supported  by  a $194,000  grant  from 
NIH  is  located  at  the  L.D.S.  Hospital  in  Salt  Lake 
City  and  is  available  to  any  medical  or  biological  in- 
vestigator in  the  area  whose  research  project  will 
benefit  from  the  computer’s  rapid  outflow  of  figures. 

The  computer  is  used  by  many  researchers  to  test 
theories  against  experimental  data.  It  can  compute  in 
seconds  what  may  take  hours  of  an  investigator’s 
time.  However,  even  in  computerized  medicine  the 
role  of  the  physician,  the  human  element,  is  vital.  He 
must  tell  the  computer  exactly  what  to  do  and  then 
apply  the  computations  to  practical  medicine. 

* * 

A gift  of  $50,000  was  presented  by  Richard  H. 
Danielson,  Salt  Lake  regional  manager  of  the  Ameri- 
can Oil  Company,  to  the  University  of  Utah  College 
of  Medicine,  represented  by  Dr.  Kenneth  B.  Castle- 
ton,  dean. 

“We  are  convinced  that  this,  one  of  the  nation's 
youngest  and  finest  medical  schools,  has  a great  fu- 
ture,” Danielson  said,  “and  we  are  helping  to  as- 
sure that  future  by  this  gift.”  The  Foundation  has 


given  financial  support  to  private  medical  education 
in  the  past. 

* * * 

Dr.  Richard  E.  Hurley,  a native  of  Ogden  and  a 
graduate  of  the  University  of  Utah  College  of  Medi- 
cine, has  been  appointed  Director  of  Medical  Educa- 
tion for  the  American  Heart  Association. 

Dr.  Hurley  graduated  from  the  College  of  Medi- 
cine in  1954.  He  served  his  internship  at  Cleveland’s 
University  Hospitals  and  completed  his  residency  at 
the  U.  of  U.  associated  hospitals  in  Salt  Lake  City. 

University  of  Colorado  Medical  Center 

Appointments  of  a chairman  of  the  Department 
of  Preventive  Medicine  and  a head  of  the  Division 
of  Radiation  Therapy  at  the  University  of  Colorado' 
School  of  Medicine  in  Denver  were  approved  Feb- 
ruary 18  by  the  University’s  Board  of  Regents  at  its 
regular  meeting  in  Boulder. 

Named  chairman  of  the  Department  of  Preventive 
Medicine  was  Dr.  John  C.  Cobb,  who  joined  the  CU 
medical  faculty  last  year  as  professor  of  preventive 
medicine  and  comprehensive  health  care.  Dr.  Cobb 
formerly  was  on  the  faculty  of  the  Johns  Hopkins 
School  of  Hygiene  and  Public  Health. 

Appointed  head  of  the  Division  of  Radiation 
Therapy  in  the  Department  of  Radiology  was  Dr. 
Carlos  E.  Garciga,  who  has  been  acting  head  of  the 
division  since  1962. 

Both  appointments  are  effective  July  1. 

* * * 

The  Board  of  Regents  of  the  University  of  Colo- 
rado recently  created  a new  Division  of  Nuclear 
Medicine  in  the  CU  School  of  Medicine  in  Denver 
and  appointed  a 1952  CU  medical  graduate  to  head 
it. 

The  new  division  will  be  a part  of  the  Department 
of  Radiology  at  the  CU  Medical  Center.  Appointed 
as  associate  professor  and  head  of  the  division  was 
Dr.  Donald  W.  Brown,  a native  of  Colorado,  who 
received  his  BA  degree  from  CU  in  1949  and  his 
MD  from  the  CU  School  of  Medicine  three  years 
later. 

* Jf:  * 

Alumni  of  the  University  of  Colorado  School  of 
Medicine  are  being  invited  with  their  wives  and 
families  to  a week-long  non-medical  Summer  In- 
stitute on  “People,  Places  and  Things — 1966”  on 
the  CU  campus  in  Boulder  next  July  25-29. 

Members  of  the  University  faculty  will  lecture  to 
the  institute  at  its  morning  sessions  on  subjects  rang- 
ing from  modern  art  to  space  physics  and  Asian 
politics.  In  the  afternoons  and  evenings  there  will  be 
sports,  mountain  tours,  steak  fries  and  bus  tours  to 
the  Central  City  Opera,  Air  Force  Academy  and  the 
CU  Medical  Center.  Dr.  Richard  W.  Whitehead, 
president  of  the  Medical  Alumni  Association,  said 
the  institute  also  will  be  open  to  full-time  and  volun- 
teer members  of  the  CU  medical  faculty  and  to  phy- 
sicians who  have  taken  their  residencies  at  the  Med- 
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ical  Center  hospitals,  but  registration  will  be  limited 
to  about  100  participants  on  a first-come,  first-served 
basis. 

Applications  for  the  institute  should  be  directed 
to  the  Bureau  of  Continuation  Education,  328  Uni- 
versity Memorial  Center,  University  of  Colorado, 
Boulder  80302. 

5}J  * * 

Dr.  Rudolf  Holemans  of  the  Albert  Einstein  Med- 
ical Center  and  Temple  University  School  of  Med- 
icine in  Philadelphia  is  the  winner  of  a $2,500  prize 
in  the  fourth  national  Cochems  Competition  con- 
ducted under  auspices  of  the  University  of  Colorado 
School  of  Medicine. 

The  prize  is  offered  for  the  best  paper  on  advances 
in  the  understanding  or  treatment  of  thrombophle- 
bitis and  basic  vascular  problems  under  terms  of  the 
will  of  the  late  Mrs.  Jane  Nugent  Cochems  of  Den- 
ver. The  Colorado  National  Bank  of  Denver,  as 
trustee  of  the  Cochems  estate,  administers  the  com- 
petition. 

Dr.  Holemans’  winning  essay  is  entitled  “Blood 
Plasminogen  Activator:  An  Experimental  Study  of 
Its  Origin  and  Mechanism  of  Release.” 

❖ Sj! 

A grant  of  $23,400  from  the  National  Heart  Insti- 
tute has  launched  a three-year  University  of  Colorado 
research  project  linking  the  Medical  Center  in  Den- 
ver with  the  Department  of  Chemistry  on  the  Boul- 
der campus  in  a search  for  synthetic  compounds 
which  will  dissolve  human  blood  clots. 

The  grant,  which  will  be  duplicated  in  each  of  the 
two  succeeding  years,  has  been  awarded  to  Dr.  Kurt 
N.  von  Kaulla,  associate  professor  of  medicine  at 
the  Medical  Center  and  a scientist  of  international 
stature  in  the  field  of  fibrinolysis  (clot-dissolution). 
Associated  with  Dr.  von  Kaulla  in  the  research  proj- 
ect will  be  Dr.  John  S.  Meek,  professor  of  chemistry 
on  the  Boulder  campus. 

* * * 

Dr.  Max  M.  Ginsburg,  Denver  pediatrician,  has 
been  elected  1966  president  of  the  Medical  Board  of 
the  University  of  Colorado  Hospitals  to  succeed  Dr. 
J.  Robert  Spencer,  whose  term  expired  Dec.  31. 

Dr.  Ginsburg  has  been  a member  of  the  CU  medi- 
cal faculty  since  1940,  when  he  was  appointed  as  an 
assistant  in  pediatrics.  He  attended  the  University  of 
Denver  for  his  premedical  studies  and  is  a 1928 
graduate  of  the  CU  School  of  Medicine.  His  resi- 
dency in  pediatrics  was  served  at  Children's  Hospital 
in  Denver  in  1929  and  1930. 

Re-elected  as  vice  president  of  the  board  was  Dr. 
E.  Stewart  Taylor,  professor  and  chairman  of  the 
Department  of  Obstetrics  and  Gynecology. 

Don  L.  Arnwine,  director  of  University  Hospitals, 
serves  ex-officio  as  secretary  of  the  board. 

Dr.  Lloyd  V.  Shields,  Jr.,  of  Denver,  an  assistant 
clinical  professor  of  obstetrics  and  gynecology  on 
the  volunteer  faculty,  was  elected  to  the  board  to  fill 
the  vacancy  created  by  the  expiration  of  Dr. 
Spencer’s  three-year  term. 
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This  is  the  third  of  a series  of 
informational  articles  on 


THE  MEDICARE  LAW 

PL-89-97 


and  how  it  may  affect  you  and  your  patient 


Proposed  regulations  on  UR  Plan  for  Hospitals 
and  Hospital  Medical  Staff* 


*Excerpt8  from  proposed  Regulations  as  printed  in  the  Federal  Register,  Volume  31, 
Number  31,  Part  II  outlining  conditions  for  participation  for  Hospitals  under  PL  89-97. 
These  proposed  regulations  are  subject  to  change  before  becoming  final.  Should  changes 
be  made,  they  will  be  printed  in  a future  supplement. 


This  is  designed  for  re- 
moval from  RMMJ  and 
we  urge  you  to  place  it 
in  your  permanent  file 


Following  ore  excerpts  from  the  Federal  Register 
doted  February  15,  1966.  These  ore  published  only 
for  your  information. 

§ 405.1035  .Condition  of  participation — 

Utilization  review  plan. 

(a)  Condition.  The  hospital  has  in  effect  a 
plan  for  utilization  review  which  applies  at  least 
to  the  services  furnished  by  the  hospital  to  in- 
patients who  are  entitled  to  benefits  under  the  law. 
An  acceptable  utilization  review  plan  provides 
for;  (1)  The  review,  on  a sample  or  other  basis, 
of  admissions,  duration  of  stays,  and  professional 
services  furnished;  and  (2)  review  of  each  case  of 
continuous  extended  duration. 

(b)  General.  (1)  There  are  many  types  of 
plans  which  can  fulfill  the  requirements  of  the 
law.  Hospitals  wishing  to  establish  their  eligibility 
to  participate  should  submit  a written  description 
of  their  utilization  review  plan  and  a certification 
that  it  is  currently  in  effect  or  that  it  will  be  in 
effect  on  July  1,  1966.  Ordinarily  this  will  consti- 
tute sufficient  evidence  to  support  a finding  that 
the  utilization  review  plan  of  the  hospital  is  or 
is  not  in  conformity  with  the  statutory  require- 
ments. Intermediaries  will  be  relied  upon  heavily 
to  participate  with  the  medical  profession  and  the 
hospital  administrative  staff  in  long-run  measures 
to  assure  that  utilization  review  operates  effec- 
tively. 

(2)  The  review  plan  of  a hospital  should  have 
as  its  over-all  objective  the  maintenance  of  high 
quality  patient  care,  and  an  increase  in  effective 
utilization  of  hospital  services  to  be  achieved 
through  an  educational  approach  involving  study 
of  patterns  of  care,  and  the  encouragement  of  ap- 
propriate utilization.  It  is  contemplated  that  a 
review  of  the  medical  necessity  of  admissions  and 
durations  of  stay,  for  example,  would  take  into 
account  alternative  use  and  availability  of  out- 
of-hospital  facilities  and  services.  The  review  of 
professional  services  furnished  might  include 
study  of  such  conditions  as  overuse  or  underuse 
of  services,  logical  substantiation  of  diagnoses, 
proper  use  of  consultation,  and  whether  required 
diagnostic  workup  and  treatment  are  initiated  and 
carried  out  promptly.  Review  of  lengths  of  stay 
might  consider  not  only  medical  necessity,  but 
the  effect  that  hospital  staffing  may  have  on  du- 
ration of  stay,  whether  assistance  is  available  to 
the  physician  in  arranging  for  discharge  planning, 
and  the  availability  of  out-of-hospital  facilities 
and  services  which  will  assure  continuity  of  care. 

(3)  Costs  incurred  in  connection  with  the  im- 
plementation of  the  utilization  review  plan  are 
includable  in  reasonable  costs  and  are  reimburs- 
able to  the  hospital  to  the  extent  that  such  costs 
relate  to  health  insurance  program  beneficiaries. 
For  example,  costs  may  include  expenses  incurred 
for  the  purchase  of  data  from  organizations  out- 
side the  hospital  which  compile  statistics,  profiles, 
and  study  results  on  utilization  of  hospital  facil- 
ities and  services. 

(c)  Standard.  The  operation  of  the  utilization 
review  plan  is  a responsibility  of  the  medical  pro- 
fession. The  plan  in  the  hospital  has  the  approval 
of  the  medical  staff  as  well  as  that  of  the  govern- 
ing body. 

(d)  Standard.  The  hospital  has  a currently  ap- 
plicable, written  description  of  its  utilization  re- 
view plan.  Such  description  includes: 

( 1 )  The  organization  and  composition  of  the 
committee (s)  which  will  be  responsible  for  the 
utilization  review  function; 


(2)  Frequency  of  meetings; 

(3)  The  type  of  records  to  be  kept; 

(4)  The  method  to  be  used  in  selecting  cases 
on  a sample  or  other  basis; 

(5)  The  definition  of  what  constitutes  the  peri- 
od or  periods  of  extended  duration; 

(6)  The  relationship  of  the  utilization  review 
plan  to  claims  administration  by  a third  party;  _ 

(7)  Arrangements  for  committee  reports  and 
their  dissemination; 

(8)  Responsibilities  of  the  hospital’s  administra- 
tive staff. 

(e)  (1)  Standard.  The  utilization  review  func- 
tion is  conducted  by  one  or  a combination  of  the 
following: 

(1)  By  a staff  committee  or  committees  of  the 
hospital,  each  of  which  is  composed  of  two  or 
more  physicians,  with  or  without  the  inclusion  of 
other  professional  personnel;  or 

(ii)  By  a committee (s)  or  group  (s)  outside  the 
hospital  composed  as  in  (i)  above  which  is  estab- 
lished by  the  local  medical  society  and  some  or 
all  of  the  hospitals  and  extended  care  facilities  in 
the  locality;  or 

(iii)  Where  a committee (s)  or  group (s)  as 
described  in  (i)  or  (ii)  above  has  not  been  estab- 
lished to  carry  out  all  the  utilization  review  func- 
tions prescribed  by  the  Act,  by  a committee  (s)  or 
group (s)  composed  in  (i)  above,  and  sponsored 
and  organized  in  such  manner  as  approved  by  the 
Secretary  of  Health,  Education,  and  Welfare. 

(2)  The  factors  explaining  the  standard  are  as 
follows,  (i)  The  medical  care  appraisal  and  edu- 
cational aspects  of  review  on  a sample  or  other 
basis,  and  the  review  of  long-stay  cases  need  not 
be  done  by  the  same  committee  or  group. 

(ii)  Existing  staff  committees  may  assume  the 
review  responsibility  stipulated  in  the  plan.  In 
smaller  hospitals,  all  of  these  functions  may  be 
carried  out  by  a committee  of  the  whole  or  a 
medical  care  appraisal  committee. 

(iii)  The  committee  (s)  is  broadly  representa- 
tive of  the  medical  staff  and  at  least  one  member 
does  not  have  a direct  financial  interest  in  the 
hospital. 

(f)  (1)  Standard.  Reviews  are  made,  on  a 
sample  or  other  basis,  of  admissions,  duration  of 
stays,  and  professional  services  furnished,  with 
respect  to  the  medical  necessity  of  the  services, 
and  for  the  purpose  of  promoting  the  most  efficient 
use  of  available  health  facilities  and  services. 
Such  reviews  emphasize  identification  and  analysis 
of  patterns  of  patient  care  in  order  to  maintain 
consistent  high  quality.  The  review  is  accom- 
plished by  considering  data  obtained  by  any  one 
or  any  combination  of  the  following: 

(1)  By  use  of  services  and  facilities  of  external 
organizations  which  compile  statistics,  design  pro- 
files, and  produce  other  comparative  data;  or 

(ii)  By  cooperative  endeavor  with  the  fiscal 
intermediary  (ies)  in  the  locality;  or 

(iii)  By  internal  studies  of  medical  records. 

(2)  The  factors  explaining  the  standard  are  as 
follows,  (i)  Review  of  cases,  based  on  diagnostic 
categories,  include  diagnosis  of  special  relevance 
to  the  aged  group. 

(ii)  Some  review  functions  are  carried  out  on 
a continuing  basis. 


(iii)  Reviews  include  a sample  or  recertifica- 
tions of  medical  necessity,  as  made  for  purposes 
of  the  Health  Insurance  for  the  Aged  Program. 

(g)  Standard.  Reviews  are  made  of  each  bene- 
ficiary case  of  continuous  extended  duration.  The 
hospital  utilization  review  plan  specifies  the  num- 
ber of  continuous  days  of  hospital  stay  following 
which  a review  is  made  to  determine  whether 
further  inpatient  hospital  services  are  medically 
necessary.  The  plan  may  specify  a different  num- 
ber of  days  for  different  classes  of  cases.  Reviews 
for  such  purpose  are  made  no  later  than  the  seventh 
day  following  the  last  day  of  the  period  of  extend- 
ed duration  specified  in  the  plan.  No  physician 
has  review  responsibility  for  any  extended  stay 
cases  in  which  he  was  professionally  involved.  If 
physician  members  of  the  committee  decide,  after 
opportunity  for  consultation  is  given  the  attend- 
ing physician  by  the  committee,  and  considering 
the  availability  and  appropriateness  of  out-of- 
hospital facilities  and  services,  that  further  in- 
patient stay  is  not  medically  necessary,  there  is 
notification  in  writing  within  48  hours  to  the 
institution,  the  attending  physician  and  the  patient 
or  his  representative.  The  factor  explaining  the 
standard  is  as  follows: 

Because  there  are  significant  divergences  in 
opinion  among  individual  physicians  in  respect 
to  evaluation  of  medical  necessity  for  inpatient 
hospital  services,  the  judgment  of  the  attending 
physician  in  an  extended  stay  case  is  given  great 
weight,  and  is  not  rejected  except  under  unusual 
circumstances. 

(h)  Standard.  Records  are  kept  of  the  activities 
of  the  committee;  and  reports  are  regularly  made 
by  the  committee  to  the  executive  committee  of 
the  medical  staff  and  relevant  information  and 
recommendations  are  reported  through  usual 
channels  to  the  entire  medical  staff  and  the  gov- 
erning body  of  the  hospital.  The  factors  explain- 
ing the  standard  are  as  follows: 

(1)  The  hospital  administration  studies  and 
acts  upon  administrative  recommendations  made 
by  the  committee. 

(2)  A summary  of  the  number  and  types  of 
cases  reviewed,  and  the  findings,  are  part  of  the 
records. 

(3)  Minutes  of  each  committee  meeting  are 
maintained. 

(4)  Committee  action  in  extended  stay  cases  is 
recorded,  with  cases  identified  only  by  hospital 
case  number. 

(i)  Standard.  The  committee (s)  having  respon- 
sibility for  utilization  review  functions  have  the 
support  and  assistance  of  the  hospital’s  administra- 
tive staff  in  assembling  information,  facilitating 
chart  reviews,  conducting  studies,  exploring  ways 
to  improve  procedures,  maintaining  committee 
records,  and  promoting  the  most  efficient  use  of 
available  health  services  and  facilities.  The  fac- 
tors explaining  the  standard  are  as  follows: 

(1)  With  respect  to  each  of  these  activities,  an 
individual  or  department  is  designated  as  being 
responsible  for  the  particular  service. 

(2)  In  order  to  encourage  the  most  efficient 
use  of  available  health  services  and  facilities, 
assistance  to  the  physician  in  timely  planning  for 
posthospital  care  is  initiated  as  promptly  as 
possible,  either  by  hospital  staff,  or  by  arrange- 
ment with  other  agencies.  For  this  purpose,  the 
hospital  makes  available  to  the  attending  physi- 
cian current  information  on  resources  available 


for  continued  out-of-hospital  care  of  patients  and 
arranges  for  prompt  transfer  of  appropriate  medi- 
cal and  nursing  information  in  order  to  assure 
continuity  of  care  upon  discharge  of  a patient. 
(See  last  page  for  Colorado’s  plan  on  UR). 

§ 405.1023  Condition  of  participation — 

Medical  staff. 

The  hospital  has  a medical  staff  organized  under 
bylaws  approved  by  the  governing  body,  and 
responsible  to  the  governing  body  of  the  hospital 
for  the  quality  of  all  medical  care  provided  pa- 
tients in  the  hospital  and  for  the  ethical  and  pro- 
fessional practices  of  its  members. 

(a)  Standard.  The  medical  staff  is  responsible 
for  support  of  medical  staff  and  hospital  policies. 
The  factors  explaining  the  standard  are  as  follows: 

(1)  Medical  staff  members  participate  on  var- 
ious staff  committees.  Committee  records  verify 
that  committee  meetings  are  attended  by  the  ma- 
jority of  committee  members. 

(2)  There  are  prescribed  enforced  disciplinary 
procedures  for  infraction  of  hospital  and  medical 
policies. 

(b)  Standard.  The  medical  staff  attempts  to 
secure  autopsies  in  all  cases  of  unusual  deaths  and 
of  medical-legal  and  educational  interest.  It  is 
recommended  that  a minimum  of  20  percent  of  all 
terminal  cases  be  autopsied.  The  factors  explaining 
the  standard  are  as  follows: 

(1)  The  hospital  has  an  autopsy  rate  consistent 
with  the  needs  of  its  ongoing  staff  education 
program. 

(2)  Autopsy  reports  are  distributed  to  the  at- 
tending physician  and  become  a part  of  the  pa- 
tient’s record.  Whenever  possible,  they  are  utilized 
in  conference. 

(3)  The  autopsy  is  performed  by  a pathologist 
or  physician  versed  in  autopsy  procedure  and  pro- 
tocol. 

(c)  Standard.  The  medical  staff  has  established 
policies  concerning  the  holding  of  consultations: 

(1)  The  status  of  consultant  is  determined  by 
the  medical  staff  on  the  basis  of  an  individual’s 
training,  experience,  and  competence.  A consult- 
ant must  be  well  qualified  to  give  an  opinion  in 
the  field  in  which  his  opinion  is  sought. 

(2)  Except  in  an  emergency,  consultations  with 
another  qualified  physician  are  required  in  cases 
on  all  services  in  which,  according  to  the  judgment 
of  the  attending  physician:  (i)  The  patient  is  not 
a good  medical  or  surgical  risk,  (ii)  the  diagnosis 
is  obscure,  (iii)  there  is  doubt  as  to  the  best  thera- 
peutic measures  to  be  utilized,  and  (iv)  there  is 
a question  of  criminal  action. 

(3)  A satisfactory  consultation  includes  exam- 
ination of  the  patient  and  the  record.  A written 
opinion  signed  by  the  consultant  must  be  included 
in  the  medical  record.  When  operative  procedures 
are  involved,  the  consultation  note,  except  in  an 
emergency,  shall  be  recorded  prior  to  operation. 

(4)  The  patient’s  physician  is  responsible  for 
requesting  consultations  when  indicated.  It  is  the 
duty  of  the  medical  staff,  through  its  chiefs  of 
service  and  executive  committee,  to  make  certain 
that  members  of  the  staff  do  not  fail  in  the  matter 
of  calling  consultants  as  needed. 

(5)  Routine  procedures  such  as  an  X-ray  exam- 
ination, electrocardiogram  determination,  tissue 


examination,  and  proctoscopic  and  cystoscopic 
procedures  are  not  normally  considered  to  be  con- 
sultations. 

(d)  Standard.  Staff  appointments  are  made  by 
the  governing  body,  taking  into  account  recom- 
mendations made  by  the  active  staff.  The  factors 
explaining  the  standard  are  as  follows: 

(1)  The  governing  body  has  the  legal  right  to 
appoint  the  medical  staff  and  the  moral  obliga- 
tion to  appoint  only  those  physicians  who  are 
judged  by  their  fellows  to  be  of  good  character 
and  qualified  and  competent  in  their  respective 
fields. 

(2)  Reappointments  are  made  periodically,  and 
recorded  in  the  minutes  of  the  governing  body. 
Reappointment  policies  provide  for  a periodic 
appraisal  of  each  member  of  the  staff,  including 
consideration  of  his  physical  and  mental  capabil- 
ities. Recommendations  for  reappointments  are 
noted  either  in  the  credential  committee  or  medi- 
cal staff  meetings’  minutes. 

(3)  Temporary  staff  privileges  (for  example, 
locum  tenens)  are  granted  for  a limited  period 
if  the  physician  is  otherwise  properly  qualified 
for  such. 

(e)  Standard.  Members  of  the  staff  are  qualified 
legally,  professionally,  and  ethically  for  the  posi- 
tions to  which  they  are  appointed.  The  factors 
explaining  the  standard  are  as  follows: 

(1)  To  select  its  members  and  delineate  privi- 
leges, the  hospital  medical  staff  has  a system,  based 
on  definite  workable  standards,  to  evaluate  each 
applicant  by  its  credentials  committee  (or  in  small 
hospitals,  committee-of-the-whole)  which  makes 
recommendations  to  the  medical  staff  and  to  the 
governing  body. 

(2)  Privileges  are  extended  to  duly  licensed 
qualified  physicians  to  practice  in  the  appropriate 
fields  of  general  practice,  internal  medicine,  surg- 
ery, pediatrics,  obstetrics,  gynecology,  and  other 
recognized  and  accepted  fields  according  to  in- 
dividual qualifications. 

(3)  Criteria  for  selection  are  individual  char- 
acter, competence,  training,  experience,  and  judg- 
ment. 

(4)  Under  no  circumstances  is  the  accordance 
of  staff  membership  or  professional  privileges  in 
the  hospital  dependent  solely  upon  certification, 
fellowship,  or  membership  in  a specialty  body  or 
society.  All  qualified  candidates  are  considered 
by  the  credentials  committee. 

(5)  The  scope  of  privileges  to  be  accorded  the 
physician  is  indicated.  The  privileges  of  each  staff 
member  are  specifically  stated  or  the  medical  staff 
defines  a classification  system.  If  a system  involv- 
ing classification  is  used,  the  scope  of  the  divisions 
is  well  defined,  and  the  standards  which  must  be 
met  by  the  applicant  are  clearly  stated  for  each 
category. 

(f)  Standard.  Regardless  of  any  other  categories 
having  privileges  in  the  hospital,  there  is  an  active 
staff,  properly  organized,  which  performs  all  the 
organizational  duties  pertaining  to  the  medical 
staff.  These  include: 

(1)  Maintenance  of  the  proper  quality  of  all 
medical  care  and  treatments  in  the  hospital; 

(2)  Organization  of  the  medical  staff,  includ- 
ing adoption  of  rules  and  regulations  for  its  gov- 
ernment (which  require  the  approval  of  the  gov- 
erning body),  election  of  its  officers  or  recom- 
mendations to  the  governing  body  for  appointment 


of  the  officers,  and  recommendations  to  the  gov- 
erning body  upon  all  appointments  to  the  staff  and 
grants  of  hospital  privileges;  and 

(3)  Other  recommendations  to  the  governing 
body  upon  matters  within  the  purview  of  the 
medical  staff. 

(g)  Standard.  In  larger  hospitals,  and  in  some 
smaller  hospitals,  the  medical  staff  may  include 
one  or  more  of  the  following  categories  in  addition 
to  the  active  staff,  but  this  in  no  way  modifies 
the  duties  and  responsibilities  of  the  active  staff. 

(1)  Honorary  staff.  The  honorary  staff  is  com- 
posed of  former  active  staff,  retired  or  emeritus, 
and  other  physicians  of  reputation  whom  it  is  de- 
sired to  honor. 

(2)  Consulting  staff.  The  consulting  staff  is 
composed  of  recognized  specialists  willing  to  serve 
in  such  capacity.  A member  of  the  consulting  staff 
may  also  be  a member  of  the  active  staff,  but  only 
if  the  two  appointments  are  made. 

(3)  Associate  staff.  The  associate  staff  is  com- 
posed of  those  members  who  use  the  hospital  in- 
frequently or  those  less  experienced  members 
undergoing  a period  of  probation  before  being  con- 
sidered for  appointment  to  the  active  staff. 

(4)  Courtesy  staff.  The  courtesy  staff  is  com- 
posed of  those  who  desire  to  attend  patients  in 
the  hospital  but  who,  for  some  reason  not  dis- 
qualifying, are  ineligible  for  appointment  in  an- 
other category  of  the  staff. 

(h)  Standard.  There  are  such  officers  as  may 
be  necessary  for  the  government  of  the  staff.  These 
officers  are  members  of  the  active  staff  and  are 
elected  by  the  active  staff,  unless  this  is  precluded 
by  hospital  policy.  The  factors  explaining  the 
standard  are  as  follows: 

(1)  The  officers  are  elected  from  and  by  the 
active  staff  or  appointed  in  accordance  with  hos- 
pital policy  on  the  basis  of  ability  and  willingness 
to  assume  responsibility  and  devote  time  to  the 
office. 

(2)  Where  officers  are  elected,  all  election  rules 
are  carefully  spelled  out  in  the  iDylaws.  The  elec- 
tion is  an  open  one  and  most  preferably  by  secret 
ballot. 

(3)  The  chief  of  staff: 

(i)  Has  direct  responsibility  for  the  organization 
and  administration  of  the  medical  staff,  in  accord- 
ance with  the  terms  of  the  medical  staff  constitu- 
tion, bylaws,  rules,  and  regulations; 

(ii)  In  all  medico-administrative  matters,  acts 
in  coordination  and  cooperation  with  the  hospital 
administrator  in  giving  effect  to  the  policies  adopt- 
ed by  the  governing  body;  and 

(iii)  Is  responsible  for  the  functioning  of  the 
clinical  organization  of  the  hospital  and  keeps  or 
causes  to  be  kept  careful  supervision  over  the 
clinical  work  in  all  departments. 

(i)  Standard..  Bylaws  are  adopted  to  govern  and 
enable  the  medical  staff  to  carry  out  its  responsi- 
bilities. The  factors  explaining  the  standard  are 
as  follows: 

(1)  The  bylaws  of  the  medical  staff  are  a pre- 
cise and  clear  statement  of  the  policies  under 
which  the  medical  staff  regulates  itself. 

(2)  Medical  staff  bylaws,  rules  and  regulations 
include  the  following: 

(i)  A descriptive  outline  of  medical  staff  organ- 
ization; 


(ii)  A statement  of  the  necessary  qualifications 
which  physicians  must  possess  to  be  privileged 
to  work  in  the  hospital,  and  of  the  duties  and 
privileges  of  each  category  of  medical  staff; 

(iii)  A procedure  for  granting  and  withdraw- 
ing privileges  to  physicians; 

(iv)  A mechanism  for  appeal  of  decisions  re- 
garding medical  staff  membership  and  privileges; 

(v)  A definite  and  specific  statement  forbidding 
the  practice  of  the  division  of  fees  under  any  guise 
whatsoever; 

(vi)  Provision  for  regular  meetings  of  the  medi- 
cal staff; 

(vii)  Provision  for  keeping  accurate  and  com- 
plete clinical  records; 

(viii)  A statement  to  the  effect  that  the  physi- 
cian in  charge  of  the  patient  is  responsible  for 
seeing  that  all  tissue  removed  at  operation  is  de- 
livered to  the  hospital  pathologist,  and  that  a 
routine  examination  and  report  is  made  of  such 
tissue; 

(ix)  Provision  for  routine  examination  of  all 
patients  upon  admission  and  recording  of  pre- 
operative diagnosis  prior  to  surgery; 

(x)  A ruling  permitting  a surgical  operation 
only  on  consent  of  the  patient  or  his  legal  repre- 
sentative, except  in  emergencies; 

(xi)  A statement  providing  that,  except  in 
emergency,  consultation  is  required  as  outlined 
above; 

(xii)  A regulation  requiring  that  physicians’ 
orders  be  recorded  and  signed;  and 

(xiii)  If  dentists  and  oral  surgeons  are  to  be 
admitted  to  staff  membership,  the  necessary  quali- 
fications, status,  privileges  and  rights  of  this  group 
are  stated  in  the  bylaws. 

(j)  Committees — General.  The  structure  of  com- 
mittee organization  is  a decision  to  be  made  by 
the  medical  staff  as  long  as  the  required  commit- 
tee functions  are  carried  out.  A small  staff  may 
wish  to  function  as  a committee  of  the  whole. 
Others  may  wish  to  combine  committee  functions 
in  two  or  three  committees. 

(k)  Standard.  The  executive  committee  (or  its 
equivalent)  coordinates  the  activities  and  general 
policies  of  the  various  departments,  acts  for  the 
staff  as  a whole  under  such  limitations  as  may 
be  imposed  by  the  staff,  and  receives  and  acts 
upon  the  reports  of  the  medical  records,  tissue, 
and  such  other  committees  as  the  medical  staff 
may  designate.  The  factors  explaining  the  stand- 
ards are  as  follows: 

(l)  The  committee  meets  at  least  once  a 
month,  exclusive  of  the  summer  months,  and 
maintains  a permanent  record  of  its  proceedings 
and  actions. 

(2)  Committee  membership  is  made  up  of  the 
officers  of  the  medical  staff,  chiefs  of  major  de- 
partments or  services,  and  one  or  more  members 
elected  at  large  from  the  active  medical  staff. 

(3)  Its  functions  and  responsibilities  include: 

(i)  Considering  and  recommending  action  to 
the  administrator  on  all  matters  which  are  of 
a medical-administrative  nature; 

(ii)  Investigating  any  reports  of  breach  of 
ethics  by  members  of  the  medical  staff,  as  re- 
ferred to  this  committee  by  the  credentials  com- 
mittee; and 

(iii)  Acting  as  the  program  committee  for  staff 
meetings,  unless  this  responsibility  is  delegated 
to  a specific  committee. 


(1)  Standard.  The  credentials  committee  (or 
its  equivalent)  reviews  applications  for  appoint- 
ment and  reappointment  to  all  categories  of  the 
staff.  They  delineate  the  privileges  to  be  extend- 
ed to  the  applicant  and  make  appropriate  recom- 
mendations to  the  governing  body  according  to 
the  procedure  outlined  in  the  hospital’s  medical 
staff  bylaws.  The  factors  explaining  the  standard 
are  as  follows: 

(1)  The  committee  makes  recommendations 
for  initial  appointment,  hospital  privileges,  pro- 
motions, and  demotions. 

(2)  The  committee  is  advisory  and  investiga- 
tive and  makes  recommendations  only.  It  is  not 
given  disciplinary  or  punitive  powers. 

(m)  Standard.  The  joint  conference  commit- 
tee (or  its  equivalent)  is  a medico-administrative 
advisory  committee  and  the  official  means  of 
liaison  among  the  medical  staff,  the  governing 
body,  and  the  administrator.  In  the  absence  of 
a joint  conference  committee,  a formal  means 
of  liaison  between  the  governing  body  and  medi- 
cal staff  is  established.  The  factors  explaining 
the  standard  are  as  follows: 

(1)  A formal  means  of  liaison  exists  even 
where  there  is  medical  staff  representation  on 
the  governing  body. 

(2)  The  committee  meets  at  least  four  times 
per  year  and  maintains  a permanent  record  of 
its  minutes. 

(3)  Purposes  of  the  committee  include: 

(i)  Communications  to  keep  the  governing 
body,  medical  staff,  and  administration  cogni- 
zant of  pertinent  actions  taken  or  contemplated 
by  one  or  the  other; 

(ii)  Consideration  of  plans  for  growth;  and 

(iii)  Consideration  of  issues  affecting  medical 
care  which  arise  in  the  operation  and  affairs 
of  the  hospital. 

(n)  Standard.  The  medical  records  commit- 
tee (or  its  equivalent)  supervises  the  mainten- 
ance of  medical  records  at  the  required  standard 
of  completeness.  On  the  basis  of  documented 
evidence,  the  committee  also  reviews  and  evalu- 
ates the  quality  of  medical  care  given  the  pa- 
tient. The  factors  explaining  the  standard  are 
as  follows: 

(1)  The  committee  meets  at  least  once  a month 
exclusive  of  the  summer  months,  and  submits 
a written  report  to  the  executive  committee. 

(2)  The  committee’s  members  represent  a 
cross  section  of  the  clinical  services.  In  large  hos- 
pitals, each  major  clinical  department  may  have 
its  own  committee. 

(3)  Membership  is  staggered  so  that  experi- 
enced committee  physicians  are  always  includ- 
ed. Senior  residents  may  serve  on  this  committee. 

(4)  Review  of  the  record  for  completeness  can 
be  performed  for  the  most  part  by  the  medical 
record  librarian.  In  addition,  on-the-spot  scan- 
ning of  current  inpatient  records  for  complete- 
ness is  done  on  the  floors. 

(5)  The  quality  of  patient  care  is  evaluated 
from  the  documentation  on  the  chart.  In  some 
hospitals,  this  function  may  be  given  to  an 
“audit”  or  “evalution”  committee. 

(6)  The  committee: 

( i ) Makes  recommendations  to  the  medical 
staff  for  the  approval  of,  use  of,  and  any  changes 
in  form  or  format  of  the  medical  record; 

(ii)  Advises  and  recommends  policies  for 


medical  record  maintenance  and  supervises  the 
medical  records  to  insure  that  details  are  re- 
corded in  the  proper  manner  and  that  sufficient 
data  are  present  to  evaluate  the  care  of  the 
patient; 

(iii)  Insures  that  there  is  proper  filing,  index- 
ing, storage,  and  availability  of  all  patient 
records;  and 

(iv)  With  the  aid  of  legal  counsel,  advises  and 
develops  policies  to  guide  the  medical  record 
librarian,  medical  staff,  and  administration  so 
far  as  matters  of  privileged  communication  and 
legal  release  of  information  are  concerned. 

(0)  Standard.  The  tissue  committee  (or  its 
equivalent)  reviews  and  evaluates  all  surgery 
performed  in  the  hospital  on  the  basis  of  agree- 
ment or  disagreement  among  the  preoperative, 
postoperative,  and  pathological  diagnoses,  and 
on  the  acceptability  of  the  procedure  undertaken. 
The  factors  explaining  the  standard  are  as 
follows: 

(1)  The  committee  meets  at  least  once  a month, 
exclusive  of  the  summer  months,  and  submits 
a written  report  to  the  executive  committee. 

(2)  This  committee’s  work  includes  continu- 
ing education  through  such  mechanisms  as  util- 
ization of  its  findings  in  the  form  of  hypothetical 
cases  or  review  of  cases  by  category  at  staff 
meetings  or  publishing  in  coded  form  physicians’ 
standings  in  the  hospital  regarding  percentage 
of  cases  in  which  normal  tissue  is  removed. 

(р)  (1)  Standard.  Meetings  of  the  medical  staff 
are  held  to  review,  analyze,  and  evaluate  the 
clinical  work  of  its  members. 

(1)  The  number  and  frequency  of  medical 
staff  meetings  are  determined  by  the  active  staff 
and  clearly  stated  in  the  bylaws  of  the  staff. 

(ii)  Attendance  requirements  for  each  indi- 
vidual member  of  the  staff  and  for  the  total  at- 
tendance at  each  meeting  are  clearly  stated  in 
the  bylaws  of  the  staff.  Attendance  records  are 
kept. 

(iii)  Adequate  minutes  of  all  meetings  are 
kept. 

(iv)  The  method  adopted  to  insure  adequate 
evaluation  of  clinical  practice  in  the  hospital  is 
determined  by  the  medical  staff  and  clearly 
stated  in  the  bylaws.  Any  one  of  the  following 
three  methods  will  fulfill  this  requirement: 

(a)  Monthly  meetings  of  the  active  staff; 

(b)  Monthly  departmental  conferences  in 
those  hospitals  where  the  clinical  services  are 
well  organized  and  each  department  is  large 
enough  to  meet  as  a unit;  and 

(с)  Monthly  meetings  of  the  medical  records 
and  tissue  committees  at  which  the  quality  of 
medical  work  is  adequately  appraised,  action 
is  taken  by  the  executive  committee,  and  reports 
are  made  to  the  active  staff. 

(2)  The  factors  explaining  the  standard  are 
as  follows: 

(i)  Absence  of  a staff  member  from  more  than 
the  specified  percentage  of  regular  meetings 
for  the  year,  unless  excused  by  the  executive 
committee  for  just  cause  such  as  absence  from 
the  community  or  sickness,  is  considered  as  res- 
ignation from  the  active  medical  staff. 

(ii)  Staff  and  departmental  meetings  are  held 
for  the  purpose  of  reviewing  the  medical  care 
of  patients  within  the  hospital  and  those  recently 
discharged. 

(iii)  Minutes  of  such  meetings  give  evidence 
of  the  following: 


(a)  A review  of  the  clinical  work  done  by  the 
staff  on  at  least  a monthly  basis;  this  includes 
consideration  of  selected  deaths,  unimproved 
cases,  infections,  complications,  errors  in  diag- 
nosis, results  of  treatment,  and  review  of  trans- 
fusions; 

(b)  Consideration  of  the  hospital  statistical 
report  on  admissions,  discharge,  clinical  class- 
ifications of  patients,  autopsy  rates,  hospital  in- 
fections, and  other  pertinent  hospital  statistics; 

(c)  Short  synopsis  of  each  case  discussed; 

(d)  Names  of  discussants;  and 

(e)  Duration  of  meeting. 

(q)  (1)  Standard.  Division  of  the  staff  into 
services  or  departments  to  fulfill  medical  staff 
responsibilities  promotes  efficiency  and  is  recom- 
mended in  general  hospitals  with  75  or  more 
beds.  Each  autonomous  service  or  department 
is  organized  and  functions  as  a unit. 

(1)  Medical  staff  members  of  each  service  or 
department  are  qualified  by  training  and  demon- 
strated competence  and  are  granted  privileges 
commensurate  with  their  individual  abilities. 

(ii)  The  chief  of  service  or  department  is  a 
member  of  the  service  or  department  qualified 
by  training,  experience,  and  administrative 
ability  for  the  position.  He  is  responsible  for 
the  administration  of  the  department,  for  the 
general  character  of  the  professional  care  of  pa- 
tients, and  for  making  recommendations  as  to 
the  qualifications  of  its  members.  He  also  makes 
recommendations  to  the  administration  as  to  the 
planning  of  hospital  facilities,  equipment,  rou- 
tine procedures,  and  any  other  matters  concern- 
ing patient  care. 

(iii)  In  those  hospitals  where  the  review  and 
evaluation  of  clinical  practice  are  done  by  com- 
mittees of  the  medical  staff  or  by  monthly  meet- 
ings of  the  entire  staff,  departmental  meetings 
are  optional.  In  those  hospitals  where  the  clinical 
review  is  done  by  the  departments,  each  service 
or  department  meets  at  least  once  a month. 
Records  of  these  meetings  are  kept  and  become 
part  of  the  records  of  the  medical  staff. 

(2)  The  factors  explaining  the  standards  are 
as  follows:  (i)  Selection  of  each  chief  of  service 
by  the  governing  body  is  never  made  without 
first  obtaining  reliable  medical  advice. 

(ii)  Duties  and  responsibilities  of  the  chief 
include  in  addition  to  those  cited  above: 

(a)  Responsibility  for  arranging  and  expedit- 
ing inpatient  and  outpatient  departmental  pro- 
grams embracing  organization,  educational  ac- 
tivities, supervision,  and  evaluation  of  the  clinical 
work; 

(b)  Responsibility  for  enforcement  of  the 
hospital  medical  staff  bylaws,  rules,  and  regu- 
lations, with  special  attention  to  those  pertain- 
ing to  his  department; 

(c)  Cooperation  with  the  hospital  administra- 
tion with  respect  to  the  purchase  of  supplies 
and  equipment  and  in  formulating  special  regu- 
lations and  policies  applicable  to  his  department, 
such  as  standing  orders  and  techniques; 

(d)  Maintaining  the  quality  of  the  medical 
records  in  his  department;  and 

(e)  Representing  his  department,  in  a medical 
advisory  capacity,  to  the  administration  and  gov- 
erning body. 


The  Colorado  Medical  Society  has  established 
a plan  for  Utilization  Review  which  has  been 
adopted  by  its  House  of  Delegates.  It  is  a coopera- 
tive effort  with  the  many  organizations  directly 
concerned  with  utilization  review,  administration 
of  the  program,  etc.  The  accompanying  diagram 
explains  the  outline  of  the  cooperative  plan, 
which  might  be  of  interest  to  other  states.  It 
points  out  the  definite  responsibility  of  the  State 
Medical  Society,  to  its  component  societies  and  to 
its  individual  members.  The  committee  function  in 
an  advisory  capacity  to  aid  and  establish  uniform 


procedures  wherever  possible,  uniform  practice 
throughout  the  state,  and  uniform  approach  and 
guidance  for  the  establishment  of  an  effective 
utilization  review.  The  Interorganizational  Ad- 
visory Council  will  be  composed  of  representatives 
of  the  Medical  Society,  the  administrating  agent, 
the  Hospital  Association,  the  fiscal  agent,  the 
Regional  Governmental  Agency,  etc.  It  can  be 
the  means  by  which  the  profession  can  lead  and 
advise  in  areas  in  which  physicians  are  the  most 
knowledgeable  and  basically  the  most  concerned. 
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Watch  for  additional  supplements  on  how  Medicare  affects  you  and  your  patients. 
Future  articles  will  cover  new  regulations  as  they  are  developed. 


The  discomforts  of 

DIARRHEA 
MUCOc-'J  COLITIS 
DI¥ER 

sPASTi 5i.:-i-;:..:ifERiTis 
BLADE' ER  SPASM 

, . , are  relieved  by  direct  musculotropic  action  with 


BRAND  THIPHENAMIL  HCl 


Available  in  100  milligram  pink  sugar-coated  tablets. 

The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly.  The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 


Trocinate  BRAND  THIPHENAMIL  HCI 

BETA-DIETHYLAMINOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 

. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  — may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HCl)  has  been  found  in  three  clinical  studies,  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
affirmed  the  safety  and  effectiveness  of  Trocinate. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 

DISPENSED  IN  BOTTLES  OF  100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 


New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Recent  Acquisitions 

Acute  Injuries  of  the  Head:  By  George  F.  Rowbotham.  4th  ed. 
Baltimore,  1964,  Williams  & Wilkins,  584  p.  Price:  $16.00. 

Alcoholism.  Its  Facets  and  Phases:  By  Marvin  A.  Block.  New 
York.  1965,  John  Day  Co.  320  p.  Price:  $5.95. 

Aneurysms  and  Arteriovenous  Anomalies  of  the  Brain:  By 
J.  Lawrence  Pool.  New  York.  1965,  Harper.  463  p.  Price: 
$19.50. 

Biochemical  Aspects  of  Neurological  Disorders;  Second  Series: 
Edited  by  John  N.  Cumings.  Philadelphia,  1965,  Davis.  326  p. 
Price:  $11.00. 

Brain  Tumors,  Their  Biology  and  Pathology:  By  K.  J.  Ziilch. 
2d  ed.  American.  New  York,  1965,  Springer.  326  p.  Price: 
$11.00. 

The  Causes  and  Cures  of  Neurosis:  By  H.  J.  Eysenck.  San 
Diego,  California,  1965,  R.  A.  Knapp.  318  p.  Price:  $7.95. 

Collected  Papers  on  Schizophrenia  and  Related  Subjects:  By 
Harold  F.  Searles.  New  York,  1965,  International  University. 
797  p.  Price:  $12.50. 

Controversial  Aspects  of  the  Management  of  Retinal  De- 
tachment: Edited  by  Charles  L.  Schepens.  Boston,  1965,  Little, 
Brown.  374  p.  Price:  $16.00. 

Controversy  in  Internal  Medicine:  Edited  by  Franz  J.  Ingel- 
finger.  Philadelphia,  1966,  Saunders.  679  p.  Price:  $15.00. 

Deranged  Memory;  A Psychonomic  Study  of  the  Amnesic 
Syndrome:  By  George  A.  Talland.  New  York,  1965,  Academic 
Press.  356  p.  Price:  $9.50. 

Diabetes  Mellitus;  Diagnosis  and  Treatment:  Edited  by  T.  S. 
Danowski.  New  York,  1964,  American  Diabetes  Association. 
209  p.  Gift. 

The  Doctor  as  a Witness:  By  William  J.  Curran.  2d  ed. 
Philadelphia,  1965,  Saunders.  196  p.  Price:  $5.75. 

Dunham’s  Premature  Infants:  By  William  A.  Silverman.  3d 
ed.  New  York,  1961,  Hoeber.  578  p.  Price:  $15.00. 

An  Experimental  Approach  to  Projective  Techniques:  By 
Joseph  Zubin.  New  York,  1965,  Wiley.  645  p.  Price:  $13.50. 

Fluid  and  Electrolytes  in  Neurological  Surgery:  By  Burton  L. 
Wise.  Springfield,  111.,  1965,  Thomas.  117  p.  Price:  $6.00. 

Gynecologic  Cancer:  By  James  A.  Corscaden.  3d  ed.  Balti- 
more, 1962,  Williams  & Wilkins.  574  p.  Price:  $12.00. 

Life  and  Death  of  a Mental  Hospital:  By  Ezra  Stotland. 
Seattle,  1965,  University  of  Washington  Press.  257  p.  Price: 
$6.95. 

Modern  Perspectives  in  Chiid  Psychiatry:  Edited  by  John  G. 
Howells.  Springfield,  111.,  1965,  Thomas.  595  p.  Price:  $19.50. 

Multiple  Sclerosis:  By  Douglas  Me  Alpine.  Baltimore,  1965, 
Williams  & Wilkins.  415  p.  Price:  $9.00. 

The  Natural  History  of  Aggression:  Edited  by  J.  D.  Carthy. 
New  York,  1964,  Academic  Press.  159  p.  Price:  $5.00. 

Ocular  and  Adnexal  Tumors,  New  and  Controversial  Aspects: 
Edited  by  Milton  Boniuk.  St.  Louis,  1964,  Mosby.  511  p. 
Price:  ,$25.00. 


Oral  Antidiabetic  Therapy  1956-1965:  By  Harold  Tucker. 
Springfield,  111.,  1965,  Thomas.  676  p.  Price:  $13.50. 

Psychological  Processes  in  the  Schizophrenic  Adaptation:  By 
Samuel  J.  Beck.  New  York,  1965,  Grune.  421  p.  Price:  $10.75. 

Psychotic  States;  A Psychoanalytic  Approach:  By  Herbert  A. 
Rosenfeld.  New  York,  1965,  International  University  Press. 
263  p.  Price:  $5.50. 

Roots  of  Modern  Psychiatry;  Essays  in  the  History  of  Psy- 
chiatry: By  Mark  D.  Altschule.  2d  ed.  New  York,  1965,  Grune. 
208  p.  Price:  $6.50. 

Sex  Offenders:  Edited  by  Paul  H.  Gebhard.  New  York,  1965, 
Harper.  923  p.  Price:  $12.50. 

Short-Term  Psychotherapy:  Edited  by  Lewis  R.  Wolberg.  New 
York,  1965,  Grune.  348  p.  Price:  $9.75. 

The  Tactics  of  Psychotherapy:  By  William  F.  Murphy.  New 
York,  1965,  International  University  Press.  623  p.  Price:  $10.00. 

The  Troubled  Calling;  Crisis  in  the  Medical  Establishment: 
By  Selig  Greenberg.  New  York,  1965,  Macmillan.  398  p. 
Price:  $6.95. 

Tumors  of  the  Breast:  By  Max  Cutler.  Philadelphia,  1962, 
Lippincott.  482  p.  Price:  $22.50, 

Applications  of  Electroencephalography  in  Psychiatry:  Edited 
by  William  P.  Wilson.  Durham,  N.  C.,  1965,  Duke  Univ.  Pr. 
268  p.  Price:  $12.50. 

Atlas  of  Pediatric  Surgery:  By  Robert  R.  White.  N.  Y.,  1965, 
Blakiston.  672  p.  Price:  $30.00. 

Biomedical  Electronics:  By  Howard  M.  Yanof.  Phila.,  1965, 
F.  A.  Davis,  361  p.  Price:  $12,50. 

Cerebral  Infarction:  By  Alan  B.  Carter.  N.  Y.,  1964,  Mac- 
millan. 209  p.  Price:  $9.50. 

Cerebral  Ischemia:  Edited  by  Ernst  Simonson.  Springfield, 
111.,  1964,  Thomas.  299  p.  Price:  $11.50. 

Clinical  Anticoagulant  Therapy:  By  Irwin  M.  Vigran.  Phila., 

1965,  Lea  & Febiger.  315  p.  Price:  $15,00. 

Current  Concepts  of  Clinical  Gastroenterology:  Edited  by 
John  R.  Gamble.  Boston,  1965,  Little,  Brown.  282  p.  Price: 
$11.00. 

The  Diagnosis  and  Treatment  of  Endocrine  Disorders  in 
Childhood  and  Adolescence:  By  Lawson  Wilkins.  3rd  ed. 
Springfield,  111.,  1965,  Thomas,  619  p.  Price:  $26,50, 

Ferment  in  Medicine:  By  Richard  M.  Magraw.  Phila,,  1966, 
Saunders.  272  p.  Price:  $6.50. 

The  First  Year  of  Life:  By  Rene  A.  Spitz.  N.  Y.,  1965,  In- 
ternational Univ,  Pr.  394  p.  Price:  $8.50. 

Fundamentals  of  Clinical  Hematology:  By  Byrd  S.  Leavell. 
2d  ed.  Phila.,  1966,  Saunders.  597  p.  Price:  $12.50. 

Guide  Questions  for  Medical  Technology  Examinations:  By 
Rose  M.  Morgan.  Springfield,  111.,  1966,  Thomas.  240  p. 
Price:  $14.00. 

Immunological  Diseases:  Edited  by  Max  Samter.  Boston,  1965, 
Little,  Brown.  966  p.  Price:  $30.00. 

Management  of  Juvenile  Diabetes  Mellitus:  By  Howard  S. 
Traisman.  St.  Louis,  1965,  Mosby,  147  p.  Price:  $12,75. 

Neurocutaneous  Diseases:  By  John  A.  Aita.  Springfield,  111., 

1966,  Thomas.  85  p.  Price:  $4.75. 

Pathology  of  the  Heart:  Edited  by  Sylvester  E.  Gould.  2d 
ed.  Springfield,  111.,  1960,  Thomas.  1138  p.  Price:  $32.50. 

The  Pharmacological  Basis  of  Therapeutics:  Edited  by  Louis 
S.  Goodman.  3d  ed.  N.  Y.,  1965,  Macmillan,  1785  p.  Price: 
$22.50. 

The  Practice  of  Psychoanalytic  Psychotherapy:  By  Marc  H. 
Hollender.  N.  Y.,  1965,  Grune.  168  p.  Price:  $5.00. 

Surgery  of  the  Parotid  Gland:  By  Robin  Anderson.  St.  Louis, 
1965,  Mosby,  177  p.  Price:  $12.75, 

Textbook  of  Pulmonary  Diseases:  Edited  by  Gerald  L.  Baum. 
Boston,  1965,  Little,  Brown,  737  p.  Price:  $27.50. 
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Book  Reviews 

The  Locomotor  System:  Functional  Anatomy:  By  Michael  C. 
Hall.  Springfield,  HI.,  1965,  Thomas.  562  p.  Price:  $19.75. 

This  is  a superb  textbook  which  could  be  useful 
for  physicians  working  with  the  musculoskeletal  sys- 
tem, orthopedic  surgeon,  physiatrist,  general  practi- 
tioner, medical  student  and  resident.  So  often  many 
textbooks  are  out  of  date  when  published.  Doctor 
Hall,  an  orthopedic  surgeon  from  Toronto,  who  is 
now  Professor  of  Orthopedic  Surgery  at  the  Uni- 
versity of  Viet  Nam,  Saigon,  has  not  made  this  mis- 
take. The  references  in  his  text  are  all  from  the  cur- 
rent medical  journals. 

The  author  proceeds  through  the  musculoskeletal 
system  including  the  spine,  joints,  musculature,  vascu- 
lar and  nerve  supply  in  a very  concise  and  thorough 
manner.  He  elaborates  on  important  facts  which  even 
the  well  read  orthopedic  surgeon  would  appreciate. 
For  instance,  he  presents  in  a very  thorough  manner 
the  circulation  to  the  femoral  head  using  the  infor- 
mation of  Mr.  Trueta  at  Oxford  University.  The 
part  on  joint  function  which  includes  each  joint  de- 
scribing the  anatomy,  the  functional  physiology  and 
biomechanics,  is  beautifully  done.  A chapter  on 
gait  includes  the  most  up-to-date  electromyographic 
analysis  (done  at  the  University  of  California)  of 
this  complex  subject. 

This  reviewer  would  congratulate  the  author  on  an 
accomplished  text  and  contribution,  and  recommend 
it  to  all  interested  readers.  Only  one  defect  was  found 
in  this  text.  The  reproductions  of  the  anatomical 
dissections  done  in  black  and  white  do  not  provide 
the  depth  necessary  in  an  anatomical  reproduction. 
The  text  descriptions  are  excellent,  but  unfortunately 
the  photos  are  not  so  good  as  one  might  expect.  This 
one  shortcoming  by  no  means  makes  this  text  less 
valuable. 

John  D.  Leidholt,  MD 

Backache,  Stress  and  Tension,  Their  Cause,  Prevention  and 
Treatment:  By  Hans  Kraus.  New  York,  1965,  Simon  and 
Schuster.  183  p.  Price:  $4.50. 

This  book  is  written  for  every  orthopedic  surgeon, 
physiatrist  treating  the  urban  backache.  No  one  in 
the  country  has,  I am  sure,  a clientele  like  Dr.  Kraus 
in  New  York  City.  This  is  a large  number  of  people 
that  get  very  little  exercise  and  live  and  work  in 
tense,  complex  society.  Dr.  Kraus  points  out  the  im- 
portance of  exercise  in  the  maintenance  of  a good 
functioning  back.  He  again  emphasizes  the  impor- 
tance of  conservative  treatment,  namely  exercise  in 
the  overcoming  of  back  pain  and  sciatica. 

Dr.  Kraus,  like  many  men  in  his  field  of  physical 
medicine  has  a significant  number  of  therapeutic 
triumphs.  He  often  is  not  able  to  make  a definite  diag- 
nosis in  the  patients  in  which  he  is  treating.  There- 
fore, his  thesis  is  to  provide  a program  of  conserva- 
tive exercises,  protection  of  the  back  and  by  this 
method  differentiate  the  patient  with  herniated  disc 
and  other  conditions  that  can  cause  low  back  pain 
and  sciatica. 


I recommend  this  book  to  all  doctors  and  others 
concerned  with  this  problem.  This  text  may  be 
one  that  could  be  distributed  to  the  back  pain  pa- 
tient in  the  office.  Since  in  the  modern  practice  of 
medicine,  this  type  of  patient  information  service  for 
patients  with  arthritis  and  other  diseases  such  as 
diabetes  are  greatly  rewarded  after  reading  collec- 
tions of  information  on  certain  disease. 

John  D.  Leidholt,  MD 

The  Keys  to  Orthopedic  Anatomy:  By  William  A.  Miller. 
Springfield.  111.,  1965,  Thomas.  155  p.  Price:  $5.75. 

This  monograph  can  best  be  described  as  a super- 
condensate of  the  pertinent  material  dealing  with 
the  anatomy  of  the  upper  and  lower  extremities, 
the  neck  and  back.  It  is  designed  as  its  author  notes 
primarily  for  the  resident,  the  orthopedic  practition- 
er and  perhaps  the  medical  student.  The  preface 
suggests  that  the  monograph  be  used  particularly  be- 
fore examinations  when  a concise  review  would  be 
of  the  greatest  value.  The  monograph,  however, 
might  also  be  used  as  a medical  dictionary  dealing 
with  anatomical  facts.  Its  omission  of  any  diagrams 
or  pictures  is  in  keeping  with  its  stark  and  formi- 
dable objective  of  condensation  of  facts.  Unfortunate- 
ly for  the  reader  and  for  most  students  of  anatomy 
“a  picture  is  truly  worth  a thousand  words”  or 
nearly  so. 

Robert  G.  Volz,  MD 


“Do  / have  to  smile?” 


for  April,  1966 
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MATERNAL  MORTALITY 

Tlie  following  cases  have  been  reviewed 
by  the  Colorado  Maternal  Mortality  Com- 
mittee® and  selected  for  publication  because 
of  their  educational  value.  Submission  of 
similar  cases  is  invited  from  other  com- 
mittees in  the  Rocky  Mountain  Region. 


7 


Case 

This  patient  was  a 30-year-old  primigravida  whose 
expected  date  of  confinement  was  July  19,  1964. 
Her  past  medical  history  was  essentially  negative. 
At  her  first  prenatal  visit  to  the  physician  in  the 
second  month  of  pregnancy,  examination  revealed 
no  abnormal  findings.  The  pelvis  was  described  as 
adequate  and  the  hemoglobin  was  13.7  grams.  Her 
prenatal  course  was  uneventful,  except  for  excessive 
weight  gain  from  109  to  142  pounds.  Blood  pressure 
throughout  was  normal  and  urine  was  negative  for 
albumin.  There  was  mild  edema  during  the  last 
six  weeks  of  pregnancy. 

The  patient  was  admitted  to  the  hospistal  in  active 
labor  at  4:30  a.m.  on  August  2,  1964.  Labor 
progressed  normally  with  the  membranes  rupturing 
spontaneously  at  9:15  a.m.  and  complete  dilatation 
of  the  cervix  occurring  at  11:10  a.m.  An  easy  de- 
livery was  accomplished  by  low  forceps  and  left 
mediolateral  episiotomy,  under  cyclopropane  anes- 
thesia, at  11:56  a.m.  Placenta  was  delivered  two 
minutes  laber.  Numorphan  and  Scopolamine  were 
given  once  during  labor  for  analgesia.  A third  degree 
extension  of  the  episiotomy  occurred  and  was  re- 
paired. There  was  no  mention  of  excessive  blood  loss. 

On  the  second  postpartum  day,  the  patient  had  an 
elevation  of  temperature  to  101.4°,  and  the  left 
labial  area  was  described  as  swollen,  edematous  and 
mottled  in  appearance,  but  no  fluctuation  was  noted. 
The  patient  was  started  on  Panamycin  and  Alba- 


t Previous  cases  reported  in  May,  September,  November, 
1960;  May.  November,  1961;  June,  December,  1962;  February, 
April,  May,  July,  August,  September,  1963;  February.  March, 
August,  1964;  May,  June,  July,  October,  November,  1965. 

• The  following  physicians  have  been  appointed  to  serve  on 
the  Maternal  Mortality  Committee,  a subcommittee  under 
Maternal  and  Child  Health;  Gerard  W.  del  Junco,  Chairman, 
George  M.  Homer,  James  R.  Patterson,  E.  Stewart  Taylor, 
William  B.  Goddard,  Louis  C.  Wollenweber,  Leo  J.  Nolan, 
L.  W.  Roessing,  E.  N,  Akers,  Claude  D.  Bonham,  Maxwell  A. 
Abelman,  all  of  Denver;  Harold  L.  Dyer,  Colorado  Springs; 
James  W.  McBurney,  Pueblo;  Sidney  Anderson,  Alamosa; 
Ronald  E.  Harrington,  Boulder;  Richard  R.  Hansen,  Ft. 
Collins;  Bruce  M.  Porter,  Grand  Junction;  Jack  Cooper,  Ft. 
Morgan;  Douglas  O.  Kern,  Greeley;  Sam  E.  Callaway, 
Durango;  James  D,  Hites,  Dolores;  Walter  Grund,  Littleton. 


mycin.  By  the  third  postpartum  day,  the  swelling  and 
edema  had  extended  into  the  left  buttock  and  left 
upper  thigh  and  onto  the  abdominal  wall  above 
Poupart’s  ligament.  Temperature  and  pulse  were 
elevated.  The  patient  was  taken  to  the  operating  room 
and  the  episiotomy  was  opened  under  anesthesia 
and  a rubber  glove  drain  was  inserted  in  the  left 
ischiorectal  fossa;  no  purulent  material  was  obtained 
and  very  little  serous  or  bloody  fluid  was  found. 

She  seemed  somewhat  improved,  thereafter,  but 
at  1:30  a.m.  she  was  found  in  shock.  Intravenous 
D/W  was  started  to  which  was  added  vasopressors, 
Cortone  25  mg.  and  Dihydrostreptomycin  1 gram. 
Medical  consultation  was  not  obtained  until  6:00 
a.m.  and  apparently  the  patient  was  not  followed  by 
her  physician  during  this  interval.  Following  consul- 
tation, rapid  digitalization  was  achieved,  nasal  oxygen 
started,  and  500  cc.  of  plasma  administered  because 
of  hemoconcentration — hemoglobin  15.7,  hematocrit 
50%  and  white  blood  count  43,900.  Levophed, 
Regitine  and  Chloromycetin  1 gram  were  ad- 
ministered intravenously.  The  blood  pressure  showed 
little  response.  The  patient  was  transferred  to  the 
intensive  care  unit  and  placed  in  an  oxygen  tent. 
The  blood  pressure  rose  briefly  to  106/90  from  ad- 
ministration of  Solu-Cortef,  100  mg.,  but  soon 
again  became  unobtainable.  Solu-Cortef  200  mg. 
and  Chloromycetin  2 grams  were  added  to  the  intra- 
venous fluids.  At  11:45  a.m.,  blood  chemistry  re- 
vealed severe  acidosis.  Fifty  cc.  of  sodium  bicarbon- 
ate was  given  intravenously.  By  1:00  p.m.,  her  rectal 
temperature  was  106°.  Pyralgin  was  administered 
and  she  was  placed  on  a hypothermia  mattress  and 
alcohol  sponges  were  used.  Death  occurred  at  3:00 
p.m.  August  6,  1964.  Vaginal  cultures  were  reported 
after  death  and  showed  E.  Coli  and  Enterococcus, 
both  sensitive  to  Chloromycetin.  Blood  culture  was 
reported  as  negative  (but  was  taken  after  1 gram 
Chloromycetin  had  been  given  intravenously). 

At  autopsy,  there  was  an  episiotomy  hematoma 
but  none  in  the  retroperitoneal  space.  Blood  culture 
was  negative.  Diagnosis  was  death  from  bacteremia. 

Comment 

This  case  was  voted  as  a direct,  preventable  ob- 
stetric death  for  the  following  reasons: 

1.  Delay  in  establishing  an  etiology  for  the  sepsis, 
and  failure  to  use  an  adequate  and  appropriate  anti- 
biotic in  the  presence  of  high  fever  on  the  second 
postpartum  day. 

2.  Inadequate  initial  therapy  for  shock  and  failure 
of  the  physician  to  be  with  the  patient  during  the 
first  4V2  hours  of  shock. 

3.  Delay  in  obtaining  obstetric  and  medical  con- 
sultation and  therefore,  irreplaceable  loss  in  initiating 
intensive  therapy. 

4.  Failure  to  take  the  blood  culture  prior  to  anti- 
biotic therapy.  • 
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Metamucil 

. . . to  prevent  straining 
at  stool  and  its 
adverse  effect  on 
blood  pressure, 
cardiac  output 
and  pulmonary 
circulation. 


Average  Adult  Dosage: 

One  rounded  teaspoonful  of  Metamucil  (or  one  packet  of 
Instant  Mix  Metamucil)  in  a glass  of  cool  liquid  one  to  three 
times  daily. 


METAMUCIL* 

brand  of  psyllium  hydrophilic  mucilloid 


Metamucil  Powder:  4,  8 and  16-ounce  con- 
tainers. Instant  Mix  Metamucil:  cartons  of 
16  and  30  single-dose  packets. 


S E A R L E 


Research  in  the  Service  of  Medicine 


'Dexamyl'  does  more  than  most  anorectics.  Be- 
cause it  curbs  appetite  and  lifts  mood,  'Dexamyl' 
can  encourage  the  discouraged  dieter  to  stay 
on  her  diet. 


The  mood  lift  with  'Dexamyl'  can  make  the  dif- 
ference between  the  success  or  failure  of  her 
diet  plan. 


she  can  say  "No  thank  you" 
to  the  crepe  suzette. 


Formulas:  Each  'Dexamyl'  Spansule®  Capsule  (brand  of  sustained 
release  capsule)  No.  1 contains  10  mg.  of  Dexedrine®  (brand  of 
dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital,  derivative  of 
barbituric  acid  [Warning,  may  be  habit  forming).  Each  'Dexamyl' 
Spansule  capsule  No.  2 contains  15  mg.  of  Dexedrine  (brand  of 
dextroamphetamine  sulfate)  and  IV2  gr.  of  amobarbital  [Warning, 
may  be  habit  forming). 

Principal  cautions  and  side  effects:  Use  with  caution  in  patients 
hypersensitive  to  sympathomimetics  or  barbiturates  and  in  coronary 
or  cardiovascular  disease  or  severe  hypertension.  Insomnia,  excit- 
ability and  increased  motor  activity  are  infrequent  and  ordinarily 
mild. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 


Smith  Kline  & French  Laboratories 
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Colorado 

Dr.  Grant  D.  Girard  died  February  2,  1966  at 
Presbyterian  Hospital  in  Denver.  He  was  born  De- 
cember 16,  1926,  at  Caney,  Kansas.  He  moved  with 
his  family  to  Denver  when  he  was  in  grade  school 
and  prepared  for  college  in  the  Denver  Public 
Schools. 

He  graduated  from  the  University  of  Colorado 
Medical  Center  and  later  interned  at  the  Presby- 
terian Hospital  in  Denver.  He  was  later  licensed  to 
practice  medicine  in  Colorado  in  1951.  He  was  a 
member  of  the  Colorado  Medical  Society  and  the 
American  Medical  Association.  He  was  also  active 
in  the  civic  and  business  affairs  of  the  community. 

He  is  survived  by  his  widow,  Mildred  Huber 
Girard,  and  two  daughters,  Dale  Ann  and  Janet  Lee 
Girard,  and  also  by  his  parents,  Mr.  and  Mrs.  Grant 
B.  Girard  of  Denver,  and  a brother,  Lawrence  M. 
Girard,  of  Speedway,  Indiana. 

Dr.  Logan  M.  Dickson  died  at  his  home  Sunday, 
February  27,  1966,  following  a severe  heart  attack. 
He  was  87  years  old  at  the  time  of  his  death. 

He  was  born  January  26,  1879,  on  a farm  near 
West  Grove,  Iowa.  He  was  a graduate  of  the  Keokuk 
Medical  School  in  Keokuk,  Iowa.  He  was  licensed 
to  practice  medicine  in  Iowa  in  1903  and  in  Mis- 
souri the  following  year.  In  1906  he  moved  to 
Arapahoe,  Colorado,  where  he  practiced  medicine 
and  operated  a drugstore  until  1925,  at  which  time 
he  relocated  in  Denver. 

Dr.  Dickson  was  active  in  medical  and  civic 
affairs  for  a number  of  years.  He  was  a member  of 
the  Denver  Medical  Society,  the  Colorado  Medical 
Society,  and  the  American  Geriatric  Society.  In  1956 
he  was  honored  by  the  Colorado  Medical  Society  for 
a half-century  of  medical  practice  in  Colorado. 

He  was  a member  of  the  Corona  Presbyterian 
Church,  and  a past  Grand  Noble  of  Union  Lodge 


No.  1 of  the  International  Order  of  Odd  Fellows. 

Dr.  Dickson  was  married  in  1905  to  Leila  Sher- 
man. He  is  survived  by  his  widow,  Leila,  a son, 
Murray  M.  Dickson,  a daughter,  Mrs.  George  Wort- 
man,  both  of  Denver,  and  by  three  grandchildren 
and  five  great-grandchildren. 

Dr.  Basil  B.  Creighton  died  January  26,  1966,  at 
the  Glockner-Penrose  Hospital  in  Colorado  Springs. 
Dr.  Creighton  was  born  March  10,  1864,  in  Cin- 
cinnati, Ohio,  and  was  101  years  old  at  the  time  of 
his  death. 

He  graduated  from  the  Ohio  State  Medical  Col- 
lege in  1892  and  later  interned  at  the  Good  Samari- 
tan Hospital  in  Cincinnati.  For  a few  years  he  prac- 
ticed medicine  in  the  Cripple  Creek  area,  but  at  the 
turn  of  the  century  he  opened  an  office  in  Manitou 
Springs  and  continued  the  practice  of  medicine  there 
until  1930.  He  retired  from  the  practice  of  medicine 
at  that  time  after  50  years  of  active  practice. 

Dr.  Creighton  founded  the  Cripple  Creek  Hos- 
pital and  was  instrumental  in  establishing  the 
Glockner-Penrose  Hospital  in  Colorado  Springs.  He 
was  also  one  of  the  founders  of  Montcalm  Sanitar- 
ium in  Manitou  Springs. 

He  is  survived  by  his  widow,  Maude  Creighton, 
age  90;  two  daughters.  Miss  Forest  Creighton  of 
Manitou  Springs,  and  Mrs.  Edwina  Forde  of  Colo- 
rado Springs  and  Chicago,  and  a son,  Basil  R. 
Creighton,  of  Washington,  D.  C. 
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Medical  X-Ray  Equipment 

21  Kensington  Street,  485-8262 

Accessories  & Film 

Albuquerque,  New  Mexico 

Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288 
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THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Croup  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Boberl  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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YOU  WANT  THE  BEST! 

That's  why  we're  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS,  FEES.  PERSONNEL.  PART- 
NERSHIP PROBLEMS.  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you— without  obliga- 
tion— how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it's  worth  the  time  to  investigate! 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 

Denver,  Colorado  80215 
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Colorado  Medical  Society 

OFFICERS — 1965-66 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
September  28,  1966  at  the  Annual  Session  in  Colorado  Springs. 
President:  Paul  R.  Hildebrand,  Brush 
President-elect:  Myron  C.  Waddell,  Denver 
Vice  President:  Walter  C.  Herold,  Colorado  Springs 
Treasurer:  William  A.  Day,  Colorado  Springs,  1968 
Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966 
Additional  Trustees:  J.  Alan  Shand,  La  Junta,  1966;  Carl  H. 
McLauthlin,  Denver,  1967;  Kenneth  A.  Platt,  Westminster, 
1967;  J.  Robert  Spencer,  Denver,  1968. 

Judicial  Council:  District  No.  1 — Daniel  H.  Buchanan,  Jr., 
Denver,  1966;  District  No.  2 — John  Simon,  Englewood,  1968; 
District  No,  3 — Kenneth  E.  Gloss,  Colorado  Springs,  1967; 
District  No.  4 — James  G.  Price,  Brush,  1966;  District  No.  5 — 
William  S.  Curtis,  Boulder,  1966;  District  No.  6 — Heman  R. 
Bull,  Grand  Junction,  1967;  District  No.  7 — Tullius  W.  Halley, 
Durango,  1967;  District  No.  8 — Herman  W.  Roth,  Monte  Vista, 
Chairman,  1968;  District  No.  9 — Scott  A.  Gale,  Pueblo,  Vice 
Chairman.  1968. 

Grievance  Committee:  Jolm  B.  Griffith,  Aurora,  Secretary, 
1966;  Dwight  C.  Dawson,  Colorado  Springs,  1966;  Ray  G. 
Witham,  Craig,  Chairman,  1966;  Clayton  K.  Mammel,  Den- 
ver, 1966;  Robert  B.  Richards,  Fort  Morgan,  1966;  Joseph  A. 
Leonard,  Lakewood,  1966;  Joel  R.  Husted,  Boulder,  1967; 
James  A.  Henderson,  Englewood,  1967;  Robert  J.  Bliss,  Fort 
Collins,  1967;  John  A.  McDonough,  Ordway,  1967;  H.  Harper 
Kerr,  Pueblo,  1967;  Edward  E.  Tennant,  Sterling,  1967. 
Delegates  to  the  American  Medical  Association;  Kenneth 
C.  Sawyer,  Denver,  Dec.  31,  1966  (Alternate,  Robert  E. 
McCurdy,  Denver,  Dec.  31,  1966);  Gatewood  C.  Milligan, 
Englewood.  Dec.  31,  1967  (Alternate,  Ray  G.  Witham,  Craig, 
Dec.  31,  1967);  Harlan  E.  McClure,  Lamar,  Dec.  31,  1967 
(Alternate,  Vernon  L.  Bolton,  Colorado  Springs,  Dec.  31,  1967). 
Speaker,  House  of  Delegates:  Marvin  E.  Johnson,  Denver. 

Vice  Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora. 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Paul  J.  Gans,  Lewistown. 

President-elect:  Albert  L.  Vadheim,  Bozeman. 

Vice  President:  Alfred  M.  Fulton,  Billings. 
Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney 
Assistant  Secretary-Treasurer:  Robert  K.  West,  Cut  Bank. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Bil- 
lings. 

Executive  Committee:  Paul  J.  Gans,  Lewistown;  Albert  L. 
Vadheim,  Bozeman;  Alfred  M.  Fulton,  Billings;  Oscar  A. 
Swenson,  Sidney;  Robert  K.  West,  Cut  Bank;  S.  C.  Pratt, 
Miles  City;  Herbert  T.  Caraway,  Billings;  M.  A.  Gold,  Butte; 
David  Gregory,  Glasgow. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren  D. 
Bowman,  Billings. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 

Nevada  State  Medieal  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1966  Annual  Session. 


President:  Joseph  M.  George,  Jr.,  Las  Vegas 

President-Elect;  William  M.  Tappan,  Reno 

Secretary -Treasurer:  V.  A.  Salvadorini,  Reno 

Immediate  Past  President:  John  M.  Read,  Elko 

AMA  Delegate:  Leslie  A.  Moren,  Elko 

Alternate  Delegate:  Thomas  S.  White,  Boulder  City 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 

Wesley  W.  Hall,  Reno 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 

Neff,  Reno 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  Indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1966  Annual  Session. 

President:  Robert  P.  Beaudette,  Raton. 

President-elect:  Thomas  L.  Carr,  Albuquerque. 

Vice  President:  Emmit  M.  Jennings,  Roswell. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 
Immediate  Past  President:  Omar  Legant,  Albuquerque. 
Speaker,  House  of  Delegates;  Hugh  B.  Woodward,  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albu- 
querque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A. : James  C.  Sedgwick,  Las  Cruces. 

Utah  State  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  L.  V.  Broadbent,  Cedar  City. 

President-elect:  Paul  A.  Clayton,  Salt  Lake  City. 

Past  President:  Stanley  R.  Child,  Salt  Lake  City. 

Honorary  President:  Henry  C.  Stranquist,  Ogden. 

Secretary  ’67:  Russell  M.  Nelson,  Salt  Lake  City. 

Treasurer  ’66:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  A.M.A. : Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo. 
President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan. 
Alternate  Speaker,  House  of  Delegates:  William  R.  Christensen, 
Salt  Lake  City. 

Additional  Trustees:  Box  Elder  County  Med.  Soc.  ’66,  S.  L. 
Moskowitz,  Brigham  City;  Cache  Valley  Med.  Soc.  '66.  Robert 
S.  Budge,  Smithfield;  Carbon  Co.  Med.  Soc.  '66,  William  M. 
Gorishek,  Price;  Central  Utah  Med.  Soc.  ’67,  Halvard  J. 
Davidson.  Manti;  Salt  Lake  Co.  Med.  Soc.  ’66,  John  H.  Clark, 
Salt  Lake  City;  Southeastern  Utah  Med.  Soc.  ’67,  Jerrold  C. 
Smith,  Monticello;  Southern  Utah  Med.  Soc.  ’67,  Joseph  J. 
Sannella,  Kanab;  Uintah  Basin  Med.  Soc.  ’67,  R.  V.  Larson, 
Roosevelt;  Utah  County  Med.  Soc.  ’65,  Richard  A.  Call. 
Provo;  Weber  County  Med.  Soc.  ’67,  Douglas  C.  Barker, 
Ogden. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Richard 
P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman.  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City. 

Wyoming  State  Medical  Society 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Thomas  Nicholas,  Buffalo 

President-elect:  Ray  K.  Christensen,  Powell 

Vice  President:  James  W.  Barber.  Cheyenne 

Secretary:  Laurence  W.  Greene,  Jr.,  Laramie 

Treasurer:  Roger  P.  Mattson,  Casper 

Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler, 
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MOKhUNGSIDE 

HOSPITAL 


Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• AIJ  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 
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WANT  ADS 


PHYSICIAN  NEEDED— Small  western  community  of  12,000 
seeking  internist  or  General  Practitioner  to  join  small 
group.  Clinic  is  new  and  has  X-ray,  Laboratory,  and  Office 
Space.  First  year  salary  $18,600.00,  ownership  thereafter. 
Recreational  facilities  unlimited.  115  days  per  year  time  off. 
New  40  bed,  $1,000,000  hospital.  Reply  L.  J.  Dunton,  Box  306, 
East  Ely,  Nevada.  12-1-6B 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-5-TFB 


FOR  SALE — W.  F.  Prior  Loose-leaf  Five  Volumes  and  Desk 
Index.  '-OTOLARYNGOLOGY.”  Unused.  $40.  f.o.b.  Great 
Falls.  Montana.  Contact  F.  D.  Hurd.  MD,  309  Medical  Arts 
Building.  Great  Falls,  Montana.  3-2-3 


OFFICE  SPACE  AVAILABLE  for  physicians  or  dentists  in 
modem  air  conditioned  professional  building  near  Penrose 
Hospital.  Contact  E.  H.  Vincent,  MD,  2121  N.  Weber  Street. 
Colorado  Springs,  Colorado  80907.  1-7-TFB 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502,  Denver. 

9-7-TFB 


EXCELLENT  OPPORTUNITY  FOR  GP  to  assume  profitable 
practice  of  partner  in  two-man  practice.  Leaving  for 
residency,  will  return  to  form  three-man  group.  Well  estab- 
lished practice  located  in  southeast  Denver.  Attractive  new 
quarters,  complete  lab.  Financial  arrangements  open.  Call 
SK  6-3627.  1-5-TF 


WANTED — Internist  to  associate  in  excellent  private  practice 
opportunity  in  Denver.  Call  333-4273  in  Denver  or  write 
Box  3-6-3,  Rocky  Mountain  Medical  Journal,  1809  E,  18th 
Ave.,  Denver,  Colorado  80218.  3-6-3 


INTERNIST  for  5-man  department  in  busy  and  steadily 
growing  northcentral  Kansas  13-member  multispecialty 
group.  Partnership  after  salary  for  two  years.  Board  eligible 
or  Certified.  Reply  to  Box  11-9-TFB,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Ave.,  Denver,  Colorado  80218.  11-9-TFB 


ASSOCIATE  IN  GENERAL  PRACTICE  WANTED  to  practice 
with  established  General  Practitioner  in  Las  Vegas,  Nevada. 
Terms  and  conditions  flexible.  For  further  information  piease 
call  collect.  Las  Vegas,  Nevada  382  3588.  3-3-3 


BOARD  ELIGIBLE  PSYCHIATRIST  wishes  to  enter  field  of 
industrial  medicine.  Experience  includes:  General  practice, 
2 years;  internal  medicine,  15  years;  Physical  diagnosis 
instructor  in  University,  5 years;  director  of  day  care  center 
for  alcoholics,  5 years;  life  insurance  examiner,  10  years. 
Reply  to  Box  3-4-3,  Rocky  Mountain  Medical  Journal,  1809 
E.  18th  Avenue,  Denver,  Colorado  80218.  3-4-3 


SPACE  AVAILABLE  FOR  DOCTORS  in  good  residential 
area.  Ample  parking.  1500  sq.  ft.  of  space  in  air  condi- 
tioned building.  2 doctors’  offices  and  reception  room,  5 ex- 
amining rooms,  x-ray  room  and  2 labs.  Very  reasonable. 
Will  rent  or  lease.  Located  at  601-3  Emerson  Street,  Denver. 
Call  534-8673  or  377-4759.  4-7-3B 


PRACTICE  AVAILABLE  IN  OAK  CREEK,  COLORADO.  New 
Sears  Foundation  Medical  Center  now  vacant.  Excellent 
hunting,  fishing  and  skiing.  Previous  doctor  drafted.  Write; 
Jolene  Koler,  secretary.  South  Routt  Medical  Center,  Oak 
Creek,  Colorado.  4-8-3 


THREE  ACADEMY  OF  GENERAL  PRACTICE  MEMBERS, 
in  fast  growing  Nevada  community  desire  an  associate. 
$16,000  first  year,  with  full  partnership  in  near  future.  One 
month  vacation  first  year.  Reply  to  Box  4-6-4,  Rocky  Moun- 
tain Medical  Journal,  1809  E.  18th  Avenue,  Denver,  Colo- 
rado 80218.  4-6-4 


WILL  yOUR  PERSONAL  SECURITY  STOP  WHEN  YOU'RE  SICK  OR 
HURT  AND  CAN'T  PRACTICE  YOUR  PROFESSION? 

Maybe  not  right  away.  But  even  a short-term  illness 
or  injury  can  take  much  of  your  savings  and  disrupt 
your  financial  program.  And  what  if  your  disability 
is  serious?  It  might  take  years  and  thousands  of 
dollars  later  before  you  could  return  to  your  profession. 

HOW  WILL  YOU  PROVIDE  FOR  YOUR  FAMILY? 

There's  a low-cost  way-^ — through  the  Medical  Society's 
Approved  Income  Protection  Plan. 

PAYS  UP  TO  $800.00  A MONTH! 


RETURN  THE  COUPON  FOR  FULL  DETAILS 


Underwritten  by 


OF  OMAHA 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

Life  Insurance  Affiliate:  United  of  Omaha 
Home  Office— Omaha,  Nebraska 

4-9-64 


VINCENT  ANDERSON  COMPANY,  INC. 
Second  Floor,  Railway  Exchange  Building 
Denver,  Colorado  80202 


Please  send  full  details 
Colorado  Medical  Society. 


about  the  Income  Protection  Plan  of  the 
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FIFTY  YEARS  OF  RECORDS  for  GP  who  would  like  to  live 
in  the  City  of  Denver.  Office  close  to  hospitals. 
Call  255-3533.  4-9-3 


AVAILABLE:  G.P.  41,  offers  partnership  after  one  year 
salaried  position.  Modern  offices  near  new  hospital  in 
small,  growing  Wyoming  town.  Reply  to  Box  4-5-1,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Avenue,  Denver, 
Colorado  80218.  4-5-1 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 


HEALTH  OFFICER — for  San  Juan  Basin  Health  Unit.  Head- 
quarters, Durango,  Colorado.  Under  State  Merit  System, 
with  excellent  retirement  pian.  Salary  range  $16,464-$17,280, 
longevity  step  to  $18,144.  Requires  physician  with  public 
health  experience.  Contact  Dalton  Roberts,  Administrative 
Officer,  Colorado  State  Department  of  Public  Health,  4210 
East  11th  Avenue,  Denver,  Colorado  80220.  4-3-2B 


PHYSICIAN  HEALTH  OFFICER— For  established  District 
Health  Department,  headquarters  in  Sterling,  Colorado. 
Beginning  salary  $18,000.  Position  requires  M.P.H.  Please 
contact  Dalton  Roberts,  Administrative  Director,  Colorado 
State  Department  of  Public  Health,  4210  East  11th  Avenue, 
Denver,  Colorado  80220.  4-2-2B 


GENERAL  PRACTITIONER’S  office  for  sale  with  equipment. 

Contact  Mrs.  Mildred  Girard,  5050  W.  35th  Avenue,  Den- 
ver, Colorado  80212  or  call  433-2951.  4-1-1 


PHYSICIAN.  Internal  Medicine.  201-bed  GM&S  Hospital  in 
Central  Texas.  Beginning  salary  up  to  $17,055  determined 
by  qualifications.  Non-discrimination  in  employment.  Write 
Chief  of  Staff,  Veterans  Administration  Hospital,  Marlin, 
Texas  76681.  4-10-3B 


309  16th  Street 
Denver  2 


Telephone 

534-8714 


EARNEST  DRUG 

217  1 6th  Street 

Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH-CLEAN-COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


EXCLUSIVELY 

For  the  medical  and  dental  professions 

Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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The  new  Hamilton  Power  Examining  Table  is  designed  to  accomplish  all  the 
purposes  for  which  a power  table  is  required,  Low  enough  at  23^/4"  to  assure 
positioning  of  ill,  infirm  or  injured  patients  with  ease.  Raises  to  any  height 
up  to  37'//'  for  examining  convenience.  The  top  also  adjusts,  from  prone  to 
full-chair  position,  and  either  adjustment  is  quiet,  gentle,  safe... with  a 
fingertip  touch,  or  optional  foot  control.  Handsome  styling,  a host  of  deluxe 
features  and  the  plus  of  two-way  power  make  this  the  finest  examining 
table  on  the  market... by  far!  Hamilton  invites,  urges  comparison. 


New  and  needed!  Instrument* 
warmer  drawer  with  special 
switch  and  signal  light.  Dual 
electrical  outlets  conveniently 
located  at  control  panel. 


New  foam-cushioned  top  is 
comfort-contoured  for  patient 
relaxation  and  safety.  Up- 
holstered in  luxurious,  warm- 
white,  fabric-backed  vinyl. 


Two  roomy  side  drawers  and 
spacious,  Formica-lined  cup- 
board provide  far  more  stor- 
age space  to  keep  instru- 
ments within  handy  reach. 


GEO.  BERBERT  & SONS,  INC. 

1717  Logan  Street  Telephone  255-0408 


Denver,  Colorado  80203 
1903-1966— Oor  63rd  Anniversary 
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Doctor... two  important 
Lederle  products  for 
routine  office  procedures 

V !___ J 


single-dose  vials 
for  convenient 
and  economical 
polio 

immunization 


ORIMUNE* 

POLIOVIRUS  VACCINE.  LIVE,  ORAL 

TRIVALENT 

SABIN  STRAINS,TYPES1,2and3 

Fast,  simple  administration— and  economy  for  the 
patient  — make  the  new  0.5  cc  single-dose  vial  of 
ORIMUNE  Trivalent  ideal  for  private  practice.  (Packaged 
5 to  a b«x  with  5 sterilized  disposable  droppers  for  your 
convenience). 

(Also  available  in  2 cc  and  2 drop  dosage  forms). 

Only  2 doses  required  for  complete,  initial  immunization 
for  patients  more  than  a year  old. 

Effectiveness-may  be  expected  to  confer  active  immu- 
nity against  all  three  types  of  poliovirus  infection  in  at 
least  ninety  percent  of  susceptibles  only  if  given  at  full 
dosage,  as  directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain  contraindica- 
tions. These  are,  broadly:  acute  illness,  conditions  which 
may  adversely  affect  immune  response,  and  advanced 
debilitated  states.  In  these,  vaccination  should  be  post- 
poned until  after  recovery. 

In  infants  vaccination  should  not  be  commenced  before 
the  sixth  week  of  life.  Do  not  give  to  patients  with  viral 
disease,  or  if  there  is  persistent  diarrhea  or  vomiting. 
ORIMUNE  and  live  virus  measles  vaccine  should  be  given 
separately. 

Dosage— initial  immunization;  two  doses  each  given 
orally  at  least  8 weeks  apart.  (Give  a third  dose  to 
infants  at  10-12  months).  Booster  immunization;  one 
dose,  given  orally.  See  package  literature  for  full 
directions. 


simplifies  routine  screening 

TURERCUUN, 
TINE  TEST 

(Rosenthal)  Lederle 

Swab  'Uncap  • Press  • Discard 

Comparable  in  accuracy  and  reliability  to  older  standard 
intradermal  tests*,  but  faster  and  easier  to  use.  Since 
TINE  TEST  is  relatively  painless  it  should  receive  greater 
patient  acceptance.  Results  are  read  at  48-72  hours.  The 
self-contained,  completely  disposable  unit  requires  no 
refrigeration  and  is  stable  for  two  years. 

Side  effects  are  possible  but  rare:  vesiculation,  ulcera- 
tion or  necrosis  at  test  site.  Contraindications,  none; 
but  use  with  caution  in  active  tuberculosis.  Available  in 
boxes  of  5 (new  individually-capped  unit);  cartons  of  25. 
‘Rosenthal,  S.  R.,  Nikurs,  L.,  Yordy,  E.,  and  Williams,  W.: 
Scientific  Exhibit  Presented  at  the  Annual  Meeting  of 
the  National  Tuberculosis  Association,  Chicago,  Illinois, 
May  30-June  2,  1965. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New^York 
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INDICATIONS:  Grand  mal  epilepsy  and 
certain  other  convulsive  states. 
PRECAUTIONS:  Periodic  examination 
of  the  blood  is  advisable.  Nystagmus  in 
combination  with  diplopia  and  ataxia 
indicates  dosage  should  be  reduced. 
SIDE  EFFECTS:  Allergic  phenomena 
such  as  polyarthropathy,  fever,  skin 
eruptions,  and  acute  generalized  mor- 
billiform eruptions  with  or  without  fever. 
Upon  discontinuation  of  therapy  erup- 
tions usually  subside.  Rarely,  dermatitis 
goes  on  to  exfoliation  with  hepatitis. 


and  further  dosage  is  contraindicated. 
Though  mild  and  rarely  an  indication 
for  stopping  dosage,  gingival  hypertro- 
phy, hirsutism,  and  excessive  motor 
activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment, 
minor  side  effects  may  include  gastric 
distress,  nausea,  weight  loss,  transient 
nervousness,  sleeplessness,  and  a feel- 
ing of  unsteadiness.  All  usually  subside 
with  continued  use.  Hematologic  dis- 
orders, including  megaloblastic  anemia, 


leukopenia,  granulocytopenia,  pancyto- 
penia, and  aplastic  anemia  have  been 
reported.  Nystagmus  may  develop. 
DILANTIN  is  supplied  in  several  forms  in- 
cluding KapsealscontainingO.1  Gm.and 
0.03  Gm.  di- 
phenylhydan- 

toin  sodium.  PARK^,  DAVIS^  company,  Detroit.  Mictusen  40132 

C |~) 

The  color  combinations  of  the  banded 
capsules  are  Parke-Davis  trademarks. 

75965 


PARKE-DAVIS 


the  epileptic... talent  in  eclipse 
or  fulfillment  of  potential? 

the  difference  is  often 

Kapseals® 

Dilantin 

(diphenylhydantoin 

sodium) 


PARKE-DAVIS 


3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 
AND  SELECTED  CASES  OF  PREMATURE  LABOR  AND  2ND 
AND  3RD  TRIMESTER  THREATENED  ABORTION 

In  cijrilrolling  abnormal  uter- 
ine activity,  I.UTREXIN,  the 
non-steroid  “uterine  relaxing 
factor”  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 

No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 

Literature  on  indications  and 
dosage  available  on  request. 

Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 

I 

HYNSON,  WESTCOTT  & DUNNING,  INC. 

BALTIMORE.  MARYLAND  21201 

( LTRZZ ) 


in  vivo  measurement  of  LUTREXIN  (Lututrln)  on  contracting  uterine  muscle 
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In  the  management  of  mild  to  moderate  pain,  give  your  patients  comprehensive  relief. 
TRANCO-GESiC  extends  the  range  of  usefulness  of  aspirin  by  dimming  pain  perception— 
and  also  reducing  mental  and  muscle  tension. 


TRANCO-GESIC' 

I tablets 

[ chlormezanone  100  mg.  with  aspirin  300  mg. 

subdues  the  major 
i contributors  to  pain: 

I • pain  perception 
i • mental  tension 
j • muscle  tension-spasm 


W/nfhrop 


WINTHROP  LABORATORIES.  NEW  YORK.  N.  Y.  1001$ 


i 


TRANCO-GESIC  is  so  well  tolerated  it  can  be 
prescribed  for  anyone  who  can  take  aspirin.  It 
is  non-narcotic,  and  free  from  dangers  of 
addiction,  habituation,  or  dependence. 
TRANCO-GESIC  is  effective  in  all  types  of  mild 
and  moderate  pain.  Of  862  patients  who  were 
treated  with  chlormezanone  and  aspirin  for 
various  disorders,  88%  reported  excellent  or 
good  pain  relief.^ 

Side  effects  have  been  minor.  Occasionally  gastric  distress, 
weakness,  sedation  or  dizziness  occur.  Reversible  cholestatic 
jaundice  has  been  reported  on  rare  occasions.  However,  in 
4,653  patients  treated  with  chlormezanone,  97.7%  had  no  side 
effects.'  Contraindication:  just  one:  sensitivity  to  aspirin. 
Dosage:  Adults,  usually  2 tablets  three  or  four  times  daily. 
Children  (from  5 to  12  years),  1 tablet  three  or  four  times  daily. 
1.  Collective  studies.  Department  of  Medical  Research, 
Winfhrop  Laboratories. 


incisive 


A good  way  to  describe  ‘Stelazine’. 
It’s  different  from  the  tranquilizers 
that  sedate  and  dull  your  anxious 
patients.  Its  antianxiety  effect  is 
direct.  On  ‘Stelazine’,  your  patients 
can  be  calmed  yet  remain  alert. 


And  ‘Stelazine’  offers  additional  bene- 
fits. Dependence  has  not  been  re- 
ported. At  low  doses,  side  effects  are 
minimal.  Its  b.i.d.  dosage  is  con- 
venient and  economical. 


Stelazine® 

brand  of  trifluoperazine 


Indications:  Symptoms  of  excessive  anxiety. 
Contraindicated  in  comatose  or  greatly  de- 
pressed states  due  to  CNS  depressants  and 
in  cases  of  existing  blood  dyscrasias,  bone 
marrow  depression  and  pre-existing  liver 
damage.  Principal  side  effects,  usually  dose 
related,  may  include  mild  skin  reaction,  dry 
mouth,  insomnia,  fatigue,  drowsiness,  dizzi- 


ness and  neuromuscular  (extrapyramidal) 
reactions.  Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may  also  be  ob- 
served. Blood  dyscrasias  and  jaundice  have 
been  extremely  rare.  Use  with  caution  in 
patients  with  impaired  cardiovascular  sys- 
tems. Before  prescribing,  see  SK&F  product 
Prescribing  Information. 


Smith  Kline  & French  Laboratories,  Philadelphia 


lutazolidin^alka 

5nylbutazone  100  mg. 

ad  aluminum 

iroxidegel  100  mg. 

♦ gnesium  trisilicate  150  mg. 

Inatropine 

I thylbromide  1.25  mg. 

i srapeutic  Effects 

rty  to  75%  of  patients  obtain  major  relief  of 
ithritic  symptoms,  as  reported  by  numer- 
1 s clinicians.  In  addition,  the  problem  of 
listric  upset  — a major  problem  with  certain 
ilieroral  antiarthritic  agents  — is  minimized 
1 the  presence  of  antacids  and  an  antispas- 
Ddic  in  the  formulation. 


In  rheumatoid  arthritis-effective  therapy 
with  minimal  chance  of  G-l  upset 


rently.  Large  doses  of  Butazolidin  alka  are 
contraindicated  in  patients  with  glaucoma. 

Precautions 

Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a 
complete  physical  and  laboratory  examina- 
tion, including  a blood  count.  The  patient 
should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately 
fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia) ; sudden  weight 
gain  (water  retention);  skin  reactions;  black 
or  tarry  stools.  Regular  blood  counts  should 
be  made.  The  drug  should  be  used  with 
greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 


occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be 
attributed  to  the  drug.  Thrombocytopenic 
purpura  and  aplastic  anemia  are  also  pos- 
sible side  effects.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss  have 
been  reported,  as  have  hepatitis,  jaundice, 
and  several  cases  of  anuria  and  hematuria. 
With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently. 

Average  Dosage  in  Rheumaloid  Arthritis 
Initial:  3 to  6 capsules  daily  in  divided  doses. 
It  is  usually  unnecessary  to  exceed  4 cap- 
sules daily.  A trial  period  of  1 week  is  ade- 
quate to  determine  response;  in  the  absence 
of  favorable  response,  discontinue. 

Maintenance:  An  effective  level  is  often 
achieved  with  1 to  2 capsules  daily;  do  not 
exceed  4 daily. 


liprovement  is  generally  seen  within  3 to  4 
nys,  and  trial  therapy  need  not  be  con- 
hued  beyond  a week.  Relief  of  pain  is 
iilowed  quickly  by  resolution  of  inflamma- 
in  and  improved  joint  function.  Relief  of 
mptoms  is  often  accompanied  by  in- 
eased  appetite,  gain  in  weight  and  an 
■ iproved  sense  of  well-being. 


le  initial  response  is  usually  maintained 
' thout  dosage  increases;  indeed,  initial 
)sage  is  often  reduced  for  maintenance 
irposes. 


Also  available: 

Butazolidin®  phenylbutazone 
Tablets  of  100  mg. 


ilicylate  or  steroid  therapy  can  usually  be 
minished  or,  in  some  instances,  eliminated. 

Jntraindications 

lema;  danger  of  cardiac  decompensation; 
fstory  or  symptoms  of  peptic  ulcer;  renal, 

■ Jpatic  or  cardiac  damage;  history  of  drug 
lergy;  history  of  blood  dyscrasia.  Because 
the  increased  possibility  of  toxic  reac- 
ts, the  drug  should  not  be  given  when  the 
i itient  is  senile  or  when  other  potent 


Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea  and 
sulfonamide-type  agents  and  insulin.  Pa- 
tients receiving  such  concomitant  therapy 
should  be  carefully  observed  for  this  effect. 

Adverse  Reactions 

The  most  common  adverse  reactions  are 
nausea,  edema  and  drug  rash.  The  drug 
may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  generalized 
allergic  reaction,  stomatitis,  salivary  gland 


0 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 


GLUCOLA 

Carbonated  Preparation  for 
Carbohydrate  Tolerance  Tests 

NEW 

. For  use  in  glucose 
tolerance  tests 
. In  preference  to  the 
postprandial  test  meal  j 


Ready  to  use  • Pleasant  tasting  cola  flavor  . Well  tolerated 


A 7-ounce  bottle  of  Glucola  provides  a liquid  oral  loading  dose  equivalent  to 
75  Gm.  of  glucose*  for  carbohydrate  tolerance  testing.  Glucola  avoids  the 
nausea  that  frequently  results  from  lingering  sweet  laboratory  preparations, 
and  the  occasional  emesis  that  necessitates  rescheduling  the  test.  With 
Glucola,  no  time  is  lost  weighing  and  mixing  glucose  “cocktails”-~only  a 
bottle  opener  is  needed.  753, 

*The  rapidly  hydrolyzable  saccharides  in  this  formulation  assure  optimum  absorption  and  glucose 
levels  comparable  to  those  obtained  with  a 100  Gm.  loading  dose. 

Available  through  your  regular  supplier: 
cartons  of  12  7-02  bottles  (6  bottles 
per  pack,  2 packs  per  carton). 


Ames  Company,  Inc. 
Elkhart,  Indiana 


New 300  mg  tablet 
It’s  made  for  b.i.d. 

ForAdults-2tablets  provide  a full  24hours  of  therapy... with  all  the  extra 
benefits  of  DECLOMYCIN... lower  mg  intake  per  day.. .proven  potency... 
1“2  days’  “extra”  activity  to  protect  against  relapse  or  secondary  infection. 


one  mid-morning 


one  mid-evening 


DECLOMYCIIV 

DEMETHYLCHLOKTETRACYCLINE 
SOOrng  FILM  COATED  TABLETS 


Effective  in  a wide  range  of  everyday  infections 
—respiratory,  urinary  tract  and  others— in  the 
young  and  aged— the  acutely  or  chronically  ill  — 
when  the  offending  organisms  are  tetracycline- 
sensitive. 

Warning  — In  renal  impairment,  usual  closes 
may  lead  to  excessive  systemic  accumulation 
and  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy 
is  prolonged,  serum  level  determinations  may 
be  advisable.  A photodynamic  reaction  to  nat- 
ural or  artificial  sunlight  has  been  observed. 
Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction 
which  may  range  from  erythema  to  severe  skin 
manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients 


should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  dis- 
comfort. 

Precautions  and  Side  Effects  — Overgrowth  of 
nonsusceptible  organisms  may  occur.  Constant 
observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken. 
Use  of  demethylchlortetracycline  during  tooth 
development  (last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey- 
brownish).  This  effect  occurs  mostly  during 
long-term  use  but  has  also  been  observed  in 
short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels 
has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of 


treatment.  Side  reactions  include  glossitis, 
stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis 
and  dermatitis.  If  adverse  reaction  or  idiosyn- 
cracy  occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy.  Anaphylactoid  reac- 
tions have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or 
300  mg  b.i.d,  should  be  given  1 hour  before  or 
2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  of 
high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg  of  demethylchlortetracycline 
HCI. 

Tablets:  film  coated,  300  mg,  150  mg,  and 
75  mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


674-6  — 3036 


When  uncontrolled 


diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the  mi 
gamut  of  home  remedies  without  success,  J 
pleasant-tasting  CREMOMYCIN  can  answer  sk 
the  call  for  help.  It  can  be  counted  on  to  ij 
consolidate  fluid  stools,  soothe  intestinal  .ij 
inflammation,  inhibit  enteric  pathogens,  j 
and  detoxify  putrefactive  materials— usu-  “ 
ally  within  a few  hours. 


CREMOMYCIN  combines  the  bacteriostatic 
agents,  succinylsulfathiazole  and  neomy- 
cin, with  the  adsorbent  and  protective  de- 
mulcents, kaolin  and  pectin,  for  compre- 
hensive control  of  diarrhea. 


|(( 


Indications:  Diarrhea.  Contraindications:  Kaolin: 
Withhold  if  diverticulosis  is  present  or  suspected. 
Precautions:  Sulfonamide:  Continued  use  requires 
supplementary  administration  of  thiamine  and  vita- 


su 

'Gi 

II 


your  for 
Cremomycin 
can  provide  relief 


n where  today's  theory  is  tomorrow’s  therapy 


promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL  ^ 

Composition:  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
Gm.,  pectin  0.27  Gm. 

©MERCK  SHARP  &DQHME  Division  o(  Merck  & Co  , Inc.,  West  Point,  Pa. 


j!  min  K.  Neomycin:  Patient  should  be  observed  for 
[ new  infections  due  to  bacteria  or  fungi.  Side  Effects: 

\ Sulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
skin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
I cytosis  with  a fatal  outcome  has  been  reported). 
1'  Reduction  of  thiamine  output  in  the  feces  and  of 
vitamin  K synthesis  has  been  observed.  Neomycin: 
J Nausea,  loose  stools  possible. 

I Before  prescribing  or  administering,  read  product 
1 circular  with  package  or  available  on  request. 


Take  the  high  road  to 


and  the  Big  Sky  Country 

It’s  paved,  this  famous  Going-to-the-Sun  road 
over  the  continental  divide  in  Glacier  Park. 
Other  highways  deliver  other  highlights: 
Makoshika  Badlands,  Lewis  and  Clark  Cav- 
ern, site  of  Custer’s  Last  Stand,  scenic  Flat- 
head  Lake,  restored  Virginia  City.  And  all  of 
Montana  the  state  that  lies  between  Yellow- 
stone and  Glacier  Parks  features  bright 
days,  cool  nights,  excellent  accommodations. 
Visit  Montana  this  year! 


GET  FREE  INFORMATION  ON 

Q '‘Your  Vacation  in  Montana"  36-page  ful9-color  booklet 

□ National  and  State  parks  □ Calendar  of  events 

□ Camping  and  fishing  access  areas  □ Dude  Ranches 

Advertising  Director.  Dept.  66-103 

Montana  Highway  Commission 
Helena,  Montana  59601 

Please  send  me  the  literature  I have  checked: 

NAME 

STREET  

CITY  STATE ZIP  CODE 


FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 

with  DICARBOSir  antacid 

■ effective  neutralizing  power -Two  tablets  in  vitro^, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste  — A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy—  Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (10  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif,  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  TSri- 
silicate  0.006  Gm. 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 
319  South  4th  Street  • St.  Louis,  Missouri  63102 
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TOPICAL  TYPICAL 

TREATMENT  RESULTS 


PRIMARY  PYODERMA  AFTER  TREATMENT  WITH 

'NEOSPORIN'  ANTIBIOTIC  OINTMENT 
AND  SALINE  COMPRESSES 


with 


NEOSPORIN 


7“ 


brand 


Polymyxin  B- Neomycin -Bacitracin 

OINTMENT 


Each  gram  contains; 
’Aerosporin’®  brand  Polymyxin  B 


Sulfate 5,000  Units 

Zinc  Bacitracin 400  Units 

Neomycin  Sulfate  (equivalent  to 
3.5  mg.  Neomycin  Base) 5 mg. 


Tubes  of  Vi  oz.  and  1 oz. 

■clinically  effective 

■comprehensive  bactericidal  action  against  most 

Gram-negative  and  Gram-positive  organisms,  in- 
cluding Pseudomonas 

■rarely  sensitizes 


ecthyma,  pyodermas,  sycosis  vulgaris,  paronychia, 
traumatic  lesions,  eczema,  herpes  and  seborrheic 
dermatitis.  Prophylactically,  for  protection  against 
bacterial  contamination  in  burns,  skin  grafts,  inci- 
sions and  other  clean  lesions,  abrasions  and  minor 
cuts  and  wounds. 

Caution:  As  with  other  antibiotic  preparations,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindication:  This  product  is  contraindicated 
in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 


For  the  eradication  of  infectious  organisms  in  a Complete  literature  available  on  request  from 
wide  range  of  dermatologic  disorders:  impetigo.  Professional  Services  Dept.  PML 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Now,  now,  Mrs.  Forsythe,  we've  never  lost  a cold  patient  yet. 


When  she's  experiencing  acute  discomfort  from  cold  symptoms,  it's  small  wonder  the  patient  becomes  distressed 
about  her  condition. 

She  will  breathe  easier  when  you  prescribe  Novahistine  LP. 

Novahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physio- 
logic mechanisms  which  prevent  infection  of  the  respiratory  tract.  A dose  of  two  tablets  taken  in  the  morning 
and  repeated  in  the  evening  will  usually  keep  air  passages  clear  for  24  hours. 

Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
chloride, 25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapoiis 

For  relief  of  nasal  congestion. 


Hahnemann  Medical  College  and  Hospital 
Philadelphia — Future  Meetings 

May  16-20,  1966 
Marriott  Motor  Hotel 

Animal  and  Clinical  Pharmacologic  Techniques 
IN  Drug  Evaluation  (part  II) 

Peter  E.  Siegler,  MD 

July  25-29,  1966 
Marriott  Motor  Hotel 

Interpretation  and  Therapy  of  Cardiac 
Arrhythmias 
Leonard  S.  Dreifus,  MD 

October  26-28, 1966 
Marriott  Motor  Hotel 

Theory  and  Application  of  Gas  Chromatography 
IN  Industry  and  Medicine 
Henry  S.  Kronian,  PhD,  Sheldon  R.  Bender,  MD 

December  12-14,  1966 
Marriott  Motor  Hotel 

17th  Hahnemann  Symposium:  Renal  Failure 
Albert  N.  Brest,  MD 

April  17-19,  1967 
Sheraton  Hotel 

18th  Hahnemann  Symposium:  Epithelial- 
Mesenchymal  Interactions 
Raul  Fleischmajer,  MD 

Disaster  Medicine  for  Physicians  Seminar — 
Fitzsimons  General  Hospital — Denver, 
Colorado 

May  21,  1966 

9:00  a.m.  Welcome — Maj.  Gen.  Robert  E.  Blount 
Moderator:  Col.  David  E.  Thomas, 
Fitzsimons  Chief,  Dept,  of  Surgery 

9:10  “Purpose  of  Meeting" 

V.  E.  Wohlauer,  MD,  MPH,  Chief, 
Health  Mobilization  Services,  Colorado 
State  Dept,  of  Public  Health 

9:20  “Triage” 

Col.  John  White,  Chief,  General  Surgery, 
Fitzsimons 

9:55  "Burns” 

Maj.  Robert  W.  Muir,  Chief,  Resident 
General  Surgical  Services,  Fitzsimons 
General  Hospital 


10:45  “Biological  Warfare  and  Medical  Aspects 

of  Defense” 

Maj.  Gen.  Robert  E.  Blount  and  Col. 
David  E.  Thomas 

11:10  “Radiological  Implications  of  Casualties” 

Maj.  Dave  Preston,  Fitzsimons 

11:30  “Chemical  Warfare” 

Dr.  Maurice  Gaon,  Rocky  Mtn.  Arsenal, 
or  Col.  Burke 

12:00  noon  Lunch 

Moderator:  Robert  Collier,  MD, 

Chmn.,  Disaster  Med.  Care,  CMS 

1:15  p.m.  “Wounds  and  Debridement” 

Col.  David  Thomas 

2:00  “Shock” 

Col.  Richard  A.  Rink,  Chief,  Anesthesia 
& Operative  Service,  Fitzsimons  General 
Hospital 

2:40  “Thoracic  Surgery” 

Lt.  Col.  L.  Hopeman,  Fitzsimons 

3:15  “Orthopedics” 

Lt.  Col.  Paul  Brown,  Fitzsimons 

4:15  Committee  Meeting 

MORNING  SESSION — Theatre — Fitzsimons 
AFTERNOON  SESSION— Bushnell  Auditorium, 
Main  Bldg. 

Colorado  Chapter  American  Academy  of 

General  Practice  and  Colorado  Chapter 
American  Academy  of  Obstetrics  and  Gyne- 
cology—Denver  Hotel— Glen  wood  Springs, 
Colorado 

Wednesday,  May  25, 1966 

9:00  a.m.  “Toxemias  of  Pregnancy” 

Wilbur  Manley,  MD 

9:45  “Rh  Problem  and  Management” 

Warren  Pearse,  MD,  Professor  and 

Chairman,  Department  of  OB-GYN, 
University  of  Nebraska 

10:45  “Urological  Complications  in 
Gynecology” 

E.  Stewart  Taylor,  MD 

12:30  p.m.  “Chemotherapy  in  Pelvic  Malignancies” 
Paul  Isbell,  MD 

1:15  Round  Table  Discussion — Questions 

and  Answers 

Thursday,  May  26, 1966 

9:00  a.m.  “The  ‘Pill’  and  Other  Hormone  Treat- 
ment in  Gynecology” 

Charles  Woolever,  MD 

9:45  “Office  Gynecology” 

Paul  Isbell,  MD 

10:45  “Induction  of  Labor” 

Warren  Pearse,  MD 
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12:30  p.m.  “Maternal  Mortality” 

James  R.  Patterson,  MD 

1:00  “Hazards  of  the  D & C”  (Movie) 

“Conization  of  the  Cervix”  (Movie) 

Ben  Williams,  MD 

1:30  Round  Table  Discussion — Questions 
and  Answers 

Spring  Clinics 

Spring  Clinics  of  Children’s  Hospital,  Denver, 
will  be  held  on  June  13,  14,  and  15,  1966.  Guest 
speakers  will  be  Robert  Greenberg,  MD,  Stanford 
University,  Eugene  Lahey,  MD,  University  of  Utah 
and  Hugh  Lynn,  MD,  the  Mayo  Clinic.  For  in- 
formation write:  Joseph  Butterfield,  MD,  Children’s 
Hospital,  Denver,  Colorado  80218. 

University  of  Colorado  School  of  Medicine 
History  of  Medicine  Club  Meeting 

May  16,  1966,  Monday--7:30  p.m. 

“William  Smellie,  The  Founder  of  Modern 
Obstetrics” 

Dr.  James  Parks,  Instructor,  Department  of  Ob- 
stetrics & Gynecology,  University  of  Colorado 
School  of  Medicine 

The  History  of  Medicine  Club  is  an  informal  or- 
ganization, the  purpose  of  which  is  to  stimulate  in- 
terest in  Medical  History,  by  presenting  programs  on 
historical  topics  at  regular  intervals  (at  present  every 
three  months).  There  are  no  officers  other  than 
Secretary,  and  no  dues.  Membership  is  open  to  all 
interested — faculty,  students  and  others.  It  is  attained 
merely  by  attending  the  meetings. 

For  further  information — Cal!  394-7170. 

Endocrine  Society 

The  Eighteenth  Postgraduate  Assembly  of  The  En- 
docrine Society  will  be  held  in  Oklahoma  City,  Okla- 
homa, October  3-7,  1966.  This  assembly  will  be  co- 
sponsored by  the  University  of  Oklahoma  Medical 
Center  and  the  meetings  wil  be  held  at  the  Skirvin 
Hotel,  Oklahoma  City,  Oklahoma. 

The  General  Chairman  is  Dr.  Robert  H.  Williams, 
Department  of  Medicine,  University  of  Washington, 
Seattle,  Washington.  The  Local  Chairman  is  Dr. 
Henry  H.  Turner,  1200  North  Walker,  Oklahoma 
City,  Oklahoma. 

Registration  fee  will  be  $100  and  registration  wil! 
be  limited  to  250.  Please  address  inquiries  and  regis- 
tration fees  to  Dr.  Turner. 

Annual  Otolaryngologic  Assembly 

The  Annual  Otolaryngologic  Assembly  of  1966 
will  be  held  October  1 through  7,  1966,  in  the  new 
Illinois  Eye  and  Ear  Infirmary  at  the  Medical  Cen- 
ter, Chicago.  The  Department  of  Otolaryngology  of 
the  College  of  Medicine  of  the  University  of  Illinois 
offers  a condensed  postgraduate  basic  and  clinical 
program  for  practicing  otolaryngologists  under  the 
direction  of  Dr.  Emanuel  M.  Skolnik.  It  is  designed 


to  bring  to  specialists  current  information  in  medical 
and  surgical  otorhinolaryngology. 

Interested  physicians  should  contact  Department 
of  Otolaryngology,  P.  O.  Box  6998,  Chicago,  Illinois 
60680. 

Eddy  County  Medical  Society 
Carlsbad,  New  Mexico 

The  June  meeting  of  the  Eddy  County  Medical 
Society  wil!  be  held  Wednesday,  June  1,  1966.  The 
program  consists  of  an  afternoon  Clinical  Session 
in  the  St.  Francis  Hospital  Staff  Room  from  2:00  to 
5:00  p.m.  At  7:30  p.m.  Dr.  Jesse  B.  Thompson, 
Dallas,  Texas,  will  offer  a presentation  on  “Recent 
Developments  in  Vascular  Surgery.” 

Pan  American  Cancer  Cytology  Society 

The  Pan  American  Cancer  Cytology  Society  is 
holding  its  Third  Hemispheric  Congress  May  27-30, 
1967  in  New  York  City  at  the  Americana  Hotel. 

The  themes  of  the  Congress  are  as  follows: 

1.  Cytology  in  Research 

2.  Mass  Screening  for  Cervical  Cancer 

3.  The  Role  of  Cytology  in  Monitoring  Methods 
to  Control  the  World  Population  Explosion 

4.  Treatment  of  Menopause  and  Prevention  of 
Aging  in  Women  by  Endocrine  Therapy 

5.  Pulmonary  Cytology 

6.  fndustrial  Cancer  Prevention  Programs 

7.  General  Cytology. 

Birth  Defects  of  the  Spine 

Birth  Defects  of  the  Spine  will  be  the  topic  of  an 
all-day  clinic  in  the  Auditorium  of  Children’s  Hos- 
pital on  Friday,  May  27,  1966. 

The  embryologic,  neurologic,  orthopedic,  urologic 
and  the  team  approach  to  the  total  care  of  Myelo- 
dysplasia will  be  discussed  in  morning  lectures  and  an 
afternoon  clinic.  William  Donaldson,  MD,  Ortho- 
pedic Surgeon  from  Pittsburgh,  will  be  the  guest  lec- 
turer. 

Write  to  William  Stanek,  MD,  Children’s  Hospital, 
Denver,  for  further  information. 

No  fee. 


for  May,  1966 


15 


-i.  # :r  ~::M^'§~'  4;  .m-  f" 

'•«-  * ^ - 
■'i  # 


m 


Life-saving  words.  Required  by 
Congress  to  appear  on  all  packages  of 
cigarettes. 

Unquestionably  an  important  step 
forward  in  the  dramatic  battle  to 
decrease  the  mortality  and  morbidity 
from  cigarette  smoking. 

But  in  the  nation’s  efforts  to  reduce 
death  and  disease  related  to  cigarette 
smoking,  the  most  significant  influence-- 
the  key  figure  — is  you,  doctor.  The 
advice  of  the  physician  in  matters  of 
health  is  more  authoritative  and 
persuasive  than  that  of  anyone  else. 

In  the  area  of  cigarettes  and  health,  the 
importance  of  the  physician’s  attitude 
and  his  personal  action  cannot  be 
overemphasized.  That  he  has  indeed 
taken  personal  action  is  indicated  by 
the  impressive  statistic  showing  that 
only  30%  of  the  doctors  in  America  are 
cigarette  smokers  today! 

The  American  Cancer  Society’s 
concerted  educational  campaign  on  the 
hazards  of  cigarette  smoking  — plus 
government  regulations  — will  be  major 
factors  in  guiding  each  person’s 
approach  to  this  problem. 

But  in  the  final  analysis,  doctor,  it  is 
your  words  that  your  patients  will  heed. 
It  is  you  who  have  the  best  chance  of 
actually  helping  an  individual  to  stop 
smoking  or  to  prevent  him  from  starting. 
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single  dose  vials 
for  convenient  and 
economical  polio 

immunization 
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OIOMDIIIE  TBimEIilT 

PQUOniHlS  MICmE.  LIVE.  ORAL 


Fast,  simple  administration~and  economy  for 
the  patient— make  the  new  0.5  cc  single-dose 
vial  of  ORIMUNE  Trivalent  ideal  for  private 
practice.  (Packaged  5 to  a box  with  5 sterilized 
disposable  droppers  for  your  convenience.) 
(Also  available  in  2 cc  and  2 drop  dosage 
forms.) 

Only  2 doses  required  for  complete,  initial  im- 
munization for  patients  more  than  a year  old. 
Effectiveness  — may  be  expected  to  confer  ac- 
tive immunity  against  all  three  types  of  polio- 
virus infection  in  at  least  ninety  percent  of 
susceptibles  only  if  given  at  full  dosage,  as 
directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain  con- 
traindications.lhese are,  broadly;  acute  illness, 

LEDERLE  LABORATORIES,  A Division  of  American 


conditions  which  may  adversely  affect  immune 
response,  and  advanced  debilitated  states.  In 
these,  vaccination  should  be  postponed  until 
after  recovery. 

In  infants  vaccination  should  not  be  com- 
menced before  the  sixth  week  of  life.  Do  not 
give  to  patients  with  viral  disease,  or  if  there  is 
persistent  diarrhea  or  vomiting.  ORIMUNE  and 
live  virus  measles  vaccine  should  be  given 
separately. 

Dosage— initial  immunization:  two  doses  each 
given  orally  at  least  8 weeks  apart.  (Give  a third 
dose  to  infants  at  10-12  months.)  Booster  im- 
munization; one  dose,  given  orally.  See  package 
literature  for  full  directions. 


Cyanamid  Company,  Pearl  River,  New  York 


660-6-376  » 
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When 
tetracycline 
is  indicated  in 
these  candidates 
for  Candida... 

2. 


New 

low-cost 

tetracycline/ 

antifungal 

therapy 

Teti«s:-F 

tetracycline 
phosphate  complex 
— nystatin 


Because  new  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  is  the  most 
economical  therapy  of  its  kind  that  you 
can  prescribe,  it  is  a sound  choice  whenever 
tetracycline  therapy  is  indicated  in 
patients  predisposed  to  monilial  infections. 
IFho  are  these  ‘‘candidates  for  Candida”? 

L diabetic  patients 

2.  nonpregnant  women  with  a history  of 
recent  or  recurrent  monilial  vaginitis 

3.  elderly  or  debilitated  patients 

4.  patients  with  a past  history  of  moniliasis 

5.  patients  on  long-term  tetracycline  or 
corticosteroid  therapy. 

For  these  patients,  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  provides 
efficient  tetracycline  therapy  against 
a broad  range  of  infections  plus  protection 
against  superinfection  associated  with  the 
overgrowth  of  C,  albicans  in  the  G.I.  tract. 
Priced  fo  r savi  ngs 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  lowest  in  cost— priced  20% 
lower  than  most  tetracycline/antifungal 
products. 


BRISTOL  THERAPEUTIC  SUMMARY 
For  complete  information  consult  Official  Package  Circular. 
Indications:  Infections  of  respiratory,  gastrointestinal  and 
genitourinary  tracts  and  skin  and  soft  tissues  due  to  tetracycline- 
sensitive  organisms,  in  patients  with  increased  susceptibility  to 
monilial  infections. 

Contraindications:  The  drug  is  contraindicated  in  patients  hyper- 
sensitive to  its  components. 

IVarnings:  Photodynamic  reactions  have  been  produced  by  tetra- 
cyclines. Natural  and  artificial  sunlight  should  be  avoided  during 
therapy.  Stop  treatment  if  skin  discomfort  occurs.  No  cases 
of  photosensitivity  have  been  reported  with  Tetrex  (tetracycline 
phosphate  complex).  With  renal  impairment,  systemic  accumulation 
and  hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy, 
neonatal  period  and  childhood). 

Precautions : Bacterial  superinfection  may  occur.  Infants  may 
develop  increased  intracranial  pressure  with  bulging  fontanels. 

In  gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months. 

Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue  therapy  for  10  days  in 
beta-hemolytic  streptococcal  infections.  Administer  one  hour 
before  or  2 hours  after  meals. 

Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250  mg.  tetracycline  HCl  activity  and 
250,000  units  of  nystatin.  Oral  Suspension,  60-ml.  bottle. 

Each  5 ml.  contains  tetracycline  equivalent  to  125  mg.  tetracycline 
hydrochloride  and  nystatin,  125,000  units. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York 


BRISTOL 


Today's  biggest  bargain 

ELECTRICITY 

While  the  cost  of  just  about  everything  else  has 
gone  up  since  World  War  II,  the  average  cost  of 
residential  electricity  from  Montana  Power 
has  gone  down  39%  since  1946. 


eLfCTRICITY 


Montana  Power 
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COMPANY 

SERVING  YOU  IS  OUR  BUSINESS 
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ECONOMY 


When  you  prescribe  or  recommend  Allbee  with  C,  you  can  be  sure 
your  patient  is  getting  a rational,  specific  multivitamin  formulation  at 
an  economical  price.  The  potent  formula  is  sensible  and  simple.  It 
contains  therapeutic  amounts  of  the  water-soluble  B and  C vitamins. 
These  vitamins  are  expended  rapidly  in  the  body  and  need  to  be 
replenished  frequently.  There  are  no  extraneous  factors,  no  frills  in 
Allbee  with  C.  It’s  the  no-nonsense  vitamin  in  the  yellow  and  green 
capsule  that  always  gives  your  patient  his  money’s  worth. 


Each  capsule  contains:  Thiamine  mon- 
onitrate (B,),  15  mg.;  Riboflavin  (Bj), 
10  mg.;  Pyridoxine  hydrochloride  (Be), 
5 mg.;  Nicotinamide,  50  mg.;  Calcium 
pantothenate,  10  mg.;  Ascorbic  acid 
(vitamin  C),  300  mg. 

A.  H,  ROBINS  COMPANY.  INC.,  D I Nl  C 

RICHMOND,  VIRGINIA  23220  /U  D I IM  J 


—a  good  reason  for 

ALLBEE*  WITH  C 


THERE’S  NOTHING 
LIKE  A VACATION 
FOR  RELAXING 
STRESS-INDUCED 
SMOOTH  MUSCLE 
SPASM  . . . 


. NOTHING,  THAT  IS, 

EXCEPT  THE  SEDATIVE-ANTISPASMODIC 
BENEFITS  OF 


DONNATAL 


There’s  nothing  quite  iike  a vacation  to  ease  the  pressures  of 
the  modern,  “workingday”  world.  And  for  the  patient  who  can’t 
get  away  from  it  all,  there’s  nothing  quite  like  Donnatal  to  relax 
stress-induced  smooth  muscle  spasm.  For  31  years  it  has  been 
the  antispasmodic-sedative  most  often  prescribed  for  relieving 
functional  disturbances  of  tone  and  motility  of  the  gastrointes- 
tinal tract. 

belladonna  alkaloids  in  optimally  balanced  ratio 

In  Donnatal,  natural  belladonna  alkaloids  are  rationally  balanced 
in  a specific,  fixed  ratio  that  provides  “the  greatest  efficacy  with 
the  smallest  possible  dose.’’^  They  avoid  the  clinical  uncertain- 
ties of  the  variable  tincture  and  extract  of  belladonna,  and  are 
considered  superior  in  range  of  action  to  atropine  aione.^ 
Furthermore,  they  are  generally  recognized  as  being  more  effec- 
tive than  the  synthetics  for  relieving  visceral  spasm. 

phenobarbital  for  sedation 

Years  of  clinical  use  have  established  phenobarbital  as  one  of 
the  most  efficient  and  highly  regarded  sedatives.  In  fact,  for 
general  sedation  it  is  the  drug  of  choice.^  In  Donnatal,  pheno- 
barbital potentiates  the  spasmolytic  effects  of  the  belladonna 
alkaloids,  lessening  emotional  tensions  and  checking  the  neuro- 
genic impulses  that  trigger  Gi  disorders. 

more  than  24  Indications  In  PDR 

Donnatal  has  withstood  the  test  of  time  to  become  the  classic 
sedative-antispasmodic  because  of  its  unsurpassed  effective- 
ness, safety,  economy,  uniformity  of  composition,  and  dosage 
convenience.  Its  widespread  acceptance  and  usage  by  the  pro- 
fession can  also  be  attributed  to  its  versatility  in  treating  dis- 
orders characterized  by  smooth  muscle  spasm.  There  are  more 
than  two  dozen  distinct  and  separate  indications  for  Donnatal 
listed  in  the  current  PDR. 


IN  EACH  TABLET,  CAPSULE,  OR 
(5  cc.)  OF  ELIXIR 

hyoscyamine  sulfate 0.1037  mg. 

atropine  sulfate 0.0194  mg. 

hyoscine  hydrobromide  . . . 0.0065  mg. 

phenobarbital  ('A  gr.)  16.2  mg. 

(warning:  may  be  habit  forming) 


IN  EACH  EXTENTAB 

hyoscyamine  sulfate 0.3111  mg. 

atropine  sulfate  0.0582  mg. 

hyoscine  hydrobromide  . . . 0.0195  mg. 

phenobarbital (^4  gr.)  48.6  mg. 

(warning:  may  be  habit  forming) 


BRIEF  SUMMARY:  Blurring  of  vision, 
dry  mouth,  difficult  urination,  and  flush- 
ing or  dryness  of  the  skin  may  occur 
on  higher  dosage  levels,  rarely  on 
usual  dosage.  Administer  with  caution 
to  patients  with  incipient  glaucoma, 
or  urinary  bladder  neck  obstruction. 
Contraindicated  in  acute  glaucoma, 
advanced  renal  or  hepatic  disease,  or 
a hypersensitivity  to  any  of  the  ingre- 
dients. 

REFERENCES:  1.  Vollmer,  H.:  Arch.  Neurol, 
and  Psychiat.,  43:1057,  1940.  2.  Morrissey, 
J.H.:  J.  Urology,  57:635,  1947.  3.  Krantz,  J.C„ 
Jr.,  and  Carr,  C.J.:  Pharmacological  Prin- 
ciples of  Medical  Practice,  2nd  ed.,  Balti- 
more (1954),  552. 


‘This  one  at  Westover,  elegant  Colonial  Vir- 
ginia plantation,  located  on  the  James  River 
near  Richmond.  Built  in  the  early  1730's  by 
William  Byrd  II,  founder  of  Richmond,  it  is 
now  the  home  of  Mrs.  Bruce  Crane  Fisher. 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND,  VA. 
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at  Merck  Sharp  & Dohme... 


understanding... 


precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledgethusacquired  might  comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

©MERCK  SHARP  & DOHME  Division  of  Merck  i Co  , Inc,.  West  Point,  Pa. 

where  today's  theory  is  tomorrow’s  therapy 
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Helps  keep  arthritic  patients  active 

P-B-SAL-C  is  a dependable,  effective  salicylate  formula  for 
relief  of  pain  due  to  rheumatoid  arthritis,  bursitis  and 
fibrositis. 

Its  formula  consists  of  a combination  of  sodium  salicylate, 
para-aminobenzoic  acid  and  ascorbic  acid.  This  special  com- 
bination provides  higher,  longer-lasting  analgesic  levels 
compared  with  salicylates  alone.  Each  P-B-SAL-C  Tablet 
is  enteric  coated  to  delay  disintegration  until  it  reaches  the 
smaU  intestine. 

P-B-SAL-C,  low  in  cost  to  your  arthritic  patients,  will 
help  keep  them  active.  Other  P-B-SAL-C  formulas  available; 

1.  P-B-SAL-C  with  Colchicine 

2.  P-B-SAL-C  with  Esoprine 

3.  P-B-SAL-C  Sodium  Free 

4.  P-B-SAL-C  with  Prednisolene  (Sodium  Free) 

For  complete  information  and  samples,  write  to  Dept,  RM-100 


FORMULA 

Each  enteric-coated  P-B-SAL-C  Tablet 
contains  sodium  salicylate  0.3  Gm., 
para-aminobenzoic  acid  0.3  Gm.,  as- 
corbic acid  50.0  mg. 

CONTRAINDICATIONS 

Renal  damage,  salicylate  sensitivity 
or  i n conjunction  with  sulfonamide 
therapy. 

DOSAGE 

Take  2 tablets  four  or  more  times 
daily. 


ULMER 

V" 


THE  ULMER 
PHARMACAL 
COMPANY 

1400  Harmon  Place 
Minneapolis,  Minnesota  55403 
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Low 

host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  Ilosone* 


Contraindications:  llosone  is  contraindicated  in 
patients  with  a known  history  of  sensitivity  to  this 
drug  and  in  those  with  preexisting  liver  disease 
or  dysfunction. 

Side-Effects:  Even  though  llosone  Is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  llosone  on  the  alimentary  tract.  Al- 
though allergic  manifestations  are  uncommon  with 
the  use  of  erythromycin,  there  have  been  occasion- 
al reports  of  urticaria,  skin  eruptions,  and,  on  rare 
occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets,  llosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 

llosone 

Erythromycin  Estolate 

Additional  information  available  to  physicians 
upon  request.  Eli  Lilly  and  Company, 

Indianapolis,  Indiana.  501 2so 


Occasionally,  therapeutic  failure  is 
due  to  the  patient’s  inability  to 
mobilize  his  defenses  sufficiently  to 
overcome  infection.  Typical  of  this 
is  the  debilitated  patient,  the 
premature  infant,  or  the  diabetic. 

It  is  in  these  patients  that  the  high 
levels  of  antimicrobial  activity  of 
llosone  are  especially  useful.  llosone 
has  demonstrated  antibacterial  levels 
two  to  four  times  those  of  erythro- 
mycin base  or  stearate.  Furthermore, 
it  attains  them  earlier  and  maintains 
them  longer.  Even  the  presence  of 
food  does  not  appear  to  affect  the 
activity  of  llosone. 
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Governmental  Medicine — 
Our  Greatest  Challenge 


.EDiCARE  (Public  Law  89-97)  and  the  Heart 
Disease,  Cancer,  and  Stroke  Amendments  of  1965 
(Public  Law  89-239 — the  DeBakey  Bill)  are  now 
the  law  of  the  land.  Passage  of  these  two  measures 
which  will  inevitably  result  in  the  complete  fed- 
eralization of 
medicine  with 
its  many  in- 
herent bureau- 
cratic controls 
must  not  be  interpreted  by  the  physician  to  sig- 
nify that  his  political  and  legislative  responsibili- 
ties as  a citizen  are  at  an  end.  Indeed  not!  Actu- 
ally, these  responsibilities  now  become  greater 
than  ever  before. 

Physicians  who  are  the  most  interested  and 
active  in  the  affairs  of  their  state  and  national 
medical  associations  are  increasingly  concerned 
about  the  civic  responsibilities  of  all  of  their  con- 
freres. They,  more  than  many  others,  are  fully 
aware  of  the  need  for  increased  interest  by  all 
physicians  in  every  phase  of  political  activity  and 
of  the  great  importance  of  a continual  exchange 
of  information  and  opinion  with  those  individuals 
who  represent  our  citizenry  in  the  various  law- 
making bodies. 

It  is  imperative,  in  the  opinion  of  those  best 
informed,  that  all  physicians  cultivate  affiliations 
and  associations  in  both  major  political  parties. 
During  the  coming  months  and  years,  legislation, 
both  national  and  state,  will  be  influenced  less 
and  less  by  pressure  politics  and  letter  writing 
compaigns,  per  se. 

Physicians,  to  be  effective  in  politics,  must  not 
be  opportunists,  but  must  become  well  acquaint- 
ed with  candidates  and  potential  governmental 
officials  before  their  election.  In  other  words, 
physicians  must  participate  in  politics  and  must 
contribute  their  knowledge,  aims  and  ideals,  as 
well  as  funds,  to  both  of  the  important  political 
parties  before  they  develop  their  platforms,  poli- 
cies and  campaign  issues.  Physicians  must  also 
endeavor  to  influence  the  selection  of  candidates 
so  that  representatives  of  government  will  be  of 
the  highest  caliber  and  integrity.  Now  is  the  time 
to  participate,  to  become  active,  and  to  influence 


candidates  and  political  platforms.  Physicians  will 
be  better  citizens  and,  incidentally,  better  physi- 
cians if  they  will  contribute  as  much  to  the  science 
of  politics,  government  and  economics  as  they 
contribute  to  good  scientific  medicine. 

Organized  medicine  must  propose  and  sponsor 
sound  legislation  for  the  common  good  and  not 
restrict  its  legislative  activities  only  to  those  state 
and  national  legislative  proposals  which  it  must 
oppose  because  they  are  socialistic  and  not  in 
the  best  interests  of  good  health  care  for  every 
citizen.  One  of  the  greater  obstacles  which  con- 
fronts medicine  is  the  reluctance  of  physicians 
generally  to  participate  as  individuals  in  politics 
and  in  the  political  activities  of  both  major  parties. 
Being  a good  physician  with  scientific  medical 
knowledge  is  not  enough.  To  be  a good  physician 
one  must  know  and  understand  all  of  the  political, 
economic,  and  social  aspects  of  government.  Physi- 
cians must  be  leaders  by  fulfilling  collectively 
their  responsibilities  to  all  agencies. 

PAUL  J.  CANS,  MD,  President 

Montana  Medical  Association 


Medical  Market 
Economics 


J^isTORY  REPEATS  itself  and  thoughtful  men 
need  heed  the  lesson.  Physicians  have  struck 
against  their  government  employers  in  Belgium, 
Italy,  and  Japan.  And  now,  over  75  per  cent  of 
Great  Britain’s  physicians  have  written  letters  of 
resignation  from  the  Na- 
tional Health  Service. 
These  await  dispatch  from 
the  London  offices  of  the 
British  Medical  Associa- 
tion. Should  current  negotiations  between  British 
physicians  and  the  Minister  of  Health  fail,  the  1 8- 
year-old  British  National  Health  Service  will  dis- 
disintegrate. 

Common  to  physicians’  strikes  and  the  current 
crisis  in  England’s  medical  program  is  govern- 
ment’s direct  payment  to  physicians  for  their  ser- 
vice to  government  beneficiaries.  This  is  a cen- 
trally controlled  market  of  socialism,  denying  the 
rights  of  the  physician  as  provider  of  services  to 
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set  his  fees,  and  by-passing  the  wishes  and  value 
judgment  of  the  consumer. 

Under  the  free  market  principle  of  capitalism, 
the  consumer  is  supreme.  He  determines  the 
value  of  the  products  or  services  he  buys.  By  his 
choice,  he  makes  success  or  failure  for  the  pro- 
vider of  goods  and  services.  Removal  of  the  con- 
sumer’s obligation  to  pay  for  medical  services  will 
distort  the  medical  market.  And  when  the  govern- 
ment pays  the  doctor  for  his  services,  the  govern- 
ment replaces  the  patient  as  the  employer  of  the 
doctor.  When  this  occurs,  the  government  be- 
comes the  true  economic  consumer  and  will  deter- 
mine the  value  of  medical  service. 

Public  Law  89-97  in  making  funds  available  to 
a patient  for  payment  of  his  obligation  to  his 
physician,  represents  a contract  between  the  pa- 
tient and  the  United  States  Government.  There  is 
no  contract,  actual  or  implied,  between  the  U.  S. 
Government  and  the  physician  under  Public  Law 
89-97.  And  Congress  in  its  desire  to  protect  the 
tenets  of  capitalism  has  written  Public  Law  89-97 
to  state  that:  “Nothing  in  this  title  shall  be  con- 
strued to  authorize  any  Federal  officer  or  em- 
ployee to  exercise  any  supervision  or  control  over 
the  practice  of  medicine  or  the  manner  in  which 
medical  services  are  provided,  or  over  the  election, 
tenure,  or  compensation  of  any  officer  or  em- 
ployee of  any  institution,  agency  or  person  provid- 
ing health  services;  or  to  exercise  any  supervision 
or  control  over  the  administration  or  operation  of 
any  such  institution,  agency  or  person.’’’’  The  Law 
further  states  “The  physician  may  choose  to  deal 
directly  and  only  with  the  patient,  etc.” 

Under  the  free  market  principle,  it  has  been 
customary  for  a patient  to  pay  his  physician  for 
service  provided.  This  free  market  custom  must 
be  maintained  to  achieve  satisfaction  in  all  market 
exchange  under  Medicare.  To  protect  this  vital 
market  relationship,  physicians  must  seek  pay- 
ment for  service  directly  from  the  patient.  The  pa- 
tient in  turn  can  be  repaid  by  the  government  for 
his  doctor  bills  under  the  terms  of  Public  Law 
89-97. 

Recognition  of,  and  effective  adherence  to,  this 
free  market  policy  by  all  physicians  will  preserve 
medical  freedom.  It  will  provide  satisfaction  for 
both  the  patient  and  the  physician  and,  by  en- 
couraging competition,  benefit  the  taxpayer.  The 
physician  who  turns  directly  to  government  to 
pay  his  fees  destroys  his  right  to  evaluate  his  own 
services  and  forever  becomes  an  employee  of  the 
government.  And  the  patient  forsaken  by  his 


physician  is  no  longer  the  supreme  consumer  in  a 
medical  market. 

* * * 

The  effectiveness  of  the  entire  Medicare  pro- 
gram and  the  preservation  of  the  free  practice  of 
medicine  depends  upon  this  simple  market  prin- 
ciple. 

ALFRED  M.  FULTON,  MD 

President,  Billings  Chamber  of  Commerce 

Billings,  Montana 


One  of  the  characteristics  of  our  profession 
is  the  need  for  life-long  study — the  continual  re- 
view of  previous  experience  and  the  mastery  of 
new  technic  and  knowledge.  We  are  aptly  said  to 
“practice”  medicine  rather  than  to  “perfect”  it. 

And  never  be- 
fore has  illness 
been  more 
complex  or 
the  demands 
on  our  time  greater.  In  our  aging  population, 
multiple  organ  systems  may  malfunction  concur- 
rently, while  increasing  numbers  of  new  chem- 
ical compounds  emerging  from  our  pharmaco- 
logical laboratories  possess  increasing  numbers 
of  toxic  and  allergic  side  effects.  Sick  human 
beings  are  ever  more  obstinate  about  never 
conforming  to  textbook  descriptions  of  illness, 
some  of  them  even  going  so  far  as  to  develop 
more  than  one  disease  at  the  same  time.  CPC- 
manship — the  search  for  one  diagnosis  to  explain 
all  a patient’s  symptoms — is  discarded  as  we  are 
forced  to  uncover  ancillary  causes  for  complica- 
tions and  inconsistencies  in  the  clinical  picture. 
Thus,  a patient  who  complains  of  abdominal  pain 
and  is  found  to  have  a pericardial  friction  rub 
may  merely  have  pericarditis  or,  as  in  a recently 
observed  case,  he  may  have  both  pericarditis  and 
a perforated  appendix.  Refinements  in  technic 
and  ever-present  clinical  suspicion  enable  us  to 
uncover  such  developments  as  hidden  iron  de- 
ficiency in  the  anemia  of  malignant  disease  or 
folic  acid  deficiency  in  chronic  hemolytic  anemia 
which  suddenly  worsens.  Since  these  are  treatable, 
their  discovery  is  more  than  merely  academic. 
Similar  illustrations  could  be  drawn  from  any  field 
of  medicine. 

Gruver  and  Freis*  have  made  a valuable  con- 
tribution to  our  efforts  to  avoid  error.  In  a review 
of  1,106  autopsies,  they  analyzed  64  which  were 
(Continued  on  page  53) 
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TIM  BABCOCK 


Governor 


TO  ROCKY  MOUNTAIN  DOCTORS: 

I am  extremely  pleased  to  have  the  opportunity 
to  congratulate  the  members  of  the  medical  profession 
of  the  State  of  Montana  for  their  sponsorship  of  this 
issue  of  the  Rocky  Mountain  Medical  Journal. 

Like  all  of  the  western  region,  Montana  is  indeed 
grateful  for  the  contributions  which  doctors  have  made 
toward  the  welfare  of  its  people.  Ours  is  a challenging 
land  and,  even  in  this  modern  day  of  convenience,  state 
history  continues  to  be  written  by  medical  people  of 
courage  and  dedication. 

I join  with  the  people  of  Montana  in  paying  earnest 
tribute  to  you  and  your  vital  and  rapidly  advancing  profession. 
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In  anxiety 
states: 
BandC 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Each  capsuia  contains: 

Vitamin  B i (asThiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B*  (Pyridoxine  HCI] 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adu 

ts,  1 capsule 

daily,  for  the  treatment  of 

vitamin  defi- 

ciencies.  Supplied  in  de 

^orative  "re- 

minder"  jars  of  30  and  100; 

bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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Prophylactic  simple  mastectomy 

Millington  O.  Young,  MD,  Bozeman 


A second  primary  carcinoma  in  the 
remaining  hreast  occurs  with  sufficient 
frequency  to  warrant  consideration  of 
possible  methods  of  preventing  this 
unfortunate  development.  Criteria  that 
might  allow  selection  of  patients  for 
prophylactic  simple  mastectomy  of  the 
second  breast  are  presented. 

The  exact  cause  or  causes  of  breast  carcinoma 
have  not  been  determined.  Investigators  agree 
that  alterations  of  body  chemistry,  particularly 
hormonal,  are  the  most  important  etiologic  fac- 
tors. The  significant  point  is  that  all  mammary 
tissue  in  both  breasts  is  subjected  to  the  abnormal 
stimulation.  Curative  treatment  of  breast  carci- 
noma does  not  alter  the  abnormal  environment. 
As  a result,  the  remaining  breast  may  continue 
to  be  subjected  to  carcinogenic  stimulations. 

The  incidence  of  bilateral  breast  carcinoma 
ranges  up  to  10  per  cent  in  the  medical  literature.^ 
At  the  Memorial  Hospital  for  Cancer,  94  of  1,458 
patients  developed  carcinoma  in  the  second  breast 
(6Vi  per  cent).-  The  authors  stated  that  physical 
examination  alone  can  be  expected  to  discover 
no  more  than  half  of  the  cancers  while  they  are 
still  curable.  Mammography,  when  available,  is 
of  value  in  the  early  detection  of  carcinoma.  How- 
ever, our  first  concern  should  be  prevention  of 
carcinoma  in  the  second  breast,  rather  than  its 
early  detection. 

In  a personal  series  of  40  patients,  six  have 
developed  bilateral  breast  carcinomas.  One  had 
simultaneous  bilateral  primary  lesions.  The  other 
five  developed  a second  primary  lesion  in  the 
remaining  breast  one  to  six  years  after  treatment 
of  the  first  tumor.  Three  of  these  five  patients  have 
died  of  their  disease. 

A recent  report  described  66  patients  treated 
by  prophylactic  contralateral  simple  mastectomy. ^ 


Seven  unsuspected  carcinomas  were  found.  All 
but  one  of  35  patients  followed  for  five  years 
were  alive. 

Prognosis  of  breast  carcinoma 

A simple  estimate  of  the  risk  of  a second  pri- 
mary breast  carcinoma  is  to  state  that  the  longer 
a patient  survives  following  curative  treatment 
of  the  first  primary  lesion,  the  greater  is  the 
chance  of  a second  primary  lesion  in  the  re- 
maining breast.  Thus,  the  patients  with  the  best 
prognosis  for  cure  of  the  initial  lesion  may  repre- 
sent the  group  with  the  greatest  chance  for  a sec- 
ond primary  growth.  Application  of  our  present 
knowledge  regarding  the  prognosis  of  breast  car- 
cinoma should  prove  helpful  in  determining  cri- 
teria to  allow  selection  of  such  a group. 

The  main  factors  which  determine  the  progno- 
sis of  breast  carcinoma  which  is  still  clinically 
confined  to  the  breast  and  its  regional  lymph 
nodes  are;  1.  The  location  of  the  primary  lesion 
within  the  breast.  2.  The  presence  or  absence  of 
involvement  of  the  regional  lymph  nodes. 

When  the  primary  lesion  is  located  within  the 
medial  half  of  the  breast,  there  is  a greater  chance 
that  the  lymphatic  metastases  will  involve  the 
internal  mammary  nodes,  either  with  or  without 
involvement  of  the  axillary  nodes.  A majority  of 
surgeons  consider  the  disease  incurable  when  the 
internal  mammary  nodes  are  involved.  Fortu- 
nately, a majority  of  breast  carcinomas  occur  in 
the  lateral  half  of  the  breast  which  constitutes 
more  than  50  per  cent  of  the  bulk  of  mammary 
tissue. 

The  number  of  nodes  involved  and  their  loca- 
tion are  of  prime  importance  in  determining  prog- 
nosis. Haagensen’s  careful  studies  well  illustrate 
the  importance  of  the  number  of  involved  axillary 
nodes  as  determined  by  complete  pathological  ex- 
amination of  radical  mastectomy  specimens  (Ta- 
ble 1 ) The  number  of  survivors  diminishes  rap- 
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TABLE  1 

RELATIONSHIP  OE  AXILLARY  NODE  METASTASIS 
TO  PROGNOSIS  IN  BREAST  CARCINOMA 
' (FROM  HAAGENSEN^) 


No.  of  Axillary  Nodes 
Microscopically  Involved 

No.  of 
Cases 

5 Year 

Clinical  Cure 

% 

5 Year 
Survival 

% 

0 

160 

79 

86 

1-2 

67 

66 

75 

3-7 

62 

37 

53 

8 or  more 

61 

15 

26 

idly  with  the  increase  in  number  of  axillary  metas- 
tases.  The  patients  without  axillary  node  involv- 
ment  who  do  not  survive  probably  have  metas- 
tasis by  some  other  route,  usually  the  internal 
mammary  chain.  It  should  be  noted  that  metasta- 
sis to  one  or  two  axillary  nodes  reduces  the  prog- 
nosis only  slightly  compared  to  the  group  with 
no  axillary  node  involvment. 

Criteria  for  prophylactic  mastectomy 

In  considering  which  patients  might  benefit 
from  a prophylactic  simple  mastectomy,  those 
with  primary  lesions  located  in  the  medial  half 
of  the  breast  might  be  eliminated.  Next,  those 
with  primary  lesions  located  in  the  lateral  half  of 
the  breast  with  axillary  metastases  can  be  exclud- 
ed. There  remain  those  patients  with  primary 
lesions  in  the  lateral  half  of  the  breast  without 
axillary  node  involvement.  This  group  with  the 
best  prognosis  for  cure  represents  approximately 
one-fourth  to  one-third  of  the  total  of  patients 
subjected  to  curative  radical  mastectomy.  These 
are  also  the  patients  with  the  greatest  chance  of 
developing  a second  primary  lesion  in  the  remain- 
ing breast. 

There  are  at  least  three  secondary  factors  which 
further  increase  the  risk  of  a second  primary  lesion 
in  any  individual.  The  first  is  a positive  family 
history  of  breast  carcinoma.  Second,  a history  of 
repeated  episodes  of  chronic  cystic  mastitis  is  now 
believed  to  increase  the  risk  of  breast  carcinoma 
two  to  three  times  that  of  a woman  with  a neg- 
ative history.  Third  is  a relatively  young  age, 
less  than  50  years. 

When  carcinoma  of  the  breast  occurs  in  a male, 
a contralateral  simple  mastectomy  should  be  per- 
formed at  the  time  of  the  primary  operation  unless 
the  prognosis  is  poor  due  to  advanced  local  dis- 
ease or  distant  metastasis. 

After  surviving  for  two  years  without  evidence 
of  recurrence  or  metastasis,  some  consideration 


might  be  given  to  those  patients  who  had  primary 
lesions  in  the  medial  half  of  the  breast  or  had 
axillary  metastases  (those  excluded  above). 
Prophylactic  simple  mastectomy  should  be  seri- 
ously considered  in  this  group  if  one  or  more  of 
the  three  secondary  factors  are  present. 

Psychological  factors 

Women  undergoing  mastectomy  experience 
some  psychological  trauma  related  to  loss  of  the 
breast.  One  reason  that  more  consideration  has 
not  been  given  to  the  prophylactic  removal  of 
the  remaining  breast  has  been  the  feeling  that 
this  trauma  to  the  psyche  would  be  increased.  It 
has  become  increasingly  apparent  that  the  psy- 
chological reaction  is  either  more  complex,  or 
changing,  than  originally  thought.  In  addition  to 
the  immediate  reaction  of  depression  related  to 
loss  of  the  breast,  there  is  additional  concern  due 
to  the  knowledge  that  the  patient  has  been  found 
to  have  cancer.  After  a few  weeks,  the  reaction 
shifts  to  a concern  regarding  whether  or  not  all 
of  the  cancer  was  removed  at  the  operation.  With 
the  passage  of  more  time,  the  patient’s  concern 
shifts  to  a fear  that  she  might  develop  a cancer 
in  the  remaining  breast  and  her  questions  to  the 
surgeon  reflect  this.  Removal  of  the  remaining 
breast  might  well  improve  the  fear  and  depression 
rather  than  increase  them. 

An  added  benefit  is  the  greater  ease  of  obtain- 
ing symmetry  with  prostheses.  This  is  particularly 
true  in  the  case  of  the  patient  with  a large  breast. 
Reduction  in  size  then  becomes  possible  if  de- 
sired. 

Summary 

Serious  consideration  should  be  given  to  per- 
forming prophylactic  simple  mastectomy  of  the 
remaining  breast  a few  months  after  curative 
treatment  in  a special  group  of  patients  having 
breast  carcinoma  with  the  best  prognosis  for  cure. 
Criteria  are  presented  to  aid  in  selection  of  pa- 
tients in  whom  the  procedure  is  indicated. 

With  proper  explanation  to  the  patient,  removal 
of  the  second  breast  may  improve  the  psycholog- 
ical status  of  the  patient  rather  than  complicate 
it.  • 
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Cushing’s  syndrome  complicated  by  pregnancy* 


Warren  D.  Bowman,  Jr.,  MD,+  Billings 


Cushings  Syndrome  is  rare  and  is 
suspected  more  often  than  it  is  seen, 
particularly  in  obese  individuals  with 
abdominal  stretch  marks.  Confirmation 
of  the  diagnosis  by  the  laboratory  may  be 
difficult  in  areas  remote  from  a medical 
center. 

Although  Cushing’s  Syndrome  occurs  four 
times  more  often  in  women,  70%  of  affected 
females  show  amenorrhea  and  pregnancy  is  an 
uncommon  development.^  Approximately  60% 
of  cases  are  due  to  bilateral  adrenal  hyperplasia, 
presumably  secondary  to  pituitary  overactivity, 
30%  due  to  adrenal  tumors  (half  adenomas  and 
half  carcinomas),  and  in  10%  no  specific  pathol- 
ogy is  found. ^ A rare  case  may  be  due  to  produc- 
tion of  an  ACTH-like  substance  by  a malignant 
tumor  of  the  lung  or  other  organ.  The  following 
case  report  illustrates  some  of  the  problems  which 
can  develop  when  Cushing’s  Syndrome  is  compli- 
cated by  pregnancy. 

Case  report 

The  patient,  a 22-year-old  white  female,  was  well 
until  August,  1962,  when  she  was  hospitalized  with 
a renal  stone.  Her  blood  pressure  was  120/70.  In 
October,  1963,  she  saw  her  physician  because  of  a 
weight  gain  of  40  pounds  in  two  years.  Her  B.P. 
was  180/120  and  the  physical  examination  unre- 
markable except  for  obesity.  An  intravenous  pyelo- 
gram  was  reported  as  normal  and  after  a month  of 
therapy  with  Diupres  500,  one  tablet  daily,  the  B.P. 
fell  to  140/90.  Subsequently,  she  became  pregnant 
with  a due-date  around  mid-June,  1965.  Her  obste- 
trician first  saw  her  in  November,  1964,  when  her 
B.P.  was  140/66.  Around  February  1,  1965,  she 
developed  easy  bruisability  and  back  pain  of  increas- 
ing severity.  She  was  hospitalized  for  three  weeks 
and  the  pain  improved  somewhat  with  physiotherapy, 
but  thereafter  she  could  walk  only  with  crutches.  In 
March,  she  began  to  have  frequent  nosebleeds  and 

* Presented  at  the  Montana-Wyoming  Regional  Meeting, 
American  College  of  Physicians,  Helena,  Montana,  October 
23,  1965. 

t From  the  Department  of  Internal  Medicine,  Billings  Clinic, 
Billings,  Montana. 


a B.P.  was  recorded  as  220/120.  There  was  some 
ankle  edema  but  no  albuminuria.  Hydropres  50,  one 
tablet  b.i.d.,  was  prescribed.  During  the  third  week 
of  March  she  became  increasingly  weak,  dyspneic 
and  orthopneic,  the  nosebleeds  continued,  and  she 
developed  headache  and  right  chest  pain.  She  was 
rehospitalized  on  March  22,  1965. 

Examination  showed  an  acutely  ill,  orthopneic, 
white  female;  B.P.  160/120.  Her  face  was  full, 
somewhat  rounded,  and  covered  with  multiple,  small, 
acneiform  papules.  She  was  red-haired  and  fair- 
skinned. There  were  multiple  bruises  on  her  extrem- 
ities and  multiple,  depressed  reddish  striae  on  her 
breasts,  abdomen  and  upper  thighs.  Her  optic  fundi 
showed  a retinal  sheen  but  no  significant  arteriolar 
narrowing.  Her  heart  showed  a sinus  tachycardia 
with  a grade  two  systolic  murmur  at  the  left  sternal 
border.  There  were  fine  and  medium,  moist  inspira- 
tory rales  at  both  lung  bases  and  tenderness  over 
the  right  10th  rib  laterally.  Her  uterus  was  enlarged 
compatible  with  a six-month  pregnancy. 

Laboratory  studies  included  a hemoglobin  of  15.6 
Gm  per  100  ml,  hematocrit  45%,  WBC  17,400  with 
91%  neutrophils  and  9%  lymphocytes;  platelets, 
153,000  per  mm^,  total  eosinophils  6/mm-^,  urine 
negative  except  for  3-5  WBC  and  3-5  RBC/HPF. 
The  BUN  was  41  mgm  per  100  ml,  the  uric  acid 
10.7  mgm  per  100  ml,  the  protein-bound  iodine  13 
micrograms  per  100  m and  the  total  protein  4.4  Gm 
per  100  ml  with  an  unremarkable  electrophoretic 
pattern.  Determinations  of  serum  sodium,  potassium, 
chloride,  bicarbonate,  sugar,  cholesterol  and  calcium 
were  normal.  The  bleeding  time.  Fibrindex,  pro- 
thrombin time,  partial  thromboplastin  time  and 
serum  ascorbic  acid  were  normal;  clot  retraction 
was  poor.  Screening  tests  for  vanyllmandelic  acid. 
5-hydroxyindolacetic  acid,  porphobilinogen,  uropor- 
phyrin, and  coproporphyrin  were  negative.  An  EKG 
showed  only  sinus  tachycardia;  a chest  x-ray  showed 
bilateral  pulmonary  congestion  and  a small  amount 
of  fluid  at  the  right  base.  Two  urine  collections  showed 
17  ketosteroids  of  44.2  and  49  mgm  per  24  hours  and 
17-ketogenic  steroids  of  48.5  and  40  mgm  per  24 
hours. 

Initial  treatment  included  oxygen,  digitalis,  intra- 
venous aminophyllin,  Thiomerin,  reserpine,  chloro- 
thiazide, alpha-methyldopa  and  potassium.  Her  con- 
dition improved  and  her  B.P.  stabilized  at  160-190/ 
80-120.  She  was  discharged  after  17  days  but  was- 
readmitted  a week  later  because  of  a rise  in  B.P. 
and  2 plus  albuminuria.  The  following  day  her  mem- 
branes ruptured,  she  went  into  labor  and  delivered 
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TABLE  1 


NEO- 

NO.  OF 

NO.  OF  PRE- 

STILL- 

NATAL 

HYPER- 

AUTHORS 

PATIENTS 

PREGNANCIES  MATURE 

ABORTED 

BORN 

DEATH  SURVIVED 

TUMOR 

PLASIA 

1. 

Hunt,  McConaheyi 

, . 4 

7 5 

1 

1 

1 

4 

1 

3 

2. 

McGregor  et  al.^ 

1 

1 

1 

3. 

Greenblatt  et  al.® 

, 1 

2 

1 

1 

1 

4. 

Kreines  et  al.'* 

2 

3 3 

2 

1 

2 

5. 

Eisenstein  et  al.® 

1 

1 1 

1 

1 

6. 

This  case  . 

. 1 

1 1 

1 

1 

Totals 

.10 

15  10 

3 

3 

1 

8 

6 

3 

a 

healthy  3 lb,  15  oz 

male  infant  uneventfully.  She 

tial  efforts 

were 

directed 

toward 

control 

of  the 

went  home  on  the  sixth  postpartum  day. 

The  baby  initially  had  a loud,  precordial,  systolic 
murmur  which  disappeared  after  several  hours  and 
probably  represented  an  initially  unclosed  ductus 
arteriosis.  Its  liver,  which  extended  6 cm  below  the 
costal  margin,  rapidly  returned  to  normal  size  coin- 
cident with  digitalization.  Its  total  eosinophils  were 
66/ mm^.  It  was  given  10  units  of  ACTH  I.M.  every 
two  days  for  six  doses  and  did  well  except  for  a 
bout  of  fever  and  diarrhea  at  age  nine  days  which 
responded  to  penicillin,  streptomycin  and  a short 
course  of  prednisone. 

The  patient  was  readmitted  to  the  hospital  for 
further  study  about  three  weeks  postpartum.  She  was 
still  on  large  doses  of  antihypertensive  agents  and 
her  B.P.  ranged  around  140-150/80-90.  Serum  elec- 
trolytes were  normal,  the  BUN  was  now  25  mgm 
per  100  ml.  Skull  films  were  normal.  An  intravenous 
pyelogram  showed  multiple  calcific  densities  in  both 
kidneys  and  spine  x-rays  showed  marked  osteo- 
porosis with  compression  fractures  of  several  dorsal 
vertebrae.  A control  24-hour  urine  showed  17.6 
mgm  of  1 7-ketosteroids  and  17.2  mgm  of  17-keto- 
genic  steroids.  She  was  given  0.5  Gm  of  Metopirone 
every  hour  for  six  doses  orally,  after  which  a second 
24-hour  urine  showed  27.5  mgm  of  17-ketogenic 
steroids.  Plasma  cortisol  measurements  on  a morning 
specimen  were  24.9  micrograms  per  100  ml  and  on 
an  evening  specimen  (same  day)  26.1  micrograms 
per  100  ml.*  Laminograms  of  the  adrenal  areas 
showed  a mass  on  the  right.  Subsequent  exploration 
through  an  upper,  anterior,  abdominal  incision  dis- 
closed a 102  gram,  6 cm  adenoma  of  the  right  adre- 
nal gland,  which  was  removed.^  Postoperatively,  she 
has  done  well  and  her  blood  pressure  has  returned 
to  normal. 

Discussion 

The  diagnosis  of  Cushing's  Syndrome  in  this 
patient  was  easily  suspected  on  clinical  grounds 
and  confirmed  by  the  high  levels  of  17-ketogenic 
steroids  in  the  urine  and  the  lack  of  the  normal 
diurnal  fluctuation  in  plasma  cortisol  levels.  Ini- 


• Determinations  courtesy  of  Dr.  E.  G.  Ashe,  Denver, 
Colorado. 

^ Surgery  performed  by  Dr.  John  Heizer. 


patient’s  hypertension  and  heart  failure.  At  first, 
we  hoped  to  carry  her  through  to  the  35th  week 
or  later  before  being  forced  to  do  anything  about 
the  pregnancy,  because  of  the  lessened  load  on 
the  heart  after  that  time.  On  the  second  hospital  ad- 
mission, however,  we  were  prepared  to  deliver  her 
if  signs  of  superimposed  pre-eclampsia  progressed. 
Fortunately,  she  settled  the  issue  herself  by  going 
into  premature  labor.  The  problem  then  became 
that  of  deciding  the  etiology  of  her  Cushing’s  Syn- 
drome. The  Metopirone,  or  SU  4885,  test  is  based 
on  the  compound’s  ability  to  block  11-beta- 
hydroxylation  in  the  adrenal  cortex,  thereby  pre- 
venting formation  of  cortisol  and  aldosterone.  This 
releases  the  inhibition  of  cortisol  on  ACTH  secre- 
tion, and  the  increase  in  ACTH  causes  increased 
substances  to  be  formed  by  the  adrenal  cortex 
which  are  measured  as  17-ketogenic  steroids  in 
the  urine.  In  a patient  with  normal  or  hyperplastic 
adrenals,  urinary  17-ketogenic  steroids  after 
Metopirone  will  be  double  the  control  values.  In 
adenoma  or  carcinoma,  however,  there  will  be  less 
change  or  none  at  all,  since  the  tumor  is  not  under 
pituitary  control.®  Results  of  the  test  in  this  pa- 
tient suggested  the  presence  of  a tumor,  which 
was  easily  seen  on  laminography. 

The  most  unusual  feature  in  this  case  was  the 
occurrence  of  pregnancy  during  the  course  of  a 
disease  usually  characterized  by  infertility.  The 
size  of  the  adenoma,  the  previous  history  of  hyper- 
tention,  weight  gain,  and  renal  stones  make  it 
likely  that  active  Cushing’s  Syndrome  was  present 
at  the  time  of  conception.  Fourteen  pregnancies 
in  nine  patients  with  Cushing’s  Syndrome  have 
been  found  in  the  English  language  literature  and 
summarized  in  Table  1.  It  is  of  interest  that  only 
seven  of  the  14  infants  survived,  and  that  nine 
were  premature.  Hunt  and  McConahey  feel  that 
this  decreased  survival  rate  is  due  chiefly  to  the 
resultant  maternal  hypertension  and  complications 
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thereof,  since  Bongiovanni  and  McPadden  have 
found  an  incidence  of  only  9%  of  prematurity  or 
stillbirth  in  a series  of  260  women  receiving 
steroids  during  pregnancy.'*  It  should  be  also  noted 
that  the  incidence  of  adrenal  tumor  in  these  preg- 
nant patients  was  considerably  higher  than  for 
Cushing’s  Syndrome  in  general. 

Summary 

A case  is  presented  of  a pregnancy  in  a 22- 
year-old  woman  with  pre-existing  Cushing’s  Syn- 
drome due  to  an  adrenal  adenoma.  The  baby  sur- 
vived premature  birth  and  the  disease  has  re- 
sponded to  surgical  removal  of  the  adenoma.  • 
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Announcement — Jane  Nugent  Cochems  Competition 

The  University  of  Colorado  School  of  Medicine  announces  the  Fifth  Annual  Cochems  Com- 
petition, funds  for  which  were  provided  in  the  will  of  the  late  Mrs.  Jane  Nugent  Cochems.  A 
prize  of  $2,500  will  be  awarded  to  the  author  of  the  best  paper  in  the  field  of  “Thrombophlebitis 
and  Basic  Vascular  Problems.”  Basic  vascular  problems  under  consideration  in  this  instance 
should  be  concerned  with  the  underlying  mechanisms  or  processes  of  vascular  disease,  particu- 
larly those  associated  with  thrombosis,  but  not  necessarily  restricted  to  it. 

The  competition  is  open  to  all  persons  holding  the  doctorate  degree  and  entries  must  be 
received  in  triplicate,  including  all  charts,  illustrations  and  photographs,  on  or  before  Novem- 
ber 15,  1966.  For  income  tax  reasons,  eligibility  is  limited  to  those  physicians  who  are  subject 
to  U.  S.  income  tax  regulations. 

The  Colorado  National  Bank  of  Denver,  Trustees  under  the  will  of  Jane  Nugent  Cochems, 
has  requested  the  Dean  of  the  University  of  Colorado  School  of  Medicine  to  conduct  the  com- 
petition. The  judges  appointed  by  the  Dean  are  Dr.  Sol  Sherry,  Professor  of  Medicine,  Wash- 
ington University  School  of  Medicine  in  St.  Louis,  and  Dr.  Michael  E.  DeBakey,  Professor 
and  Head  of  the  Department  of  Surgery,  Baylor  University  College  of  Medicine.  Decisions  of 
the  judges  are  final,  and  they  may  elect  at  their  discretion  not  to  award  the  prize. 

Papers  submitted  in  the  competition  may  not  be  published  until  after  the  winner  has  been 
announced  early  in  1967.  At  that  time,  the  winning  paper  and  all  others  may  be  published 
at  the  discretion  of  individual  authors.  It  should  be  noted,  however,  that  sponsors  and  judges  of 
the  competition  will  not  assume  any  responsibility  for  submitting  manuscripts  for  publication 
nor  for  any  costs  incident  thereto.  The  winning  paper,  if  published,  must  carry  the  designa- 
tion, “Awarded  the  Jane  Nugent  Cochems  Prize.” 

No  entry  blank  or  application  form  is  required.  There  are  no  restrictive  rules  regarding 
length  or  format  of  the  manuscript,  joint  authorship,  or  inclusion  of  such  materials  as  pic- 
tures, charts,  figures,  etc.  It  is  not  required  that  the  paper  include  results  of  original  experi- 
mental work,  nor  that  it  be  based  on  personal  clinical  experience.  All  manuscripts  must  be 
typed  with  double  spacing  and  each  copy  together  with  accompanying  illustrations,  etc.,  must 
be  submitted  in  a folder  or  cover.  On  request,  the  original  copy  of  the  manuscript  will  be 
returned  if  accompanied  by  a stamped,  addressed  envelope.  Papers  will  be  judged  on  origi- 
nality, content,  clarity,  and  critical  value. 

Inquiries  regarding  the  competition  and  all  manuscripts  should  be  submitted  to  Dr.  John 
J.  Conger,  Vice  President  for  Medical  Affairs  and  Dean,  School  of  Medicine,  University  of 
Colorado  Medical  Center,  4200  E.  Ninth  Avennue,  Denver,  Colorado  80220. 
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Bullet  embolism  from  thorax 
to  the  popliteal  artery 


H.  C.  Habein,  Jr.,  MD,  Billings,  and 
R.  K.  Christensen,  MD,  Powell,  Wyoming 


Missile  embolism  from  the  left  heart  or 
aorta  to  a peripheral  artery  is  an 
unusual  phenomenon.  The  case  we  are 
reporting  is  of  interest  because  of  its 
relative  rarity  and  also  because  the 
management  of  an  intravascular  foreign 
body  presented  certain  problems. 

Spencer  and  Kennedy, in  a discussion  of  war 
wounds  of  the  heart  in  1957,  found  records  of  24 
cases  of  arterial  embolism  of  missiles  and  added 
one  of  their  own.  In  1962  Garzon  and  Gliedman^ 
reviewed  the  literature  and  found  29  such  cases 
recorded  by  that  time.  These  authors  reported  the 
case  of  a gunshot  wound  of  the  thoracic  aorta  in 
which  the  missile,  a .22  caliber  bullet,  migrated  to 
the  right  popliteal  artery  from  which  it  was  subse- 
quently removed. 

Case  report 

A 17-year-old  white  man  was  accidentally  shot  in 
the  chest.  He  was  seen  by  one  of  us  (R.K.C.)  ap- 
proximately 2 hours  after  the  injury.  A .22  caliber 
bullet  had  penetrated  the  left  chest  wall  at  the  level 
of  the  fourth  rib  in  the  posterior  axillary  line.  Initial- 
ly there  had  been  slight  hemoptysis  and  minimal 
respiratory  distress.  The  pulse  rate  was  120  per 
minute  and  the  systolic  blood  pressure  was  90  mm 
of  mercury.  There  was  a single  wound  of  the  left 
chest  and  signs  of  left  pneumothorax.  The  thoracic 
wound  was  covered,  and  the  patient  was  given  a unit 
of  plasma  followed  by  a transfusion  of  500  cc  of 
whole  blood.  Tetanus  antitoxin  and  antibiotics  were 
administered.  A thoracic  roentgenogram  showed  a 
left  hydropneumothorax  without  evidence  of  a metal- 
lic foreign  body.  Closed  intercostal  catheter  drainage 
of  the  left  pleural  space  was  instituted  removing 
about  700  cc  of  blood  and  air.  For  approximately  6 
hours  there  was  an  audible  “mediastinal  crunch” 
synchronous  with  the  heart  beat,  but  at  no  time  was 
there  evidence  of  cardiac  tamponade.  The  following 


day  the  patient  was  given  another  transfusion  of  500 
cc  of  whole  blood  after  which  the  blood  pressure 
and  pulse  became  stable.  There  had  been  no  symp- 
toms referable  to  the  extremities,  but  roentgenograms, 
made  in  an  effort  to  locate  the  missile,  demonstrated 
the  bullet  behind  the  left  knee  (Fig.  1). 


Fig.  1.  Photograph  of  x-ray  film  showing  .22  caliber 
bullet  posterior  to  left  knee. 


Four  days  after  the  injury  the  patient  was  trans- 
ferred to  St.  Vincent’s  Hospital  in  Billings,  Montana. 
His  general  condition  at  this  time  was  satisfactory. 
The  blood  pressure  was  110  mm  systolic  and  70  mm 
of  mercury  diastolic.  The  pulse  was  80  per  minute. 
There  was  subcutaneous  emphysema  bilaterally  in  the 
neck  and  in  the  left  chest  wall.  Examination  of  the 
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heart  revealed  no  abnormalities.  There  were  no  adven- 
titious sounds.  The  lungs  were  well  aerated.  The  ab- 
dominal and  rectal  examinations  were  similarly  nega- 
tive. The  peripheral  arterial  pulsations  were  normal 
except  for  the  left  pedal  pulses  which  were  absent. 
Both  feet  were  warm,  however,  and  the  color  was 
normal.  A thoracic  roentgenogram  at  this  time  re- 
vealed both  lungs  to  be  well  expanded  without  evi- 
dence of  pleural  fluid.  There  was  mediastinal  emphy- 
sema. The  hemoglobin  was  17.0  grams  per  100  ml, 
and  the  leucocyte  count  was  17,000  per  cu  ml  with 
a moderate  left  shift  in  the  differential.  Results  of 
the  routine  urinalysis  were  within  normal  limits  and 
an  electrocardiogram  was  normal. 

Six  days  following  injury,  under  spinal  anesthesia, 
the  left  popliteal  artery  was  explored  through  a 
posterior  incision.  The  .22  caliber  bullet  was  wedged 
tightly  in  the  posterior  tibial  branch  of  the  popliteal 
artery.  Proximal  to  the  site  of  the  bullet  there  was  a 
normally  functioning  anterior  tibial  artery.  The  bullet 
was  removed  through  a short  longitudinal  arteri- 
otomy.  The  latter  was  repaired  with  00000  arterial 
silk  after  injection  of  a solution  of  heparin.  Clamps 
were  not  placed  on  the  vessel  nor  were  any  branches 
ligated.  There  was,  though,  only  fair  retrograde 
bleeding  from  the  opened  artery.  Following  closure 
of  the  arteriotomy  the  vessel  did  not  function.  Ac- 
cordingly, the  artery  was  reopened  and  a clot  re- 
moved. Again,  following  repair  of  the  artery,  a clot 
formed  at  the  site  of  the  incision.  Since  there  had 
been  adequate  circulation  in  the  extremity  pre- 
operatively,  it  seemed  unnecessary,  and  indeed  un- 
wise, to  persist  in  attempts  to  reestablish  flow  in  this 
small  artery.  The  incision  in  the  popliteal  space  was 
closed  without  drainage.  The  day  following  oper- 
tion  the  patient  experienced  several  episodes  of  mild 
hemoptysis.  Otherwise,  the  postoperative  course  was 
uncomplicated,  and  he  was  dismissed  on  the  sixth 
day.  Circulation  in  the  left  leg  and  foot  continued 
to  be  adequate  and  has  remained  so  during  the  suc- 
ceeding 1 1 months,  although  there  are  no  pulses 
palpable  in  the  foot. 

Discussion 

The  route  of  entry  of  the  missile  into  the  arterial 
circulation  in  this  case,  and  in  many  of  the  cases 
recorded  in  the  literature,  is  a matter  of  conjec- 
ture. In  the  case  reported  by  Garzon  and 
Gliedman^  thoracic  exploration  revealed  an  aortic 
wound.  Our  case  presented  no  indication  for 
thoracotomy,  and  the  pathway  of  the  missile  in 
the  thorax  remains  unknown.  The  subject  was 
considered  by  Keeley®  who  found  that  the  aorta 
had  been  the  most  common  site  of  entry  in 
previously  recorded  cases  which  had  come  to 
autopsy.  A pulmonary  vein  and  the  left  ventricle 
were  the  sites  in  other  cases.  Apparently  the  aortic 
injury  consists  of  a small  wound  of  entrance  and 
varying  degrees  of  damage  to  the  intima  and  media 


of  the  opposite  wall  (Keeley).  The  experimental 
work  of  Fritz  and  associates®  indicates  that  foreign 
bodies  which  gain  entrance  to  a cardiac  chamber 
promptly  pass  on  to  the  aorta  or  pulmonary  artery 
or  their  branches.  In  the  case  reported  by 
Tegeler,^®  however,  a bullet  entered  the  aorta,  then 
apparently  fell  back  into  the  left  ventricle  where  it 
was  trapped  by  the  chorda  tendinae  and  subse- 
quently became  encased  in  fibrin.  A similar  case 
of  a bullet  lodging  permanently  in  the  left  ventri- 
cular chamber  was  reported  by  Singleton. “ 

In  the  previously  reported  cases  a few  missiles 
remained  in  the  aorta  or  migrated  to  an  upper 
extremity  artery.  Most  of  the  missiles,  however, 
were  carried  as  emboli  to  an  iliac  artery  or  to  one 
of  the  arteries  in  the  leg.^'  ®’  The 

left  lower  extremity  was  involved  most  often,  ap- 
parently due  to  the  less  acute  angle  between  the 
left  common  iliac  artery  and  the  aorta. 

In  about  half  the  cases  reported  by  other 
authors,  the  patients  survived  their  initial  cardiac 
or  aortic  injuries.  Two  of  these  survivors  had 
bullet  emboli  in  an  iliac  artery,  and  because  there 
were  no  symptoms  referable  to  the  foreign  bodies, 
they  were  not  removed.®-  Thirteen  patients  had 
previously  undergone  removal  of  a missile  embolus 
from  an  artery.  The  usual  indication  for  removal 
has  been  arterial  insufficiency,  the  onset  of  which 
was  heralded,  in  most  cases,  by  sudden  pain  in 
the  involved  extremity.  Amputation  was  necessary 
for  four  of  the  patients  because  of  gangrene.  Re- 
moval of  the  missile  had  been  delayed  in  all  four 
cases.  In  the  case  reported  by  Spencer  and 
Kennedy,^-  however,  a septic  endarteritis  devel- 
oped in  the  right  subclavian  artery  from  which  the 
missile  was  subsequently  removed.  The  vessel  was 
ligated  without  jeopardy  to  the  circulatory  status 
of  the  extremity.  We  were  aware  of  this  case,  and 
it  influenced  our  decision  to  advise  removal  of  the 
foreign  body  in  our  case. 

We  had  expected,  perhaps  naively,  to  be  able 
to  reestablish  circulation  in  the  injured  artery.  Our 
failure  to  accomplish  this  may  have  been  due  to 
two  factors:  (1)  injury  of  the  blood  vessel  intima 
by  the  foreign  body  thus  predisposing  to  clot 
formation,  and  (2)  thrombosis  of  the  artery  distal 
to  the  site  of  the  foreign  body.  The  delay  of  6 
days  in  removal  of  the  bullet,  and  the  reduction  in 
amount  of  retrograde  bleeding  from  the  arteri- 
otomy noted  at  operation  indicate  that  perhaps 
the  second  factor  was  of  prime  importance.  Re- 
section of  the  injured  segment  of  the  artery  and 
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graft  replacement  was  considered,  but  extensive 
dissection  and  manipulation  were  deemed  unwise 
because  of  the  possibility  of  damaging  satisfactorily 
functioning  collateral  channels. 

Summary 

A case  is  reported  in  which  a .22  caliber  bullet 
migrated  to  the  left  popliteal  artery  following  a 
gunshot  wound  of  the  thorax.  Thirty  cases  of  mis- 
sile emboli  passing  from  the  heart  or  aorta  to  a 
peripheral  artery  are  recorded  in  the  literature. 
The  indications  for  removal  of  an  intra-arterial 
foreign  body  are  clear  in  the  presence  of  vascular 
insufficiency  due  to  the  missile.  Lacking  this,  indi- 
cations for  removal  are  less  definite,  but  the  re- 
mote possibility  of  infection  or  further  vessel  in- 
jury probably  makes  removal  advisable  under 
ordinary  circumstances.  • 
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Medicare 

A man  feeling  the  need  of  medical  care  went  to  the  medical  building  for  that  purpose,  and 
upon  entering  the  front  door  found  himself  faced  with  a battery  of  doors,  each  marked  with  the 
name  of  an  ailment,  such  as  APPENDICITIS,  HEART,  CANCER  etc. 

He  felt  sure  his  trouble  could  be  diagnosed  as  APPENDICITIS  so  he  entered  the  door  so 
marked.  Upon  entering  he  found  himself  faced  with  two  more  doors,  one  marked  MALE  and 
one  EEMALE.  Of  course,  he  enfered  fhe  door  marked  MALE  and  found  himself  in  another 
corridor  where  there  were  two  doors,  one  marked  PROTESTANT  and  the  other  CATHOLIC. 

He  was  PROTESTANT  so  he  entered  the  proper  door  and  found  himself  facing  two  more 
doors,  one  marked  WHITE  and  the  other  COLORED.  He  entered  the  WHITE  and  again  was 
faced  with  two  more  doors  marked  TAXPAYER  and  NON-TAXPAYER.  He  still  owned  equity- 
in  his  house,  so  he  went  through  the  door  marked  TAXPAYER  and  found  himself  confronted 
with  still  two  more  doors  marked  SINGLE  and  MARRIED. 

He  had  a wife  at  home,  so  he  entered  the  proper  door  and  once  more  there  were  two  doors, 
one  marked  REPUBLICAN  and  the  other  DEMOCRAT. 

He  was  a REPUBLICAN  so  he  entered  the  proper  door  and  fell  nine  floors  to  the  alley. 
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Thrombocytopenia* 


Pitfalls  in  the  diagnosis  and  management 

F.  John  Allaire,  MD,  Great  Falls 


Discussion  of  diagnosis  and  treatment  of 
this  type  of  thrombocytopenia  proves  that 
it  need  no  longer  be  called  idiopathic. 

In  the  past  several  years,  with  the  prolifera- 
tion of  toxins,  smog,  fumes,  herbicides,  fungicides, 
insecticides  and  new  drugs,  it  can  be  said  that 
technologic  and  medical  progress  has  spawned 
a host  of  new  diseases.  Among  these,  the  so-called 
“blood  dyscrasias”  are  in  the  forefront,  in  the 
minds  of  both  the  public  and  the  medical  profes- 
sion. The  most  alarming  of  these,  both  to  patient 
and  to  doctor,  are  the  purpuras.  The  appearance 
of  purplish  spots,  big  or  little,  undoubtedly  brings 
the  patient  to  the  doctor  more  promptly  than  any 
other  symptom  of  hematologic  disease.  If  the 
doctor  or  his  astute  technician  notes  diminution 
or  absence  of  platelets  in  an  otherwise  normal 
peripheral  blood  smear,  he  can  immediately  clas- 
sify the  patient  in  the  “thrombocytopenic  pur- 
puras.” No  further  coagulation  studies  are  neces- 
sary to  rule  out  the  many  other  types  of  hemor- 
rhagic disorder  due  to  qualitative  platelet  defects, 
vessel  wall  weakness  or  deficiencies  of  plasma 
factors.  In  many  cases,  a cause  such  as  lymphoma 
infiltrating  the  marrow  can  be  demonstrated,  but 
in  others  there  is  no  apparent  reason  for  platelets 
to  vanish.  In  the  latter  instance,  we  use  the  term 
“idiopathic  thrombocytopenic  purpura”  or  ITP. 
This  is  probably  a poor  term  since  we  now  are 
aware  that  the  idiopathic  group  of  thrombocyto- 
penias are  better  referred  to  as  “auto-immune” 
diseases  of  diverse  etiology.  The  latter  group  is 
the  subject  of  this  discussion. 

In  differential  diagnosis,  the  bone  marrow  is  of 
value  in  ruling  out  the  amegakaryocytic  types 
(Chart  1).  Marrow  full  of  fat,  tumor  cells  or 
leukemic  “blasts”  rules  out  an  immune  throm- 

* Presented  at  the  Montana-Wyoming  Regional  Meeting, 
American  College  of  Physicians,  Helena,  Montana,  October 
23,  1965.  From  the  Great  Falls  Clinic,  Great  Falls,  Montana. 


CHART  1 

CLASSIFICATION  OF  THROMBOCYTOPENIA 
PURPURAS 

A.  Amegakaryocytic 

Congenital 

Acquired  (depression,  replacement  of  marrow, 
nutritional) 

B.  Normal  or  Increased  Megakaryoctes* 

“Immune”  (idiopathic,  drug,  connective  tissue  dis- 
orders, infection) 

“Hypersplenism”  (portal  hypertension,  Felty’s, 
lymphoma,  etc.) 

Neonatal 

Increased  utilization  (diffuse  intravascular  clotting, 
fibrinolysis) 


bocytopenia.  If  the  numbers  of  megakarocytes  are 
normal  or  increased,  differential  diagnosis  includes 
an  immune  mechanism,  “hypersplenism,”  neo- 
natal thrombocytopenia  or  the  syndrome  of  in- 
creased peripheral  platelet  utilization  such  as  in 
an  obstetrical  accident.  The  morphology  of  the 
megakaryocyte  is  not  particularly  helpful  in  most 
cases,  although  some  would  point  out  the  immatur- 
ity, decreased  granularity  and  vacuolation  of 
megakaryocytes.  Since  splenomegaly  is  virtually 
never  seen  in  immune  purpuras  other  than  LE, 
its  presence  points  to  hypersplenism  of  which  the 
causes  are  multiple.  Since  about  80  per  cent  of 
neonatal  thrombocytopenias  occur  in  infants  of 
mothers  with  a present  or  past  history  of  ITP  or 
disseminated  LE,  the  history  will  be  helpful.  Ac- 
cording to  Pearson,^  this  represents  transplacental 
passage  of  maternal  autoantibody.  In  the  remain- 
ing 20  per  cent,  there  is  an  iso-immune  mecha- 
nism with  fetal  maternal  incompatibility  of  plate- 
let antigens.  Increased  platelet  consumption  due 
to  elaboration  of  thromboplastic  substances  should 
be  suspected  in  the  last  trimester  of  a compli- 
cated pregnancy.  Fibrinolysis  may  likewise  con- 
sume platelets  in  transfusion  reactions,  prostatic 
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malignancy,  lung  surgery  and  other  similar  situa- 
tions. 

One  arbitrary  set  of  criteria  for  the  diagnosis 
of  ITP  is  shown  (Chart  2).  Bleeding  is  usually 
superficial,  involving  skin  and  mucous  mem- 
branes. The  bleeding  abnormalities  are  all  sec- 
ondary to  lack  of  platelets.  The  absence  of  spleno- 
megaly and  relatively  normal  marrow  findings  has 
been  noted.  One  should  probably  add  a negative 
LE  prep  to  this  list. 

CHART  2 

“IDIOPATHIC”  THROMBOCYTOPENIC 
PURPURA— CRITERIA 

1.  Clinical  bleeding — usually  skin  and  mucous  mem- 

brane. 

2.  Thrombocytopenia 

3.  Increased  capillary  fragility,  bleeding  time,  poor  clot 

retraction 

4.  Absence  of  splenomegaly 

5.  Normal  or  increased  megakaryocytes  in  marrow 

6.  ? Morphologic  changes  in  platelets  (immaturity,  de- 

creased granularity,  and  vacuolation,  etc.) 


With  respect  to  management  (Chart  3)  of  ITP, 
if  there  is  a strongly  suspected  etiologic  agent  such 
as  infection  or  drug,  this  should  be  eliminated. 
Corticosteroids  are  used  in  virtually  all  acute  cases 
to  tide  the  patient  over,  and  at  times  in  the  chronie 
type  to  maintain  the  patient  for  months  to  years, 
using  small  doses.  With  the  use  of  adrenal  steroids 
in  adequate  doses  and  over  long  enough  periods 
splenectomy  is  becoming  less  frequent.  Platelet 
transfusions  as  such  have  been  used  and  may  be 
lifesaving,  but  fresh  whole  blood  in  plastic  bags 
may  be  just  as  valuable.  Repeated  transfusions 
may  ultimately  cause  development  of  more  plate- 
let antibodies.  Exchange  transfusions  may  be  life- 
saving in  the  neonatal  type,  to  “wash  out”  the 
passively  transferred  maternal  antibody.  In  the 
difficult  refractory  case,  antipurines  such  as  6- 
Mercaptopurine  or  “Imuran”  have  been  found 
successful  in  suppressing  the  source  of  platelet 

CHART  3 

MANAGEMENT  OE  “IDIOPATHIC” 
THROMBOCYTOPENIC  PURPURA 

1.  Eliminate  offending  agent  (withdraw  drug,  treat  in- 

fection) 

2.  Corticosteroids 

3.  Splenectomy 

4.  Platelet  transfusion  (fresh  bagged  blood  may  suffice) 

5.  Exchange  transfusion 

6.  Antipurines  (“6-MP”) 


antibody — “the  forbidden  clones  of  lymphocytes.” 
The  search  for  the  accessory  spleen,  either  sur- 
gically or  with  radioactive  materials,  is  felt  by 
most  authorities  to  be  fruitless.  The  danger  of 
unmasking  LE  after  splenectomy  has  been  empha- 
sized by  Damashek.2 

The  mechanism  of  auto-immune  thrombocyto- 
penia remains  controversial  and  is  probably  mul- 
tiple (Chart  4).  Harrington  has  demonstrated  a 
circulating  factor  in  the  majority  of  cases  which 
induces  thrombocytopenia  in  normals.^  This  per- 
sists after  spleneetomy,  suggesting  that  it  is  at 
least  in  part  extra-splenic  in  origin.  However,  an 
intact  spleen  is  usually  required  to  remove  plate- 
lets damaged  by  this  factor.  Aside  from  the  mor- 
phologic appearance  of  megakarocytes,  there  is 
not  good  evidence  of  marrow  inhibition  by  the 
spleen.  Indeed,  ITP  may  be  due  to  increased  plate- 
let destruction,  increased  production,  or  both.^ 

CHART  4 

MECHANISMS  OF  THERAPY 
IN  THROMBOCYTOPENIA 

SPLENECTOMY  STEROIDS 


1.  Vascular  permeability  ? x 

2.  Block  antigen-antibody  reaction  x 

3.  Stimulate  marrow-platelet 

production  x ? 

4.  Eliminate  major  site  of 

platelet  destruction  x 

5.  Eliminate  major  source  of 

circulating  platelet  antibody  x 


It  is  toward  this  pathophysiologic  background 
that  our  major  modalities  of  therapy  are  directed. 
Steroids  definitely  affect  vascular  permeability, 
and  will  often  stop  bleeding  without  influencing 
the  platelet  level.  Splenectomy  has  a similar  effect, 
as  emphasized  by  Stefanini.^  Bleeding  manifesta- 
tions will  often  cease  after  the  spleen  is  removed 
despite  persistently  low  platelet  count.  The  block- 
ing of  immunologic  reactions  by  steroids  is  well 
known.  It  has  not  been  proved  that  removal  of 
the  spleen  stimulates  platelet  production.  It  is 
probable  that  removal  of  the  spleen  partially 
eliminates  a large  antibody  manufacturing  source. 

Against  this  background,  I wish  to  report  our 
experience  with  “idiopathic”  thrombocytopenic 
purpura  since  1950  (Chart  5).  Thirty  cases,  half 
of  whom  were  ehildren,  were  collected.  These 
represent  a cross-section  of  what  is  seen  in  the 
doctor’s  office.  All  documented  cases  seen  as  out- 
patients in  the  past  15  years  are  reported,  using 
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CHART  5 

THROMBOCYTOPENIC  PURPURA— ETIOLOGY 
GREAT  FALLS  CLINIC  1950-65 

OVER 

14  YRS.  UNDER 
OF  AGE  14  YRS. 


“IDIOPATHIC”  4 4 

Infection  (URI,  Pertussis?,  Rubella, 

Zoster)  1 6 

Neonatal — (Maternal  LE,  ITP)  4 

Thyrotoxicosis  1 

Malignancy  (X-ray  ?)  1 

Drug  (Enovid,  Quinine,  Ex-Lax,  Aspirin?, 

Estrogen?,  Phenobarb?,  Thiazide?)  . 5 1 

LE-Rheumatoid  1 

Paint? 1 

Obstetrical  accident  1 

Totals  15  15 


the  diagnostic  criteria  noted  earlier.  This  is  pri- 
marily a retrospective  study. 

The  post-infectious  type  was  most  common  in 
children;  three  cases  were  secondary  to  rubella. 
Of  the  neonatal  cases,  there  was  one  set  of  twins, 
whose  mother  was  actively  under  treatment  with 
steroids  for  disseminated  LE  at  the  time  of  their 
birth;  in  one  other,  the  mother  gave  a prior  his- 
tory of  ITP,  clinically  in  remission.  The  case  of 
thyrotoxicosis  was  a 24-year-old  male  who  went 
into  permanent  remission  from  both  diseases  after 
1-131  prescription  and  eight  weeks  of  steroids. 
The  high  incidence  of  drug-induced  cases  in  adults 
should  be  noted.  In  only  two  of  these  could  we  be 
absolutely  certain  of  the  relation  to  the  drug. 
These  were  two  healthy  teenage  girls  whose  symp- 
toms developed  within  72  hours  of  ingesting  Ex- 
Lax  and  Quinine  respectively.  Both  had  been 
sensitized  previously,  and  both  are  well  after  with- 
drawal of  the  drug  and  a course  of  steroids.  We  did 
no  in  vivo  or  in  vitro  drug  platelet  tests  in  any 
case,  but  these  might  have  been  helpful,  particu- 
larly where  multiple  drugs  had  been  received.  In 
the  cases  due  to  Enovid  and  thiazide  (Hydro- 
DIURIL),  both  women,  withdrawal  of  the  drug  did 
not  cause  remission  despite  six-month  courses  of 
steroids.  One  59-year-old  male  had  clinical 
rheumatoid  disease,  a strongly  positive  RA  latex 
test  and  a strongly  positive  LE  prep.  After  two 
months  of  steroids,  the  LE  prep  as  well  as  the 
platelet  count  reverted  to  normal  and  he  has  re- 
mained free  of  purpura  without  steroids.  One  of 
our  “idiopathic”  cases  was  a 55-year-old  female 
who  was  maintained  on  steroids  for  4V2  years 


before  they  could  be  withdrawn,  and  she  has  re- 
mained free  of  thrombocytopenia  to  this  date.  The 
final  case  was  a female  with  abruptio  placentae 
who  demonstrated  hypofibrinogenemia,  thrombo- 
cytopenia and  fib rinoly sins;  she  was  cured  by 
emptying  the  uterus  of  a live  baby  and  supporting 
her  with  steroids,  fibrinogen  and  fresh  blood  in 
plastic  bags. 

Our  results  bear  out  the  experience  of  others^ 
(Chart  6).  The  higher  percentage  of  spontaneous 


CHART  6 

THROMBOCYTOPENIC  PURPURA— RESULTS 
GREAT  FALLS  CLINIC  1950-1965 


ADULTS 
(OVER  14  YRS.) 

CHILDHOOD 

Spontaneous  remission  . 

5 

Steroid  induced  remission 

7 

7 

Steroid  + splenectomy — 

remission 

2 

2 

Splenectomy  alone — remission  3 

Total  remissions 

12  (80%) 

14 

(93%) 

Steroid  alone — failure 

. 2 

Splenectomy  alone — failure 

1 

Steroid  -I-  splenectomy — 

failure  

1 

Total  failures 

3 (20%) 

1 

(7%) 

remissions  in  childhood  is  well  known,  as  is  the 
relatively  low  per  cent  of  children  going  into  a 
chronic  phase  where  splenectomy  becomes  nec- 
essary. The  one  case  of  “failure”  in  children  is 
actually  not  a true  failure,  but  a suboptimal  re- 

CHART  7 

SPLENECTOMY  FOR  THROMBOCYTOPENIC 
PURPURA— RESULTS 
GREAT  FALLS  CLINIC  1957-1965 


AGE  STEROID 

AND  DURATION  RX 


CASE 

SEX 

(MOS.) 

(MOS.) 

REMISSION 

ADULTS 

1 

30  M 

1 

0 

X 

2 . 

65  M 

U/2 

0 

X 

3 . 

14  F 

3 

0 

X 

4 . 

18  M 

4 

3 

0 

5 

26  F 

6 

5 

X 

6 

36F 

120 

4 

X 

CHILDREN 

7 

6F 

3 

U/2 

X 

8 

12F 

72 

0 

0 

9 

1 M 

7 

4 

X 
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sponse  since  the  patient  has  no  evidence  of  bleed- 
ing five  years  post-splenectomy  despite  a 25,000 
to  30,000  platelet  count.  This  supports  the  con- 
tention that  splenectomy  exerts  a vascular  effect. 

Our  experience  with  splenectomy  is  limited  in 
this  series,  and  no  conclusions  can  be  drawn 
(Chart  7).  However,  certain  comments  can  be 
made.  First,  splenectomy  is  by  no  means  100 
per  cent  effective.  Second,  one  can  see  that  per- 
haps splenectomy  was  not  necessary  in  certain 
of  the  cases,  particularly  where  no  trial  of  steroids 
was  given  and  probably  in  those  cases  where 
steroids  were  used  for  relatively  brief  periods. 

Summary 

Idiopathic  thrombocytopenic  purpura  is  a dis- 
ease seen  not  uncommonly  in  the  practice  of  all 
physicians.  The  diagnosis  can  be  made  readily 
from  the  physical  examination,  peripheral  blood 
smear  and  marrow  examination,  the  hallmark 
being  normal  or  increased  numbers  of  mega- 
karyocytes. This  disease  is  probably  better  re- 
ferred to  as  an  auto-immune  thrombocytopenia. 
In  children,  infection  plays  an  important  etiologic 


role,  particularly  the  exanthems.  In  adults,  drugs 
are  assuming  increasing  causative  importance. 
The  mechanism  of  thrombocytopenia  is  probably 
multiple,  but  shortened  platelet  survival  is  usually 
seen.  The  spleen  plays  a definite  role  in  platelet 
destruction  in  most  cases.  Management  of  virtual- 
ly all  symptomatic  cases  initially  with  steriods  is 
indicated.  Removal  of  the  etiologic  agent  and 
withdrawal  of  steroids  will  usually  result  in  a per- 
manent remission,  particularly  in  children. 
Splenectomy  should  probably  be  reserved  for  the 
cases  where  prolonged  use  of  steroids  appears  un- 
wise. • 
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The  Ramsey-Hunt  syndrome 

Theodore  J.  Eckberg,  MD,  Billings 


Three  cases  of  herpes  zoster  oticus  are 
presented  as  basis  for  discussion  of  etiology, 
pathology,  and  treatment  of  this  disease. 

The  syndrome  of  herpes  zoster  oticus  was  first 
described  by  Ramsey-Hunt  in  1907,^  although 
this  affliction  had  been  recognized  for  a long  time 
prior  to  this.  He  attributed  this  disease  to  herpetic 
involvement  of  the  geniculate  ganglion,  and  its 
manifestations  are  classified  by  severity:  herpes 
oticus,  herpes  oticus  with  facial  paralysis,  herpes 
oticus  with  facial  paralysis  and  auditory  symp- 
toms, and  herpes  oticus  with  facial  paralysis,  audi- 
tory and  labyrinthine  symptoms.  The  herpetic  in- 
volvement is  located  in  the  cavum  concha,  cym- 
bum  concha,  posterior  canal  wall,  and  posterior 
portion  of  the  tympanic  membrane.  A second 
area,  or  as  Hunt  put  it,  “a  secondary  geniculate 
area,”^  is  located  in  the  lower  portion  of  the 
postauricular  sulcus  (Figs.  1 and  2). 

Three  cases  of  herpes  zoster  with  facial  paraly- 
sis are  presented.  One  of  these  had  an  associated 
labyrinthine  component.  The  cases  are  typical  of 
this  malady. 

Case  reports 

Case  1.  Mrs.  K.  N.  reported  to  the  outpatient 
clinic  of  the  U.  S.  Naval  Hospital  in  Memphis,  Tenn., 
with  a report  of  a stinging  sensation  present  for  six 
days  in  the  left  ear.  She  noted  that  a “breaking  out” 
with  red  vesicles  appeared  five  days  before,  which 
was  treated  with  iodochlorhydroxyquin  ointment  at 
that  time.  The  day  before  being  seen  in  our  clinic, 
facial  movement  began  to  weaken.  At  our  examina- 
tion six  days  after  the  initial  symptomatology,  there 
was  complete  left  facial  paralysis.  An  audiogram  was 
within  limits  of  normal.  The  patient  was  started 


• Read  at  the  Joint  Midwinter  Meeting  of  the  Montana 
Academy  of  Ophthalmology  and  Otolaryngology,  and  the 
Ophthalmology  and  Otolaryngology  Society  of  Alberta — 
February  19,  1966,  in  Banff,  Alberta,  Canada. 

From  the  Department  of  Otolaryngology,  the  Billings  Clinic, 
Billings,  Montana. 


Fig.  1.  Hunt’s  Primary  Geniculate  Area  (after 
HoUingsbead). 

empirically  on  nicotinic  acid,  50  milligrams  q.i.d. 
Within  four  days,  the  skin  lesions  began  to  clear. 
Two  weeks  after  the  onset  of  complete  paralysis, 
some  movement  of  the  angle  of  the  mouth  and  move- 
ment in  the  forehead  had  returned,  and  there  was 
complete  return  of  all  movement  in  her  face  with  no 
residual  weakness  in  another  week.  The  patient  had 
some  vague  paresthesias  and  burning  pains  through- 
out the  right  facial  region  for  several  months  after 
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Fig.  2.  Hunt’s  Secondary  Geniculate  Area  (after 
Hollingshead). 

this  time,  but  oddly  enough,  reported  no  otalgia 
(Figs.  3 and  4). 

Case  2.  A 23-year-old  Marine  was  admitted  to  the 
U.  S.  Naval  Hospital,  Memphis,  Tenn.,  with  diag- 
nosis of  facial  weakness.  The  patient,  three  days 
prior  to  admission  to  the  hospital,  had  noted  a mild 
vertigo  with  sensation  of  seeming  to  turn  to  the  left. 
This  was  followed  by  “breaking  out  on  his  ear”  the 
same  day.  On  day  of  admission  to  the  hospital,  he 
had  burning  in  the  right  eye  and  facial  weakness  on 
the  right  side  was  reported  at  examination  in  the 
dispensary.  The  patient  had  no  pain.  His  past  history 
was  not  remarkable  although  he  had  had  chicken 
pox  in  childhood. 

Examination  at  admission  revealed  no  abnormali- 
ties except  the  facial  weakness  in  all  branches  on  the 
right  side  of  his  face,  an  area  of  papular  lesions  on 
the  concha  about  parallel  to  the  tragus,  and  a few 
small  lesions  on  the  posterior  wall  of  the  external 
auditory  canal  and  onto  the  posterior  portion  of  the 
tympanic  membrane.  There  was  no  fluid  seen  behind 
the  drum,  and  it  moved  well  to  the  Siegle  otoscope. 
Audiogram  was  within  normal  limits.  There  was  no 
corneal  anesthesia.  The  extraocular  movements  were 
intact. 


The  patient  was  placed  on  symptomatic  therapy 
with  meclizine  and  pyridoxine  for  the  mild  vertigo 
and  nicotinic  acid,  50  milligrams  q.i.d.,  empirically. 
The  patient  worsened  after  two  days  of  hospitaliza- 
tion, and  five  days  after  the  initial  onset  of  his  ill- 
ness, a complete  paralysis  was  present  in  the  right 
side  of  his  face.  The  vertigo,  however,  began  to 
improve  almost  immediately  and  completely  cleared 
within  one  week  of  onset.  Skin  lesions  cleared  rapid- 
ly within  four  days  after  admission  to  the  hospital. 
Facial  movement  began  to  return  slowly  one  week 
after  paralysis  became  complete,  and  complete  re- 
covery occurred  after  a total  time  of  three  weeks 
from  the  onset  of  the  complete  facial  paralysis.  No 


Fig.  3.  Left  ear  showing  area  of  herpetic  involve- 
ment. 


residual  weakness  or  vertigo  was  present  at  any  time, 
and  the  patient  was  followed  approximately  one  year 
on  an  outpatient  basis. 

Case  3.  A 33-year-old  white  male  first  noted  a 
small  amout  of  “itching”  on  his  left  ear  four  days 
prior  to  examination.  Twenty-four  hours  later,  a 
pain  was  present  in  the  external  auditory  canal,  and 
at  the  end  of  that  same  day,  he  noted  a “breaking 
out”  on  the  ear.  He  had  no  tinnitus  and  no  loss  of 
hearing.  Three  days  after  this,  the  patient  noted  a 
partial  lack  of  motion  of  the  face  on  the  same  side, 
and  this  progressed.  The  patient  received  penicillin 
and  corticosteroid  from  his  family  physician.  At  the 
time  of  examination,  there  were  herpetic  lesions  in 
the  auricular  area  corresponding  to  the  area  of 
Hunt  and  also  down  the  posterior  canal  wall  and 
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Fig.  4.  Patient  K.  N.  showing  left  facial  paralysis, 
early. 


posterior  half  of  the  tympanic  membrane.  There 
was  complete  facial  paralysis. 

The  patient  was  placed  on  nicotinic  acid  at  this 
time,  and  seen  by  the  ophthalmologist  who  reported 
intact  corneal  reflex  and  no  abnormalities  of  the 
cornea.  A week  later  the  patient’s  ear  lesions  were 
clearing,  but  there  was  no  motion  in  the  face.  Two 
weeks  after  the  initial  paralysis,  the  patient  noted 
that  the  face  began  to  move,  he  was  able  to  close 
his  eye  for  the  first  time,  and  the  corner  of  his  mouth 
was  able  to  move  slightly.  He  had  complete  motion 
recovery  five  weeks  after  the  initial  onset  of  his 
difficulties.  The  patient  had  some  pain  in  the  area 
of  the  distribution  of  the  facial  nerve,  especially  in 
the  auricle,  until  the  complete  clearing  of  the  paraly- 
sis. He  has  normal  movement  at  this  time,  almost 
one  year  after  the  onset  of  his  illness.  No  vertigo  or 
hearing  loss  was  ever  experienced.  An  audiogram  was 
within  limits  of  normal  except  for  a high  tone  loss 
which  had  been  present  on  a routine  examination 
three  years  prior  to  this  illness. 

Etiology 

The  causative  agent  in  herpes  zoster  is  reported 
to  be  a filterable  virus  similar  morphologically  and 
immunologically  to  the  virus  of  varicella  (chicken- 
pox).^  The  relationship  of  these  two  viruses  is 
unknown.  They  may  be  two  viruses  with  over- 
lapping antigenicity,  or  the  virus  of  herpes  may  be 


the  varicella  virus  itself  which  has  become  neuro- 
tropic. It  is  hypothesized  that  the  neurotropic  vari- 
cella virus  enters  the  nerve  cell  and  remains  dor- 
mant for  years  until  some  environmental  trauma, 
such  as  exposure  to  cold  or  pressure,  cause  re- 
activation of  the  virus  along  the  posterior  root 
liber. 

Pathology 

Hunt  postulated  that  the  geniculate  ganglion 
was  the  site  of  involvement  by  the  virus  in  herpes 
zoster  oticus,  but  this  has  not  stood  the  scrutiny 
of  pathologic  study.  Hunt-  described  the  post- 
mortem changes  in  only  one  of  his  several  writ- 
ings, and  in  that  case,  the  geniculate  ganglion  was 
not  examined.  Kettel,'*  and  Denny-Brown,  Adams 
and  Fitzgerald®  have  presented  typical  cases  in 
which  the  geniculate  ganglion  cells  were  normal. 
A case  reported  by  Findlay®  showed  only  minor 
changes  in  the  geniculate  ganglion,  and  a case 
reported  by  Sachs  and  House’^  did  not  have  an 
abnormal  ganglion.  All  cases,  however,  showed 
heavy  infiltration  of  the  seventh  nerve  with  lym- 
phocytes. This  is  quite  typical  of  a viral  infection. 
A further  case  reported  by  Maybaum  and  Druss® 
demonstrated  ganglion  cell  degeneration;  however, 
this  was  complicated  by  periarteritis  nodosa  and 
bilateral  separative  labyrinthitis.  The  degenerative 
changes  in  this  case  were  not  typical  for  herpes 
zoster. 

What  is  the  cause  of  the  skin  lesions  with 
herpes  zoster  of  the  seventh  nerve?  There  are  two 
possible  explanations:  There  is  spread  to  the 
other  nerves  in  close  proximity,  as  the  tenth  nerve, 
and  in  some  cases  as  the  ninth.  Cases  have  been 
reported  with  typical  lesions  following  the  course 
of  these  nerves  as  well  as  the  facial  paralysis  of 
herpes  zoster  oticus.®-  “ The  second  possibility 
is  that  the  seventh  nerve  actually  supplies  sensory 
innervation  to  the  area  of  the  skin  of  the  canal 
and  auricle.  There  is  no  clear-cut  answer.  Hunt 
proposed  and  defended  the  cutaneous  distribution 
of  the  seventh  nerve  as  an  embryonic  vestige. 
Anatomy  texts  do  refer  to  a small  branch  given 
off  from  near  the  beginning  of  chorda  tympani 
which  forms  a communication  with  the  auricular 
branch  of  the  vagus.  Morris^-  refers  to  this  as  the 
cutaneous  sensory  branch  of  the  facial  nerve. 
Furlow,^®  and  Clark  and  Taylor,^^-  however, 
sectioned  the  nervus  intermedins  in  separate  pa- 
tients and  could  find  no  areas  of  anesthesia  on  or 
about  the  auricle,  canal  or  tympanic  membrane. 
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They  did,  however,  note  a reduction  in  sensitivity 
of  the  drum  and  adjacent  part  of  the  deep  canal. 
The  testing  of  relative  sensitivity  is,  of  course, 
difficult  to  do  as  well  as  to  evaluate. 

The  auricular  branch  of  the  vagus  arises  from 
the  jugular  ganglion  and  enters  the  temporal  bone 
through  a foramen  in  the  lateral  wall  of  the  jug- 
ular foramen.  It  communicates  with  the  facial 
nerve  and/or  lies  in  contact  with  it  as  far  as  the 
stylomastoid  foramen.  Behind  the  auricle,  the 
branch  divides  into  two  branches,  one  of  which 
joins  the  posterior  auricular  division  of  the  facial 
while  the  other  supplies  sensory  fibers  to  the  pos- 
terior and  inferior  parts  of  the  external  auditory 
canal  and  the  back  of  the  auricle.  This  nerve  also 
supplies  twigs  to  the  osseous  part  of  the  external 
auditory  meatus  and  to  the  lower  part  of  the  outer 
surface  of  the  tympanic  membrane.  These  areas 
correspond  to  Hunt’s  primary  and  secondary 
geniculate  areas.  It  should  be  noted  that  the  facial 
and  eighth  nerve  share  the  same  canal  in  the  tem- 
poral bone  medial  to  the  cochlea.  It  is  easily  pos- 
tulated, therefore,  that  an  infection  which  is  pres- 
ent in  a sensory  nerve — the  small  area  of  the 
seventh  or  tenth,  as  herpes  is  prone  to  do — may 
spread  quite  easily  to  a nerve  tissue  which  is  ana- 
tomically adjacent  and  frequently  contiguous  with 
it.  The  level  of  the  spread  or  the  extent  of  involve- 
ment may  account  for  the  various  degrees  of  this 
syndrome. 

Treatment 

The  treatment  of  herpes  zoster  oticus  is  unsat- 
isfactory. Chlortetracycline^®  and  chlorampheni- 
coT"  have  been  advocated,  but  further  testing  by 
Carter^®  has  proved  them  unsatisfactory.  The  re- 
sults of  steroids  have  failed  to  withstand  careful 
scrutiny.^®  Recent  studies  of  the  anti-inflammatory 
agent  G 27202,-®  a metabolite  of  Phenylbutazone, 
are  promising  but  unproved.  Surgical  decompres- 
sion of  the  facial  nerve  was  advocated  by  Ballance 
and  Duel.-^  This  is  disputed  by  KetteF-  because 
the  basic  pathology  is  proximal  to  the  geniculate 
ganglion  and  is  not  the  area  approached  by  the 
usual  decompression  operations.  Until  more  mod- 
ern antiviral  drugs  are  available,  we  must  limit 
ourselves  to  relief  of  pain  and  other  symptomatic 
treatment. 

In  our  limited  series  of  three  cases,  the  progno- 
sis has  been  excellent.  However,  the  literature 
reports  many  cases  of  incomplete  recovery  of 
motion  of  the  facial  muscles.  More  important, 
those  cases  which  acquire  cochleovestibular  syn- 


drome pathology  frequently  have  residual  diffi- 
culty within  the  eighth  nerve  complex. 

Conclusion 

The  entity  of  herpes  zoster  oticus  has  been  re- 
viewed as  to  etiology,  pathology,  and  treatment. 
Three  additional  cases  are  reported  in  which  ex- 
cellent results  have  been  obtained  by  symptomatic 
therapy.  Postulation  as  to  the  method  of  spread 
into  motor  nerves  is  presented.  • 


GENERIC  AND  TRADE  NAMES  OF  DRUGS 

lodochlorhydroxyquin — Vioform®,  Ciba  Pharmaceutical  Co., 
New  Jersey. 

Meclizine  HCl  and  Pyridoxine  HCl — Bonadoxin®,  Roerig 
and  Company,  New  York. 

Chlortetracycline — Aureomycin®,  Lederle  Laboratories,  New 
York. 

Chloramphenicol — Chloromycetin®,  Parke.  Davis  and  Com- 
pany, Michigan. 
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Electrophoresis  for  the  practicing  physician 

Elmer  W.  Koneman,  MD,*  Billings 


Part  /.  Basic  Principles 

Electrophoretic  analyses  of  blood  proteins 
can  be  a useful  diagnostic  aid  for  the 
physician. 

Electrophoretic  separation  and  quantitation 
of  the  various  blood  protein  and  hemoglobin 
fractions  has  been  well  established  as  a valu- 
able diagnostic  procedure.  Conventional  methods 
for  serum  protein  evaluation,  such  as  the  A/G 
ratio,  are  less  accurate  and  give  limited  in- 
formation. Despite  a number  of  recent  publica- 
tions concerning  the  clinical  applications  of  pro- 
tein electrophoresis,^  '^  many  physicians  still  either 
do  not  employ  the  method  or  do  not  obtain  max- 
imum possible  information  from  it.  Perhaps  this 
is  attributable  to  a lack  of  understanding  of  cer- 
tain simple  basic  chemical  and  physiological  prin- 
ciples involved  in  the  interpretation  of  the  data. 
The  purpose  of  this  series  of  papers  is  to  attempt 
to  make  the  various  types  of  electrophoretic  anal- 
yses meaningful  to  the  physician  and  applicable 
in  his  daily  practice.  Subsequent  presentations  in- 
clude : 

II.  Analysis  of  Routine  Serum  Electrophoretic 
Patterns. 

III.  Electrophoresis  in  the  Diagnosis  of  the  Hem- 
oglobinopathies and  Thalassemia  Syndrome. 

IV.  Clinical  Application  of  Immunoelectrophore- 
sis and  Immunodiffusion. 

Chemical  principles 

Fig.  1 . depicts  a normal  electrophoretic  separa- 
tion of  serum  proteins  on  filter  paper.  Why  do 
proteins  migrate  in  an  electrophoretic  system? 
Why  do  the  rates  of  migration  vary  with  different 
proteins?  All  proteins  possess  on  their  molecular 
surface  a net  electrical  charge  derived  from  ex- 
posed free  amino  (H3N+)  groups  or  free  carboxyl 
(COO")  groups  within  certain  constituent  amino 
acids.  A typical  amino  acid  containing  each  group 
can  be  illustrated  by  the  following  formula: 


* From  the  Department  of  Pathology,  Billings  Clinic,  and 
Deaconess  Hospital,  Billings,  Montana.  This  is  the  first  of 
four  articles  upon  electrophoresis  to  be  submitted  by  Dr. 
Koneman. 


R 

+H3N— CH— COO- 

In  this  form,  known  as  the  zwitterion,  the  nega- 
tive and  positive  charges  cancel  each  other  leaving 
the  amino  acid  as  a whole  electrically  neutral.  The 
pH  at  which  an  amino  acid  or  protein  is  electrical- 
ly neutral  is  known  as  the  isoelectric  point.  The 
isoelectric  point  varies  with  each  protein  type  de- 
pendent upon  the  relative  number  of  free  amino 
and  carboxyl  groups  contained.  If  the  pH  of  the 
aqueous  medium  containing  the  protein  is  lowered, 
the  excess  (H+)  ions  combine  with  and  neutralize 
the  carboxyl  groups,  leaving  the  protein  with  a 
net  positive  charge: 

R R 

H"  + +H3N— CH— COO"  -»  +H3N— CH— COOH 
By  virtue  of  its  positive  charge,  this  protein  mi- 
grates toward  the  negative  electrode.  In  practice, 
the  electrophoretic  separation  of  serum  proteins 
is  performed  at  a pH  on  the  alkaline  side  of  the 
isoelectric  point  of  any  constituent  protein.  In  this 
instance,  the  excess  hydroxyl  groups  combine 
with  the  hydrogen  of  the  amino  group,  leaving  the 
protein  with  a net  negative  charge.  Therefore,  in 
routine  electrophoresis  the  proteins  migrate  to- 
ward the  anode: 

R 

OH-  + +H3N— CH— COO > 

R 

HoN— CH— COO-  + HoO 
The  greater  the  separation  of  the  isoelectric 
point  of  a protein  from  the  pH  of  its  aqueous 
solvent,  the  greater  the  net  charge  and  the  faster 
it  will  migrate  in  a controlled  electrophoretic 
system.  Of  the  serum  proteins,  albumin  has  the 
lowest  average  isoelectric  point,  about  4.5.  The 
pH  of  the  solvent  buffer  employed  in  routine 
serum  electrophoresis  is  8.6.  As  seen  in  Fig.  1, 
albumin  shows  the  farthest  migration  toward  the 
anode.  On  the  other  hand,  gamma  globulin,  with 
an  average  isoelectric  point  near  7.0,  has  much 
less  net  negative  charge,  and  migrates  little  if  at 
all.  As  a matter  of  fact,  the  major  portion  of  the 
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gamma  globulin  fraction  may  diffuse  to  the  cath- 
ode side  of  the  point  of  application  under  the  in- 
fluence of  endosmotic  buffer  flow  against  the  di- 
rection of  electrical  migration. 

The  electrical  charge  of  a protein  varies  de- 
pendent upon  its  chemical  structure,  in  particular, 
upon  the  relative  number  of  amino  acids  possess- 
ing exposed  negative  and  positive  charges.  Pro- 
teins of  a similar  isoelectric  point  tend  to  cluster 
within  a narrow  zone.  Five  such  zones  are  ob- 
tained from  serum  proteins  in  a conventional 
electrophoretic  system  using  either  filter  paper  or 
cellulose  acetate  as  the  supporting  medium  (Fig. 
1).  The  serum  proteins  may  be  separated  into  a 
large  number  of  fractions  if  agar  (disc  electro- 
phoresis) or  gels  (gel  electrophoresis)  are  used 
as  the  supporting  medium,  since  the  very  fine 
porosity  of  these  materials  makes  protein  separa- 
tion dependent  upon  molecular  size  as  well  as 
magnitude  of  charge.  To  date,  however,  separa- 
tion of  serum  proteins  into  more  fractions  than  the 
five  obtained  with  routine  paper  electrophoresis 
has  not  resulted  in  a significant  diagnostic  ad- 
vantage. 

Physiologic  principles 

Several  reports  have  recently  been  published 
attempting  to  relate  serum  protein  alterations  to 
specific  diseases. Although  these  reports  are 
most  valuable  in  orienting  the  novice  in  electro- 
phoretic interpretation  to  the  serum  protein 
changes  which  may  occur  in  a variety  of  specific 
diseases,  they  have  the  disadvantage  of  leaving 
the  reader  with  the  impression  that  certain  dis- 
eases may  have  characteristic  protein  alterations 


which  should  be  present  in  the  majority  of  cases. 
Very  few  electrophoretic  patterns  are  in  and  of 
themselves  diagnostic  of  a specific  disease — the 
patterns  are  of  value  only  in  light  of  a thorough 
understanding  of  the  physiological  alterations 
which  may  exist  in  an  individual  patient  as  re- 
vealed by  the  clinical  history,  the  physical  ex- 
amination and  other  laboratory  data.  Any  labora- 
tory test  ordered  by  a physician  is  evaluated  only 
by  an  understanding  of  the  manner  of  synthesis 
and  degradation  or  loss  of  the  substance  under 
consideration,  since  the  serum  level  at  any  time 
represents  nothing  more  than  a dynamic  equilib- 
rium between  its  synthesis  and  loss.  Likewise,  in 
the  evaluation  of  an  electrophoretic  pattern,  the 
proper  interpretation  requires  a basic  knowledge 
as  to  the  site  and  manner  of  synthesis  and  loss 
of  each  of  the  separate  protein  fractions.  Although 
specific  alterations  in  serum  proteins  may  be 
characteristic  of  certain  diseases,  no  two  patients 
with  the  same  disease  will  show  identical  physio- 
logical changes.  The  electrophoretic  analysis  has 
its  greatest  value  not  in  making  the  original  diag- 
nosis, but  in  giving  the  physician  a clear  picture  of 
the  physiological  alterations  in  a patient  with  a 
known  disease,  and  in  detecting  specific  complica- 
tions or  superimposed  secondary  diseases  not 
readily  found  by  other  methods.  By  evaluating 
each  separate  protein  fraction  as  a balance  be- 
tween synthesis  and  loss,  the  physiological  mech- 
anisms producing  any  alterations  can  then  be  un- 
derstood and  correlated  with  the  disease  process 
as  to  the  sites  and  manner  of  synthesis  and  loss 
as  a whole.  This  approach  to  electrophoretic  anal- 
ysis will  be  presented  in  full  in  Part  II  of  this 
series. 

A few  examples  may  serve  to  clarify  the  above 
remarks.  Fig.  2 represents  an  electrophoretic  trac- 
ing as  seen  in  the  nephrotic  syndrome.  Decreases 
are  noted  in  total  protein,  albumin,  alpha- 1 glob- 
ulin, beta  globulin  and  gamma  globulin.  Alpha-2 


Fig.  2 Electrophoretic  Pattern  in  Nephrotic  Syn- 
drome. 
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globulin  is  conspicuously  elevated.  Why?  The 
damaged  renal  glomerular  membrane  allows  pas- 
sage of  proteins  of  relatively  large  molecular 
weight  which  are  normally  retained  in  health.  This 
profuse  renal  loss  of  protein  results  in  a marked 
increase  in  protein  synthesis,  but  insufficient  to 
meet  the  loss.  A major  portion  of  the  alpha-2 
globulin  is  composed  of  large  19S  alpha-2  macro- 
globulins which  do  not  pass  even  the  damaged 
glomerular  membrane.  Since  there  is  a compen- 
satory increase  in  synthesis  of  these  macroglob- 
ulins as  part  of  the  generalized  increase  in  protein 
synthesis  with  no  significant  increase  in  loss,  they 
accumulate  in  the  serum  and  produce  a prominent 
spike  in  the  alpha-2  region  of  the  electrophoretic 
pattern.  Other  conditions  in  which  proteins  are 
lost  from  the  intravascular  space,  such  as  edema 
or  effusions,  never  result  in  this  degree  of  com- 
pensatory synthesis  or  loss  and  the  alpha-2 
globulin  in  these  conditions  is  either  in  normal 
range  or  only  slightly  elevated.  Therefore,  a con- 
spicuous elevation  in  alpha-2  globulin  despite  gen- 
eral protein  depletion  points  to  primary  protein 
loss  through  the  kidney.  The  quantitation  of  serum 
alpha-2  macroglobulin  may  be  of  value  in  de- 
tecting early  cases  of  the  nephrotic  syndrome 
where  neither  the  clinical  nor  electrophoretic  al- 
terations are  diagnostic.  These  quantitation  pro- 
cedures for  measuring  various  protein  subfrac- 
tions will  be  presented  in  Part  IV  of  this  series. 

Fig.  3a  represents  the  electrophoretic  pattern  in 
acute  stress  or  inflammation.  The  decrease  in  al- 


Fig.  3a.  Electrophoretic  Pattern  in  Acute  Inflamma- 
tion. 


Fig.  3b.  Acute  Inflammatory  Pattern  with  Marked 
Decrease  in  Albumin  Suggesting  Superimposed  Ef- 
fusion. 


bumin  results  presumably  from  increased  de- 
gradation in  response  to  acute  injury.  Elevations 
in  alpha- 1 and  alpha-2  globulins  are  secondary  to 
an  increase  in  liver  synthesis  of  various  glyco- 
proteins and  mucoproteins,  again  indicative  of  a 
non-specific  reaction  to  acute  infection  or  stress. 
Fig.  3b  also  represents  an  acute  inflammatory 
response,  but  differs  from  Fig.  3a  in  that  the 
albumin  is  greatly  decreased.  In  uncomplicated 
acute  inflammation  the  level  of  albumin  is  rarely 
depressed  below  2.8  grams %,  certainly  not  below 
2.5  grams%.  When  albumin  levels  are  below  this, 
as  shown  in  Fig.  3b,  a secondary  loss  of  albumin 
must  be  considered  and  the  site  of  albumin  loss 
accounted  for.  This  situation  is  most  frequently 
seen  in  acute  pneumonitis  with  effusion,  but  is 
also  quite  characteristic  of  patients  with  extensive 
body  burns. 

The  electrophoretic  pattern  seen  in  chronic  in- 
flammation is  seen  in  Fig.  4a.  The  gamma  glob- 
ulin fraction  is  distinctly  elevated.  Gamma  glob- 
ulins are  synthesized  in  the  reticuloendothelial 
system,  and  are  overproduced  in  response  to  the 
chronic  inflammatory  process.  For  purposes  of 
this  discussion,  let  us  assume  that  the  pattern 
shown  in  Fig.  4a  is  from  a patient  with  systemic 
lupus  erythematosus  (SEE).  There  is  little  evi- 
dence of  acute  activity  in  the  pattern  as  shown. 
However,  if  the  albumin  were  decreased,  and  the 
alpha- 1 and  alpha-2  globulins  elevated,  the  alter- 
ations would  be  reminiscent  of  the  acute  inflam- 
matory response  discussed  above,  indicating  a 
superimposed  acute  inflammation.  It  would  be 
necessary  for  the  physician  to  decide  whether  this 
represented  active  SEE,  or  a non-related  acute  in- 
flammation such  as  pneumonia.  The  pattern  seen 
in  Fig.  4b  also  might  be  from  a patient  with  SEE. 
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Fig.  4a.  Electrophoretic  Pattern  in  Chronic  Inflam- 
mation. 


The  gamma  globulin  is  elevated  as  before;  how- 
ever, the  remaining  portion  of  the  pattern  has  a 
striking  similarity  to  the  alterations  seen  in  the 
nephrotic  syndrome  as  discussed  above.  Although 
the  physician  may  have  suspected  this  complica- 
tion because  of  proteinuria  and  edema,  the  elec- 
trophoretic pattern  gives  an  exacting  indication  of 
the  severity  of  the  process.  Fig.  4c  shows  yet 
another  pattern  which  might  be  seen  in  SLE. 
Again  the  gamma  globulin  is  elevated;  however, 
alpha- 1 and  alpha-2  globulins  are  distinctly  de- 
creased. These  two  fractions  are  synthesized  in 
the  liver  and  are  sensitive  indicators  of  liver  func- 
tion. Such  a pattern  in  a case  of  SLE  would  in- 
dicate hepatic  involvement.  In  many  patients  with 
a positive  LE  test  and  liver  disease  (“Lupoid 
Hepatitis”),  the  gamma  globulin  is  more  strikingly 
elevated,  almost  simulating  the  “M”  spike  of 
paraproteinemia. 

Thus,  in  the  imaginary  patient  with  SLE,  a 
variety  of  electrophoretic  alterations  have  been 
presented.  This  points  out  that  no  one  pattern  is 
characteristic  of  a specific  disease,  but  must  be 


Fig.  4b.  Chronic  Inflammatory  Pattern  with  Super- 
imposed Early  Nephrotic  Syndrome. 


Fig.  4c.  Chronic  Inflammatory  Pattern  with  Super- 
imposed Primary  Liver  Disease. 

viewed  as  reflecting  any  number  of  physiological 
alterations  which  might  occur  from  complications 
or  secondary  disease.  The  physician  skilled  in  the 
interpretation  of  electrophoretic  patterns  can  often 
detect  subtle  alterations  indicating  an  early  com- 
plication not  detected  by  other  signs  or  tests.  For 
instance,  what  if  the  seemingly  characteristic  ele- 
vation of  gamma  globulin  is  absent  in  a case  of 
SLE?  This  does  not  mean  that  the  patient  cannot 
have  SLE,  but  only  that  there  are  physiological 
alterations  present  hindering  antibody  production. 
This  could  represent  either  a lack  of  immunologic 
response  or  remission  from  therapy.  In  fact,  one 
of  the  chief  values  of  the  electrophoretic  pattern 
is  the  evaluation  of  the  results  of  therapy  in  that 
improvement  in  a previous  pathological  alteration 
can  be  easily  traced. 

(To  Be  Continued.) 
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Auscultation  of  the  neck 

Incidence  of  cervical  bruits  in 
4,296  consecutive  patients 
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A study  of  the  relation  of  cervical  bruits 
and  arteriosclerosis  of  the  carotid  arteries. 

Examination  of  the  arteries  in  the  neck  has 
become  important  as  we  have  learned  that  these 
large  and  accessible  vessels  are  responsible  for 
many  strokes.  Although  an  article  in  Good  House- 
keeping suggests  that  arteriography  may  become 
. a routine  feature  of  a thorough  physical 
checkup,”^  simpler  methods  of  examination  are 
preferred.  Palpation  is  simple  but  has  several 
deficiencies.  Absence  of  a carotid  pulse  indicates 
that  the  disease  already  is  far-advanced.  A weak 
pulse  may  indicate  an  earlier  stage  of  disease,  but 
evaluation  of  pulse  volume  in  the  neck  has  been 
found  unreliable.^  Thus  auscultation  is  the  pre- 
ferred screening  technique.  Some  physicians  re- 
port that  a bruit  is  indicative  of  atherosclerosis.® 
Others  conclude:  “In  the  absence  of  a conducted 
murmur  from  the  heart,  a systolic  bruit  over  the 
(carotid)  artery  is  reliable  evidence  of  partial 
stenosis. 

As  we  began  to  listen  to  the  neck  more  regu- 
larly, we  began  to  doubt  such  advice.  We  found 
bruits  to  be  much  more  common  than  the  ex- 
pected incidence  of  stenosis.  Therefore,  this  study 
was  designed  to  evaluate  the  significance  of  cervi- 
cal bruits  by  determining  their  frequency  in  a 
large  and  random  group  of  patients. 

Methods 

Four  internists  agreed  to  complete  a bruit  data 
card  for  each  patient  seen  in  their  offices.  During 
the  period  of  study,  4,500  patients  were  seen.  A 
satisfactory  neck  examination  report  was  com- 

* Presented  at  the  Montana-Wyoming  Regional  Meeting, 
American  College  of  Physicians,  Helena,  Montana,  October 
23,  1965.  From  the  Department  of  Internal  Medicine,  the 
Western  Montana  Clinic,  Missoula,  Montana. 


pleted  in  4,296  (95%).  The  standard  method  of 
examination  was  as  follows:  The  patient  was  seated 
with  his  head  in  a neutral  position.  The  bell  of 
the  stethoscope  was  applied  lightly  in  the  supra- 
clavicular fossa,  over  the  carotid  bifurcation  at 
the  angle  of  the  jaw,  and  over  the  carotid  at  the 
superior  margin  of  the  clavicle.  If  a bruit  was 
heard,  the  murmur  of  aortic  stenosis  was  sought, 
blood  pressure  was  measured  in  each  arm  and  the 
patient  was  questioned  regarding  cerebrovascular 
symptoms. 

Findings 

Observer  Variation:  Different  examiners  re- 
corded a widely  different  incidence  of  bruits 
(Table  1).  Doctor  A found  a bruit  in  12%  of  his 


TABLE  1 

INCIDENCE  OF  BRUIT  IN  4,296  PATIENTS 


DOCTOR 

PATIENTS 

BRUIT 
No.  % 

A 

834 

102  12 

B 

1,148 

62  5 

C 

1,310 

31  2 

D 

• 1,004 

47  5 

4,296 

242  (6) 

patients  whereas  Doctor  C noted  a 2%  incidence. 
Since  the  audiogram  of  each  examiner  was  nor- 
mal, factors  other  than  acuity  were  important. 
In  addition  to  differences  in  skill  and  interest  of 
the  examiners,  differences  in  patient  population 
may  be  responsible.  This  sort  of  discrepancy  be- 
tween observers  needs  to  be  recognized  in  many 
clinical  studies. 

The  Transmitted  Murmur  of  Aortic  Stenosis:  A 
bruit  was  heard  in  299  patients,  57  of  whom  also 
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had  an  aortic  systolic  murmur  of  at  least  grade  II 
intensity.  Since  there  are  no  good  criteria  to  indi- 
cate whether  such  a bruit  arises  in  the  neck  artery 
or  is  transmitted  from  the  aortic  valve,  these  cases 
will  be  considered  in  a separate  report. 

The  Arterial  Bruit:  In  242  patients  with  a bruit 
there  was  no  murmur  of  aortic  stenosis.  Almost 
two-thirds  of  these  patients  probably  were  normal 
as  they  were  less  than  30  years  old,  had  no  cere- 
brovascular symptoms,  and  had  symmetric  blood 
pressure  in  the  arms.  Of  605  youngsters  (age  10 
to  19),  a bruit  was  found  in  14%.  At  the  other 
end  of  the  age  scale,  bruits  again  were  fairly  com- 
mon (Fig.  1). 


INCIDENCE  OF  BRUIT  BY  AGE 


yrs.  0-9  10-19  20-29  30-39  40-49  50-59  60-69  70-79  80-89 

Fig.  1.  Incidence  of  bruit  by  age.  The  number  above 
each  black  bar  indicates  the  number  of  persons  in 
that  age  group. 

The  Venous  Hum:  This  whirring  sound  usually 
is  continuous  but  may  be  accentuated  in  diastole. 
It  is  of  no  significance  unless  mistaken  for  a mur- 
mur or  an  arterial  bruit.  Identification  is  easy.  The 
hum  can  be  obliterated  by  light  compression  of 
the  jugular  vein  higher  in  the  neck;  it  disappears 
or  diminishes  when  the  patient  lies  down.  A ve- 
nous hum  was  present  in  100  persons,  most  of 
whom  were  below  age  20.  However,  five  patients 
with  a hum  were  age  50  to  59  and  one  was  73. 

Discussion 

Hope  that  some  strokes  can  be  prevented  has 
been  generated  by  the  recognition  that  many  are 
due  to  disease  in  large  and  accessible  arteries  in 
the  neck.  Stroke-susceptible  persons  could  be 
identified  if  their  extracranial  vascular  disease 
could  be  recognized  in  the  pre-symptomatic  stage. 
This  requires  full  understanding  of  office  technics 


for  neck  artery  examination,  of  which  ausculta- 
tion is  the  most  important. 

However,  auscultation  demonstrates  a bruit  in 
a large  number  of  presumably  healthy  young  peo- 
ple. Other  observers  likewise  have  described 
bruits  in  20%  of  people  below  age  30.  Not  only 
is  arterial  disease  unlikely  at  this  age,  but  in  the 


Fig.  2.  Phonoangiogram  of  an  innocent  bruit  of  a 
17 -year-old  wrestler.  The  microphone  {upper  tracing) 
is  over  the  midportion  of  the  left  carotid  artery. 
Duration  of  the  bruit  (0.07  sec.)  is  25%  of  mechan- 
ical systole.  The  lower  tracing  represents  the  indirect 
carotid  pulse  wave  recorded  on  the  right. 

next  older  age  groups  bruit  incidence  drops  mark- 
edly. It  is  unlikely  that  arterial  stenosis  has  dis- 
appeared. More  likely  is  the  hypothesis  that  some 
innocent  hemodynamic  factor  or  arterial  charac- 
teristic causing  bruits  becomes  less  common  as 
adulthood  proceeds. 

However,  what  interpretation  should  be  given 
to  a bruit  in  an  asymptomatic  man  of  50  years? 
This  patient  needs  a detailed  inquiry  regarding 
cerebral  ischemic  attacks,  ophthalmodynamometry 
for  measurement  of  retinal  artery  pressure,  eval- 
uation of  family  history,  blood  pressure,  serum 
cholesterol  concentration,  diabetes  and  other  fac- 
tors known  to  predispose  to  arterial  disease. 

In  our  experience,  this  type  of  inquiry  usually 


Fig.  3.  Phonoangiogram  of  a stenotic  bruit  of  a 74- 
year-old  man  with  attacks  of  gray  vision  and  stagger- 
ing. Diastolic  retinal  artery  pressure  was  40  units 
on  the  left,  70  units  on  the  right.  The  microphone 
(upper  tracing)  is  over  the  carotid  bifurcation  on  the 
left.  The  bruit  is  long  (0.25  sec.)  and  occupies  65% 
of  systole. 
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Fig.  4.  Left  carotid  arteriogram  of  patient  described 
in  Fig.  3.  Stenosis  is  present  near  the  origin  of  the 
internal  carotid.  After  surgical  repair,  ischemic  at- 
tacks disappeared  and  left  retinal  artery  pressure  was 
slightly  higher  than  on  the  right.  (Arteriogram  and 
surgical  data  courtesy  of  Dr.  D.  H.  Farnham.) 

ends  in  frustrating  uncertainty.  Therefore,  we 
have  been  led  to  a detailed  study  of  the  bruit  it- 
self, searching  for  auscultatory  features  which 
might  characterize  a bruit  as  innocent  or  stenotic. 
Phonoangiograms  of  20  healthy  young  people 


indicate  that  the  bruit  invariably  is  brief,  occupy- 
ing less  than  45%  of  systole  (mean,  28%).  Fur- 
thermore, the  innocent  bruit  occurs  early  in  sys- 
tole; it  is  separated  from  the  second  heart  sound 
by  at  least  0.10  seconds  (Fig.  2).  In  contrast, 
the  bruit  in  patients  with  documented  stenosis  is 
long,  occupying  at  least  60%  of  systole  (mean, 
74%).  The  stenotic  bruit  extends  into  the  latter 
part  of  systole,  within  0.09  seconds  (mean,  0.05 
sec.)  of  the  second  heart  sound  (Figs.  3 and  4). 

We  have  not  yet  encountered  a long  bruit,  ex- 
tending close  to  the  second  heart  sound,  in  a 
healthy,  asymptomatic  patient. 

Summary 

Auscultation  of  the  neck  in  4,296  consecutive 
office  patients  revealed  299  with  bruits.  Fifty- 
seven  had  -an  associated  aortic  systolic  murmur. 
The  remaining  242  bruit  patients  were  predom- 
inantly young  and  presumably  healthy.  We  con- 
clude that  a cervical  bruit  does  not  necessarily 
indicate  arterial  disease.  The  important  problem 
is  to  discover  reliable  auscultatory  criteria  which 
distinguish  the  innocent  from  the  stenotic  bruit. 
Available  data  indicate  that  the  stenotic  bruit 
occupies  most  of  systole  and  extends  close  to  the 
second  heart  sound.  • 
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Differential  Diagnosis  cont.  from  page  28 

clinically  misdiagnosed.  They  concluded  that  diag- 
nostic errors  were  due  less  to  lack  of  knowledge 
of  medical  facts  than  to  lack  of  mental  alertness, 
thoroughness,  and  the  habits  of  critical  thought. 
Frequent  mistakes  included  (1)  failure  to  obtain 
routine  screening  tests,  particularly  chest  x-rays; 
(2)  ignoring  positive  symptoms,  signs  or  labora- 
tory tests  which  did  not  fit  in  with  the  diagnostic 
impression;  (3)  failure  to  repeat  pertinent  labora- 
tory tests;  (4)  ascribing  the  present  illness  entire- 
ly to  complications  of  a previously  diagnosed  dis- 


ease; (5)  false  sense  of  security  engendered  by 
misleading  negative  laboratory  reports;  particular- 
ly x-ray  films  which  did  not  disclose  the  lesion; 
and  (6)  on  long  illnesses,  failure  to  review  and 
summarize  the  accumulated  data  and  to  repeat 
the  physical  examination  at  intervals. 

These  principles,  obvious  though  they  may 
seem,  deserve  to  be  re-read  periodically,  as  does 
the  entire  article. 

WARREN  D.  BOWMAN,  JR.,  MD, 
Montana  Scientific  Editor 


* Gruver,  R.  H.  and  Freis,  E,  D,:  A study  of  diagnostic 
errors.  Ann.  Int.  Med,  47:108,  1957. 
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Mycoplasma  pneumoniae — a common  cause 

of  respiratory  infection* 


This  article  is  based  upon  the  incidence 
of  respiratory  infection  accompanied  by 
positive  cold  agglutinins,  though  their 
correlation  with  mycoplasma  infection 
is  less  than  100  per  cent.  Such  a study 
has  value  and  should  be  encouraged. 

Mycoplasma  pneumoniae  infection  in  this  com- 
munity has  been  suspected  only  infrequently  in 
the  past.  During  the  recent  year  I have  made  a 
concerted  effort  to  identify  this  infection.  A pre- 
sumptive diagnosis  was  made  in  22  cold  agglutinin 
positive  cases.  On  the  basis  of  this  experience, 
Mycoplasma  pneumoniae  would  appear  to  be  a 
fairly  common  cause  of  respiratory  infection  in 
western  Montana  and  one  of  the  most  common 
causes  of  pneumonia  in  younger  adults.  Similar 
observations  have  been  made  elsewhere.^’  -•  ^ The 
current  incidence  is  so  great  in  the  Seattle  area 
that  Grayston  has  termed  it  epidemic. 

Most  often  Mycoplasma  pneumoniae  produces 
a mild  upper  respiratory  infection  but  may  pro- 
duce bronchitis  and  pneumonia.  Rarely,  the  pa- 
tient may  be  quite  ill  with  high  fever  and  pleuritic 
pain.  It  is  estimated  that  less  than  10%  of  infected 
individuals  develop  recognizable  bronchopneu- 
monia.^ 

Patients  generally  report  a history  of  low  grade 
fever,  malaise,  and  a slightly  productive  cough. 
Symptoms  of  several  months’  duration  were  seen 
on  at  least  two  occasions  in  my  series.  Injection 
of  the  pharynx  without  exudate  and  a mild  degree 
of  adenopathy  may  be  seen.  A cough  productive 
of  scanty,  clear,  or  slightly  colored  sputum  is  com- 

• From  the  Department  of  Internal  Medicine,  Western 
Montana  Clinic  at  Missoula. 


W.  A.  Reynolds,  MD,  Missoula 

mon.  Rales  may  be  heard  with  a negative  chest 
x-ray  and  a patchy  bronchopneumonia  seen  on 
x-ray  without  auscultatory  evidence.  The  course 
of  the  infection  is  variable  and  may  remain  mild 
and  self-limited.^'  ^ 

Presumptive  diagnosis  depends  primarily  on  a 
high  index  of  suspicion,  a negative  throat  or  spu- 
tum culture  for  pathogens  and  a positive  cold 
agglutinin  titer  during  the  course  of  the  illness. 
During  the  first  week  or  two  of  the  disease,  cold 
agglutinin  titer  is  either  negative  or  low.  Repeat 
determinations  of  the  cold  agglutinin  titer  will  be 
positive  in  over  90%  of  cases  of  pneumonia 
caused  by  Mycoplasma  pneumoniae.^'  ^ The  leu- 
kocyte count  is  usually  either  normal  or  slightly 
to  moderately  elevated.  Proof  of  infection  rests  on 
specific  serologic  tests  or  culture. 

The  cold  agglutinin  titer  is  the  most  commonly 
available  confirmatory  test  and,  although  not  spe- 
cific for  Mycoplasma  pneumoniae  infection,  is  a 
fairly  reliable  index  of  infection.  Most  authorities 
consider  titers  of  1:30  or  higher  as  significant.  In 
five  separate  series  of  cases  cited  in  the  literature, 
the  presence  of  a positive  cold  agglutinin  titer 
indicated  Mycoplasma  pneumoniae  infection  in 
72-92%  of  the  cases  as  proven  by  other  immuno- 
logic and  cultural  methods.^  However,  a recent 
study  of  239  cases  of  primary  atypical  pneumonia 
in  a military  hospital  gave  a different  result.  Of 
these  239  cases,  172  had  cold  agglutinins  but  only 
21%  of  the  cold  agglutinin  positive  cases  had 
immunologic  or  cultural  evidence  of  Mycoplasma 
pneumoniae  infection.  Conversely,  all  but  four 
of  the  41  cases  with  proved  M.  pneumoniae  infec- 
tions had  cold  agglutinins.^ 

Cold  agglutinins  are  rarely  found  with  proved 
viral  infections.^  Etiologic  identification  of  infec- 
tion other  than  Mycoplasma  that  cause  cold  ag- 
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glutinins  is  rarely  mentioned  in  the  literature. 
Wollheim  and  Williams  found  27  of  36  patients 
with  infectious  mononucleosis  to  have  cold  agglu- 
tinins (with  anti-i  specificity).^  We  have  found  a 
titer  of  1:512  in  a classical  case  of  infectious 
mononucleosis.  Two  cases  of  proven  streptococcal 
pharyngitis  developed  titers  of  1 : 64. 

The  organism,  Mycoplasma  pneumoniae,  is 
classified  as  a bacterium  as  it  can  be  cultured  on 
cell-free  media.  Initially  members  of  the  Myco- 
plasma genus  were  thought  to  be  viruses  because 
of  their  size.  Mycoplasma  pneumoniae,  formerly 
known  as  Eaton  agent,  is  one  of  the  pleuropneu- 
monia-like organisms  (PPLO).^ 

Several  immunological  tests  are  much  more 
specific  for  the  presence  of  Mycoplasma  pneumo- 
niae infection  and  the  most  satisfactory  of  these 
is  a complement  fixation  test.-  Unfortunately,  the 
antigen  is  not  available  commercially.  Culture  of 
the  organism  is  difficult  and  time-consuming  and 
is  not  adaptable  for  routine  clinical  use.^ 

The  importance  of  distinguishing  Mycoplasma 
pneumoniae  infection  from  viral  infection  is  self- 
evident  when  one  appreciates  the  fact  that  My- 
coplasma infections  respond  to  tetracycline  therapy. 
Mogabgab  has  presented  evidence  that  erythro- 
mycin is  also  effective.'^  The  literature  on  Myco- 
plasma infections  does  not  emphasize  the  need 
for  prolonged  therapy,  but  on  the  basis  of  my 
experience,  treatment  for  as  long  as  two  to  three 
weeks  is  often  necessary  in  cases  of  bronchitis  and 
pneumonia.  In  at  least  one  case  of  upper  respira- 
tory infection,  five  days  of  treatment  failed  to 
prevent  subsequent  development  of  pneumonia. 

Summary  of  local  experience 

The  following  observations  were  made  between 
January  1,  1965,  and  February  15,  1966,  on  pa- 
tients seen  by  the  author  in  his  private  practice. 

Ten  patients  with  x-ray  proven  pneumonia, 
cold  agglutinin  titers  of  1:32  or  higher  and  neg- 
ative sputum  cultures  were  encountered.  All  in- 
fections cleared  with  tetracycline  therapy.  Two 
other  similar  cases  of  pneumonia  with  low  titers 
of  cold  agglutinins  were  also  treated  with  tetracy- 
cline with  good  response.  Patchy  pneumonic  in- 
filtrations were  of  the  lower  half  of  the  lung  fields 
in  all  cases. 

Ten  cases  of  bronchitis,  with  associated  pharyn- 


gitis in  several  cases,  were  documented  in  which 
cold  agglutinin  titers  were  1:32  or  higher.  Sputum 
or  throat  culture  were  non-diagnostic.  Each  was 
treated  with  tetracycline  with  satisfactory  response. 

High  titers  ranging  from  1:512  to  1 : 2,048  were 
present  in  six  cases.  The  maximum  titer  in  14 
cases  ranged  from  1:32  to  1:256.  Of  the  22  cases 
listed  above,  all  but  three  were  seen  and  treated 
as  out-patients. 

Case  reports 

Case  1.  A 19-year-old  male  was  seen  December 
14,  1965,  with  sore  throat,  fatigue,  and  cough  of  one 
week’s  duration.  Findings  included  anterior  cervical 
adenopathy,  injection  of  the  pharynx,  and  a few  rales 
over  the  right  middle  lobe.  He  was  afebrile.  Chest 
x-ray,  negative.  White  count,  8,700.  Cold  agglutinin 
titer,  1:64.  He  was  given  tetracycline,  250  mg.  q.i.d. 
for  six  days  and  improved.  He  felt  well  temporarily 
but  by  December  30  the  symptoms  had  recurred, 
with  increased  sputum  and  pleuritic  pain.  He  was 
seen  again  January  6,  1966.  The  pharynx  and  ade- 
nopathy had  improved,  but  there  were  rales  in  the 
right  base.  Cold  agglutinin  titer  was  1:2,408  and  the 
white  count  13,300.  Chest  x-ray  revealed  pneumo- 
nitis in  the  right  lower  lung  field.  Tetracycline  treat- 
ment was  resumed  in  a dosage  of  500  mg.  q.i.d.  and 
after  three  days  was  reduced  to  250  mg.  q.i.d.  On 
January  13  there  were  rales  in  both  bases  and  an 
x-ray  revealed  bilateral  pneumonitis.  However,  the 
patient  was  elinically  improved.  Cold  agglutinin  titer 
was  1:64.  Tetracycline  was  continued  for  another 
7 days. 

This  case  demonstrates  the  natural  progression 
of  the  disease  from  upper  respiratory  to  lower  res- 
piratory infection  and  the  fact  that  short  term  tetra- 
cycline therapy  may  be  inadequate  to  permanently 
arrest  the  progression  of  the  infection. 

Case  2.  A 33-year-old  physician  was  seen  Novem- 
ber 22  with  a history  of  several  days  of  dry  cough, 
right  chest  pain,  and  a flu-like  illness.  Temperature, 
99.4.  No  rales  were  audible.  Pertinent  laboratory 
studies  were  as  follows:  leukocyte  count,  10,300; 
sedimentation  rate,  40  mm.  per  hour;  alpha  strepto- 
coccus on  sputum  culture  and  negative  cold  agglu- 
tinin titer.  Chest  x-ray  revealed  a patch  of  pneumo- 
nitis in  the  right  lower  lobe.  Tetracycline  therapy 
was  initiated.  The  right  pleuritic  pain  persisted  and 
was  the  chief  problem  for  several  days.  There  was 
gradual  subsidence  of  symptoms.  By  November  30 
cold  agglutinin  titer  was  1:1,024  and  the  symptoms 
were  mueh  improved.  Cold  agglutinin  titer  two  weeks 
later  was  1:512.  Chest  x-ray  was  clear.  Tetracycline 
therapy  was  continued  for  a total  of  two  weeks. 

This  case  demonstrates  the  neeessity  of  making  a 
clinical  diagnosis  without  benefit  of  a positive  cold 
agglutinin  titer  early  in  the  disease. 
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Summary 

Mycoplasma  pneumoniae  infection  is  a com- 
mon cause  'of  bronchitis,  pharyngitis  and  primary 
atypical  pneumonia.  It  may  be  clinically  indistin- 
guishable from  a viral  infection  and  therefore  is 
often  untreated  with  antibiotics  by  the  conscien- 
tious physician.  The  diagnosis  depends  on  a high 
index  of  suspicion,  a negative  pharyngeal  or  spu- 
tum culture  and  a positive  cold  agglutinin  or  com- 
plement fixation  test.  When  the  evidence  supports 
a presumptive  diagnosis  of  M.  pneumoniae  infec- 
tion, tetracycline  in  a dosage  of  250  to  500  mg. 
four  times  daily  should  be  prescribed.  Duration  of 
treatment  depends  upon  therapeutic  response.  The 
author’s  experience  with  22  suspected  cases  of 
Mycoplasma  pneumoniae  infection  is  reviewed. 

Addendum 

Since  submission  of  this  paper  for  publication, 
it  has  come  to  the  author’s  attention  that  a com- 
mercial preparation  of  antigen  of  Mycoplasma 
Pneumoniae  suitable  for  complement  fixation  tests 
is  available  from  Robbin  Laboratories,  Chapel 
Hill,  North  Carolina.  Because  of  the  cost  of  the 
antigen,  one  must  be  prepared  to  do  the  comple- 
ment fixation  test  with  microtiter  equipment.  • 
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ORGANIZATION 


AMA  Reappointment  for  Denver  Physician 

Monroe  R.  Tyler,  MD,  Denver,  Colorado,  has 
been  reappointed  a member  of  the  Council  on  Rural 
Health  of  the  American  Medical  Association. 

The  Council  works  toward  the  betterment  of  the 
health  of  the  rural-urban  population  through  guid- 
ance and  assistance  in  development  of  national  pro- 
grams such  as  in  community  planning  for  health  fa- 
cilities and  health  manpower,  planning  for  emer- 
gency medical  care,  for  education  for  personal  and 
community  health  responsibility,  as  well  as  sponsor- 
ship of  national  conferences,  health  education  semi- 
nars, assistance  in  research  for  rural  health  improve- 
ment, and  promotion  of  health  careers  information 
programs  for  rural  youth. 


Physicians  in  the  News 

Ernest  J.  Eichwald,  MD,  and  Jack  H.  Stimpfling, 
MD,  have  joined  the  staff  of  Columbus  Hospital, 
Great  Falls,  to  undertake  extensive  research  in  genet- 
ics and  tissue  transplantation.  . . . Robert  K.  Ortwein, 
MD,  Great  Falls,  and  Joseph  P.  Clawson,  MD,  Bill- 
ings, have  been  called  to  active  duty  with  the  Medi- 
cal Corps  of  the  U.  S.  Army.  . . . Arthur  K. 
Northrop,  MD,  Great  Falls,  has  been  named  Chief 
of  Surgery  at  Columbus  Hospital  and  Robert  J. 
Casey,  MD,  Great  Falls,  Chief  of  Obstetrics  and 
Gynecology.  . . . John  J.  Lipinski,  MD,  Kalispell, 
was  the  guest  speaker  at  a recent  dinner  meeting  of 
the  Soroptimist  Club  in  Kalispell.  Doctor  Lipinski 


discussed  his  experience  in  Viet  Nam,  where  he  re- 
cently served  two  months  as  a voluntary  physician. 

Component  Society  Elections 

Gallatin  County  Medical  Society  at  its  recent  an- 
nual meeting  named  Edward  L.  King,  MD,  Man- 
hattan, president;  Richard  G.  Nollmeyer,  MD,  Boze- 
man, vice-president;  and  Marshall  L.  Whitehair,  MD, 
Bozeman,  treasurer.  Everett  R.  Lensink,  MD,  Boze- 
man, was  re-elected  secretary. 

Coming  Meetings 

June  15-16 — Montana  Obstetrical  and  Gyneco- 
logical Society,  Annual  Meeting,  East  Glacier. 

September  15-17 — Montana  Medical  Association, 
88th  Annual  Meeting,  Student  Union  Building,  Mon- 
tana State  University,  Bozeman. 


USMA  Briefs 

Dr.  Gail  W.  Haut,  Carbon  Hospital  Radiologist 
for  the  past  13  years,  has  resigned  his  post  at  that 
hospital  and  moved  to  Mankato,  Minnesota.  He  has 
accepted  a position  in  the  Mankato  Clinic  where  he 
will  have  opportunity  to  further  his  medical  studies. 
Dr.  Haut  is  a past  president  of  the  Carbon  County 
Medical  Society. 

Dates  of  Interest 

OGDEN  SURGICAL  SOCIETY  MEETINGS 

Ogden,  Utah 
May  18-20,  1966 

115th  AMA  ANNUAL  CONVENTION 

Chicago,  Illinois 
June  26-30,  1966 
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University  of  Utah  College  of  Medicine 

Most  doctors  see  very  few  cases  of  poisoning  com- 
pared to  the  hundreds  of  other  health  problems  they 
must  treat,  yet  each  poisoning  case  may  require  spe- 
cialized treatment  on  their  part.  This  problem  of 
knowing  just  how  to  treat  any  one  of  a hundred 
different  kinds  of  poisoning,  when  cases  may  be  few 
and  far  between,  has  resulted  in  the  need  for  a poi- 
son control  center.  In  Utah,  we  are  very  fortunate  in 
having  such  a center  at  the  University  of  Utah  Medi- 
cal Center. 

Any  physician  treating  a patient  who  has  been 
poisoned  in  any  manner  can  receive  assistance  from 
the  Poison  Control  Center.  The  Center  is  operated 
under  the  direction  of  Dr.  Alan  K.  Done. 

University  of  Colorado  Medical  Center 

Postgraduate  education  at  the  University  of  Colo- 
rado Medical  Center  last  year  attracted  4,959  reg- 
istrants representing  each  of  the  50  states,  Puerto 
Rico,  Canada,  Saudi  Arabia  and  El  Salvador.  Colo- 
rado registrants  totaled  2,697.  California  sent  230 
persons  to  the  Colorado  courses,  and  other  states 
with  large  registrations  included  Illinois  (168), 
Texas  (151),  Ohio  (114)  and  Nebraska  (104). 

More  than  half  of  the  physicians,  nurses,  medical 
technologists,  audiologists  and  other  paramedical  pro- 
fessionals who  attended  the  23  intensive  short  cours- 
es were  Coloradans,  according  to  the  annual  report 
of  Dr.  C.  Wesley  Eisele,  CU  associate  dean  for  post- 
graduate medical  education  and  director  of  the  year- 
round  program  of  continuing  education. 

About  a half-dozen  of  the  courses  are  held  each 
summer  in  Estes  Park.  The  remainder  meet  at  the 
CU  Medical  Center  in  Denver,  usually  in  Denison 
Auditorium  and  the  Humphreys  Postgraduate  Cen- 
ter. The  courses  range  in  length  from  part-day  ses- 
sions presented  by  several  of  the  departments  of  the 
CU  School  of  Medicine  to  full  week  courses  dealing 
with  a specific  medical  specialty  or  a group  of  medi- 
cal-surgical problems. 

Several  of  these  courses  are  offered  annually  in 
the  CU  Medical  Center  program  with  variations  in 
the  precise  subject  matter  and  in  the  panels  of  lec- 
turers. 

Two  appointments  to  the  faculty  of  the  Univer- 
sity of  Colorado  School  of  Medicine  have  been  ap- 
proved by  the  University’s  Board  of  Regents. 

Dr.  Howard  V.  Rickenberg,  distinguished  molecu- 
lar biologist  now  professor  of  bacteriology  at  Indi- 
ana University,  will  become  a professor  of  micro- 
biology at  the  CU  medical  school  on  July  1.  He  also 
has  been  appointed  research  director  of  National 
Jewish  Hospital  in  Denver  effective  at  the  same  time. 

Dr.  Strother  H.  Walker,  Denver-reared  biostatis- 


tician, was  appointed  associate  professor  of  pre- 
ventive medicine  and  comprehensive  health  care  on 
the  CU  medical  faculty,  effective  September  1. 

* sjs 

Twenty-six  awards  for  academic  and  professional 
achievement  were  presented  to  students  in  the  Uni- 
versity of  Colorado  School  of  Medicine  at  the 
school’s  annual  Honor  Convocation  at  the  CU  Medi- 
cal Center. 

The  annual  Alpha  Omega  Alpha  honors  lecture 
was  delivered  by  Dr.  Philip  O.  Nice,  a 1943  graduate 
of  the  CU  School  of  Medicine  who  is  now  associate 
dean  of  the  Dartmouth  Medical  School  in  Hanover, 
New  Hampshire. 

Recipients  of  awards  were:  John  R.  Muhm,  Tor- 
rington,  Wyoming;  Allan  L.  Metzger,  Denver;  Eli  C. 
Ridgway,  Cody,  Wyoming;  Carol  Ann  Hauk,  Glen- 
wood  Springs,  Colorado;  Eddie  J.  Ortega,  Albuquer- 
que, New  Mexico;  G.  Michael  Dempsey,  Denver; 
John  R.  Warren,  Denver;  Robert  G.  Owsley,  Ala- 
mosa, Colorado;  James  F.  Carland  III,  Denver; 
Alfred  N.  Carr,  Longmont,  Colorado;  Larry  A. 
Tansey,  Lakewood,  Colorado;  Kurt  J.  Stromberg, 
Albuquerque,  New  Mexico;  John  Alsever,  Denver; 
Joan  Martha  Stedman,  Cody,  Wyoming;  Gerald 
Charles,  Albuquerque,  New  Mexico;  Eugene  S. 
Lapin,  Denver;  Michael  L.  Kurtz,  Phoenix,  Arizona; 
John  L.  Hussey,  Denver;  William  C.  Smail,  Jr.,  Den- 
ver; Marshall  Heller,  Denver;  Robert  Knight,  Den- 
ver; Robert  A.  Reid,  Fort  Collins,  Colorado;  Gary 
Taylor,  Denver;  Leon  Parks,  Pensacola,  Florida  and 
Lawrence  Sanders,  Madison,  Wisconsin. 

5]«  * 5k 

Dr.  Joseph  H.  Holmes,  president,  and  Mrs.  Jo 
Messlin,  executive  secretary,  of  the  Colorado  Health 
Careers  Council  were  among  130  representatives 
from  50  states  who  attended  a State  Health  Careers 
Councils’  Workshop  in  St.  Louis  March  28-30. 

Representatives  of  state  health  careers  councils, 
federal  and  state  governments,  health  professional 
societies,  junior  colleges  and  private  foundations  met 
to  consider  health  manpower  needs,  nationally  and 
locally,  to  promote  better  coordination  among  school 
guidance  counselors,  and  to  plan  for  improvement 
of  career  guidance  materials. 

* * * 

The  Psychiatric  library  at  the  University  of  Colo- 
rado Medical  Center  was  named  in  honor  of  Dr. 
Rene  A.  Spitz,  internationally  distinguished  psychia- 
trist and  emeritus  professor  on  the  CU  medical  fac- 
ulty. The  library  will  be  permanently  designated  by 
a bronze  plaque. 

Dr.  Spitz,  who  retired  from  the  CU  faculty  in 
1963  and  now  is  living  in  Geneva,  Switzerland,  re- 
cently visited  the  Medical  Center  for  a series  of  lec- 
tures and  seminars. 

At  the  time  of  his  retirement.  Dr.  Spitz  donated 
to  the  library  his  valuable  professional  collection  of 
books,  films,  journals  and  other  papers  related  to 
psychiatry,  child  development,  psychoanalysis  and 
related  topics.  The  Medical  Center  and  its  psychia- 
try department  also  have  been  the  beneficiaries  of 
other  gifts  from  Dr.  Spitz  and  his  late  wife. 
Dr.  Gaskill  said. 


for  May,  1966 


59 


New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 

Recent  Acquisitions 

Advances  in  Cancer  Research,  v.9,  1965:  Edited  by  Alexander 
Haddow.  N.  Y.,  1965,  Academic  Pr.  432  p.  Price:  $16.00. 

Anatomy  and  Surgical  Technique  of  Groin  Disseetion:  By 
John  S.  Spratt,  Jr.  St.  Louis,  1965,  Mosby.  97  p.  Price:  $9.75. 

Bone  Biodynamics:  Edited  by  Harold  M.  Frost.  Boston,  1964, 
Little,  Brown.  689  p.  Price:  $18.00. 

Bone  Tumors:  By  Louis  Lichtenstein.  3d  ed.  St.  Louis,  1965, 
Mosby.  411  p.  Price:  $16.75. 

A Catalogue  of  Eye  Signs  in  Systemic  Disorders:  By  Maurice 
D.  Pearlman.  Springfield,  111.,  1965,  Thomas.  195  p.  Price:  $7.75. 

The  Cell;  Its  Organelles  and  Inclusions:  By  Don  W.  Fawcett. 
Phila.,  1966,  Saunders.  448  p.  Price:  $11.00. 

The  Ciba  Collection  of  Medical  Illustrations:  v.4.  Endocrine 
System:  Prepared  by  Frank  H.  Netter.  Summit,  N.  J.,  1965, 
Ciba  Pharmaceutical  Products.  287  p.  Price:  $24.15. 

Clinical  Applications  of  Bronchology:  By  Dezso  Kassay.  N.  Y., 
1960,  Blakiston,  225  p.  Price:  $16.00. 

Congenital  Clubfoot:  By  Emil  Hauser.  Springfield,  111.,  1966, 
Thomas.  94  p.  Price:  $5.75. 

Counseling  in  Marital  and  Sexual  Problems:  Edited  by 
Richard  H.  Klemer.  Balt.,  1965,  Williams  & Wilkins.  309  p. 
Price:  $9.75. 

Curiosities  of  the  Self:  By  Theodor  Reik.  N.  Y.,  1965,  Farrar. 
211  p.  Price:  $4.50. 

Current  Practice  in  Orthopaedic  Surgery,  v.l,  1963:  Edited  by 
John  P.  Adams.  St.  Louis,  1963,  Mosby.  217  p.  Price:  $12.75. 

Current  Practice  in  Orthopaedic  Surgery,  v.2,  1964:  Edited  by 
John  P.  Adams.  St.  Louis,  1964,  Mosby.  231  p.  Price:  $13.50. 

Diagnosis  and  Appraisal  of  Communication  Disorders:  By 
Frederic  L.  Darley.  Englewood  Cliffs,  N.  J.,  1964,  Prentice- 
Hall.  152  p.  Price:  $4.95. 

Drug  Addiction  in  Youth:  Edited  by  Ernest  Harms.  N.  Y., 
1965,  Pergamon  Pr.  210  p.  Price:  $9.50. 

Gonadotropins:  Physicochemical  and  Immunological  Proper- 
ties: By  Ciba  Foundation.  Boston,  1965,  Little,  Brown.  125  p. 
Price:  $3.50. 

Grant’s  Method  of  Anatomy:  By  J.  C.  Boileau  Grant.  7th  ed. 
Balt.,  1965.  Williams  & Wilkins.  800  p.  Price:  $13.50. 

A Guide  to  Preventive  Child  Psychiatry:  By  Henry  H.  Work. 
N.  Y.,  1965,  Blakiston.  215  p.  Price:  $9.50. 

Handbook  of  Clinical  Psychology:  Edited  by  Benjamin  B. 
Wolman.  N.  Y.,  1965,  McGraw.  1,596  p.  Price:  $32.50. 

Handbook  of  Physiology;  Section  II:  Circulation,  v.3:  Edited 
by  W.  F.  Hamilton.  Washington,  D.  C.,  1965,  American  Phy- 
siological Society.  1,787-2,765  pp.  Price:  $33.60. 

The  Heart;  Its  Function  in  Health  and  Disease:  By  Arthur 
Selzer.  Berkeley,  Calif.,  1966,  Univ.  Calif.  Pr.  301  p.  Price: 
$5.95. 


Histopathology  of  the  Skin:  By  Walter  F.  Lever.  3d  ed.  Phila., 
1961,  Lippincott.  653  p.  Price:  $17.50. 

Human  Pathology:  By  Robert  P.  Morehead.  N.  Y.,  1965, 
Blakiston.  1,676  p.  Price:  $23.50. 

Intensive  Family  Therapy:  Edited  by  Ivan  Boszormenyi-Nagy. 
N.  Y..  1965,  Hoeber.  507  p.  Price:  $12.50. 

The  Management  of  Cerebrovascular  Disease:  By  John 
Marshall.  Boston,  1965,  Little.  199  p.  Price:  $10.50. 

Mass  Society  in  Crisis:  Edited  by  Bernard  Rosenberg.  N.  Y., 

1964.  Macmillan.  663  p.  Price:  $7.95. 

Metabolic  Basis  of  Inherited  Disease:  By  John  B.  Stanbury. 
2d  ed.  N.  Y.,  1966,  Blakiston.  1,434  p.  Price:  $35.00. 

Orienting  Reflex  and  Exploratory  Behavior:  Edited  by  L.  G. 
Voronin.  Washington,  D.  C.,  1958,  © 1965,  American  Institute 
of  Biological  Sciences.  462  p.  Gift. 

Our  Murdered  Presidents;  The  Medical  Story;  By  Stewart  M. 
Brooks.  N.  Y.,  1966,  F.  Fell.  234  p.  Price:  $7.10. 

Outline  of  Endocrine  Gland  Syndromes:  By  T.  S.  Danowski. 
Balt.,  1965,  Williams  & Wilkins.  374  p.  Price:  $6.25. 

Primary  Love,  and  Psycho- Analytic  Technique:  By  Michael 
Balint.  2d  ed.  N.  Y.,  1965,  Liveright.  307  p.  Price;  $6.95. 

The  Psychiatric  Unit  in  a General  Hospital:  Edited  by  Moses 
R.  Kaufman.  N.  Y.,  1965,  International  Univ.  Pr.  482  p.  Price: 
$10.00. 

Sigmuiid  the  Unserene:  By  Percival  Bailey.  Springfield,  111., 

1965,  Thomas,  127  p.  Price;  $5.75. 

The  Special  Child  in  Century  21:  Edited  by  Jerome  Hellmuth. 
Seattle,  Wash.,  1964,  Special  Child  Pub.  370  p.  Price:  $10.00. 

Textbock  of  Gynecology:  By  Edmund  R.  Novak.  7th  ed.  Balt., 
1965,  Williams  & Wilkins.  736  p.  Price:  $16.00. 

Textbook  of  Medical  Physiology:  By  Arthur  C.  Guyton.  3d 
ed.  Phila.,  1986.  Saunders.  1,210  p.  Price:  $14.40. 

University  of  Miami  Neuro-ophthalmology  Symposium;  Ed- 
ited by  J.  Lawton  Smith.  Springfield,  111.,  1964,  Thomas.  492 
p.  Price:  $21.75. 

Upper  Extremities  Orthotics:  By  Miles  H.  Anderson.  Spring- 
field.  111.,  1965,  Thomas.  460  p.  Price:  $15.50. 

Canine  Ophthalmology:  By  William  G.  Magrane.  Phila.,  1965, 
Lea  & Febiger.  240  p.  Price:  ? . 

Clinical  Surgery:  Head  and  Neck:  Edited  by  Charles  Rob. 
Washington,  D.  C.,  1965,  Butterworths.  216  p.  Price:  $12.25. 

Current  Therapy:  Edited  by  Howard  F.  Conn.  Phila.,  1966, 
Saunders.  857  p.  Price:  $13.00. 

Diseases  of  Poultry:  Edited  by  H.  E.  Biester.  5th  ed.  Ames, 
Iowa,  1965,  Iowa  State  Univ.  Pr.  1,382  p.  Price;  $18.00. 

The  Fungous  Diseases  of  Man:  By  John  W.  Wilson.  Berkeley, 
1965.  Univ.  Calif.  Pr.  428  p.  Price:  $15.00. 

Further  Critical  Studies  in  Neurology:  By  Sir  Francis  M.  R. 
Walshe.  Balt.,  1965,  Williams  & Wilkins.  247  p.  Price:  $6.50. 

The  Hip;  By  Frederick  Strange.  Balt.,  1965,  Williams  & 
Wilkins.  284  p.  Price:  $11.50. 

Horizons  in  Neuropsychopharmacology:  Edited  by  Williamina 
A.  Himwich.  Amsterdam,  1965,  Elsevier.  347  p.  Price:  $18.00. 

The  Imitation  of  Gestures:  By  Jean  Berges.  London,  1965, 
Spastics  Society.  119  p.  Price:  $3.00. 

Managing  Your  Coronary:  By  William  A.  Brams.  3d  ed. 
Phila.,  1966,  Lippincott.  175  p.  Price:  $3.75. 

Medical  Spelling  Guide:  A Reference  Aid:  By  Carrie  E. 
Johnson.  Springfield,  111.,  1966,  Thomas.  538  p.  Price:  $10.50. 
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Operative  Obstetrics:  By  Robert  G.  Douglas.  2d  ed.  N.  Y., 
1965,  Appleton.  779  p.  Price:  $22.50. 


Operative  Surgery,  Service  Vol.:  Edited  by  Charles  Rob. 
Phila.,  1965,  Davis.  Various  paging.  Price;  $21.50. 

Pediatric  Therapy:  Edited  by  Harry  C.  Shirkey.  2d  ed.  St. 
Louis,  1966,  Mosby.  1,223  p.  Price:  $18.50. 

Psychoanalysis  and  Social  Research:  By  Herbert  Hendin. 
Garden  City,  N.  Y.,  1965,  Doubleday.  106  p.  Price:  $2.95. 

Public  Administration — A Public  Health  Viewpoint:  By 
Henrik  L.  Blum.  N.  Y.,  1963,  Macmillan.  532  p.  Price:  $10.00. 

Radiologic  Studies  of  the  Gravid  Uterus:  By  Paul  A.  Bishop. 
N.  Y.,  1965,  Hoeber.  279  p.  Price:  $14.50. 

Regional  Block:  By  Daniel  C.  Moore.  4th  ed.  Springfield,  111., 
1965,  Thomas,  514  p.  Price:  $18.75. 

The  Remote  Effects  of  Cancer  on  the  Nervous  System;  Edited 
by  Walter  Russell  Brain.  N.  Y.,  1965,  Grune.  230  p.  Price: 
$14.75. 

Rocky  Mountain  Spotted  Fever;  By  Jerry  K.  Aikawa.  Spring- 
field,  111.,  1966,  Thomas,  140  p.  Price:  $7.50. 

Syndrone  of  Stuttering:  By  Gavin  Andrews.  London,  1964, 
Spastics  Society.  191  p.  Price:  $6.00. 

Textbook  of  Obstetrics:  By  John  C.  Ullery.  St.  Louis,  1965, 
Mosby.  752  p.  Price:  $17.50. 

Vascular  Roentgenology:  Arteriography,  Phlebography,  Lym- 
phography: Edited  by  Robert  A.  Schobinger.  N.  Y.,  1964, 
Macmillan.  747  p.  Price:  $35.00. 

Viral  and  Rickettsial  Infections  of  Man:  Edited  by  Frank  L. 
Horsfall,  Jr.  4th  ed.  Phila.,  1965,  Lippincott.  1,282  p.  Price: 
$15.50. 


Book  Reviews 

Differential  Diagnosis:  An  Integrated  Handbook;  By  Harold 
T.  Hyman.  Philadelphia,  1965,  Lippincott.  375  p.  Price:  $12.50. 

For  a relatively  small  book,  this  is  a rather  com- 
plete handbook  or  text  for  the  purpose  of  differen- 
tial diagnosis.  It  is  easily  used  and  understood  after 
a very  short  examination.  There  are  cross  references 
quickly  found.  The  charts  are  handy  and  useful. 

This  gives  one  the  appearance  of  a manual  ab- 
stracted from  textbooks  and  is  very  safe  in  its  state- 
ments. However,  one  must  read  further  as  usually 
only  the  “classical”  approach  is  given.  The  author 
leans  toward  the  psychosomatic  approach.  A pedi- 
atric entity  “Celiac  Syndrome”  is  confused.  So  one 
must  of  course  read  further,  and  not  stop  with  the  di- 
agnoses and  explanations  given. 

Edward  L.  Binkley,  Jr.,  MD 


Prescription  Drug  Industry  Fact  Book,  1965:  Pharmaceutical 
Manufacturers  Assoc.,  Wash.,  D.  C.,  71  p. 

Prescription  Drug  Industry  Fact  Book,  a reference 
guide  for  those  persons  interested  in  the  social  and 
economic  aspects  of  the  prescription  pharmaceuti- 
cal industry.  Certain  topical  sections  relate  specifi- 
cally to  matters  of  medical  practitioner  interest,  in- 
cluding: the  extent  and  productivity  of  U.  S.  drug 
research  (pages  35-48);  personnel  and  establishments 
in  the  health  field  (page  52);  relative  price  informa- 
tion (pages  20,  21,  54,  55,  and  62);  and  industry 
contributions  to  education  and  to  medical  and  related 
training  (pages  23,  69,  and  71). 


The  discomforts  of 

DIARUHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 


BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with ..... 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
The  usual  initial  dose  is  4 tablets.  Main- 
tenance dosage  is  usually  one  or  two 
tablets  4 times  a day. 


Trocinate 


THIPHENAMIL  HCl 

BETA-OIETHYLAMiNOETHYL  OIPHENYLTHIOACETATE  HYDROCHLORIDE 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HCl)  has  been  found 
in  three  clinical  studies.  (J.  Mo.  Med.  Assoc., 
48:685-6:  Med.  Rec.  & Annals,  43:1104-6;  J. 
Urol.,  73:487-93),  to  be  effective  and  to  be  vir- 
tually free  of  side-effects.  Fifteen  years  of  wide 
clinical  usage  has  affirmed  the  safety  and  effec- 
tiveness of  Trocinate. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 

That's  why  we're  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1 ,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS,  FEES,  PERSONNEL,  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you— -without  obliga- 
tion— how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it's  worth  the  time  to  investigate! 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 
Denver,  Colorado  80215 

MEMBER 


3705  E.  Colfax 
(Medical  Center) 
355-0202 


I 303  Josephine 
I 355-0033 


NOW.:.  3 sparkling  -new 

SH^dford  • Fle.tcher 

Eyewear  offices 
to  serve  your  patients  better 


LAKEWOOD 
2530  Youngfield 
233-9093 


More  important,  you  can  rest  assured  because 
we  consider  our  service  an  extension  of  your 
professional  care  and  concern.  That's  why  we'd 
never  gamble  with  your  Rx  and  shortchange 
your  patients'  vision  by  compromising  with 
quality.  We  dispense  only  the  finest — 

Shadford-Fletcher  Quality! 

RECOMMEND  WITH  CONFIDENCE 


2465  S.  Downing  j 
/ LITTLETON  ^ 777-2424 
6200  S.  Broadway 
798-6888 
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Natural  Gas  & Electricity 

The  Energy  Team  For  Modern  Living 


PUBLIC  SERVICE 
COMPANY  OF  COLORADO 

an  investor-owned  utility 


ARTIFICIAL  EYES 

Plastic  eyes  and  slass 
eyes  special  made  to  fit 
the  most  difficult  cases. 

An  expert  eye-maker  is 
in  our  office  at  all  times 
to  give  your  patients  the 
satisfaction  they  must 
have.  In  business  since 
I90&. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  825-0229 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


Sp  eer  at  Acoma  * Denver  • 534-0631 


r Discriminating  Doctors 
everywhere  specify 

STEELCASE 

Custom  Line 
Office  Furniture 

Doctors  ore  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  con  "individual- 
ize" your  office. 

Stop  in  soon — or  phone  and  our  representative  will  call 
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IN  LAS  VEGAS, 
NEVADA 
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HOTEL 


It's  not  too  early  . . . 
MAKE  RESERVATIONS 
NOW  FOR  THE 
A.M.A.  CLINICAL 
CONVENTION 

Sunday,  November  27 
thru 

Thursday,  December  1,  1966 

And  make  the  RIVIERA  your 
"Rocky  Mountain  Headquar- 
ters" 

Noted  for  superb,  personal  atten- 
tion to  conventioneers  requirements, 
the  Riviera  has  the  "red  carpet  out" 
lor  Rocky  Mountain  delegates.  To 
be  assured  of  space  in  Las  Vegas' 
finest  resort  hotel  may  we  suggest 
reservations  now. 


In  Denver  phone  TAbor  5-2231 
or  your  travel  agent. 
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HOTEL 

LAS  VEGAS, 


NEVADA 
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Dr.  Ervin  A.  Hinds  died  suddenly  at  his  home  on 
March  27,  1966,  following  a heart  attack.  He  was 
67  years  old  at  the  time  of  his  death. 

He  was  born  on 
March  20,  1899,  in 

Clay  Center,  Kansas. 

He  moved  to  Brighton, 

Colorado,  with  his  par- 
ents as  a boy  and  at- 
tended public  school  in 
that  community.  Later 
he  attended  the  Colo- 
rado State  University 
and  graduated  from 
that  institution  in  1923. 

He  was  president  of  the 
student  body  in  his 
senior  year  and  won  14 
athletic  letters  during 
his  four  years  of  study.  Later  he  attended  the 
University  of  Colorado  School  of  Medicine  and 
graduated  with  a Doctor  of  Medicine  degree  in 
1934.  He  served  an  internship  at  the  University  of 
Colorado  Medical  Center  and  later  completed  a 
residency  in  surgery  at  Colorado  General  Hospital. 

At  the  beginning  of  World  War  II  he  joined  the 
U.  S.  Army  Medical  Corps  and  served  as  Chief  of 
Surgical  Service  of  the  154th  General  Hospital  in 
Europe.  In  1946  he  left  the  Army  and  resumed  the 
practice  of  medicine  in  Denver. 

Dr.  Hinds  was  named  the  outstanding  alumnus  of 
Colorado  State  University  at  the  annual  homecoming 
festivities  in  1945.  He  served  as  coach  at  the  Eaton, 
Colorado,  High  School  for  two  years,  and  following 
this  was  director  of  athletics  and  coach  at  the  Colo- 
rado School  of  Mines  for  four  years  before  entering 
the  University  of  Colorado  Medical  School. 

He  was  appointed  Chief  Surgeon  for  the  Denver 
& Rio  Grande  Railroad  in  1947  and  held  this  posi- 
tion until  the  time  of  his  death.  Dr.  Hinds  was  a 
staff  member  of  most  of  the  Denver  hospitals,  but 
was  especially  active  at  St.  Joseph’s  Hospital,  where 
he  served  as  Chief  of  Staff  in  1956  and  1957,  and 
as  a member  of  the  Executive  Board  for  a period  of 
five  years.  He  was  an  Associate  Professor  of  Sur- 
gery at  the  University  of  Colorado  Medical  Center 
from  1946  to  1955.  Following  the  War  he  served 


as  civilian  consultant  in  surgery  for  Fitzsimons  Hos- 
pital and  District  13  of  the  Veterans  Administration. 

Dr.  Hinds  served  as  President  of  the  Denver  Gen- 
eral Hospital  Volunteer  Staff  in  1961-1962.  He  was 
a Trustee  of  the  Denver  Medical  Society  for  several 
years  and  later  President  of  the  Colorado  Medical 
Society.  He  also  served  as  President  of  the  Denver 
Academy  of  Surgery  and  was  a founding  member 
of  the  Southwestern  Surgical  Congress.  He  was  also 
a Fellow  of  the  American  College  of  Surgeons  and 
a member  of  the  American  Board  of  Surgery.  In 
addition  to  his  activities  in  the  Denver  and  Colo- 
rado Medical  Societies  he  was  also  active  in  the 
affairs  of  the  American  Medical  Association.  He 
served  as  President  of  the  Colorado  Division  of  the 
American  Cancer  Society  and  for  the  last  eight  years 
of  his  life  he  was  a member  of  the  National  Board 
of  Directors  of  the  American  Cancer  Society. 

He  was  a member  of  the  Governor’s  Committee 
on  Cancer,  the  Colorado  State  University  Develop- 
ment Fund,  the  Denver  Rotary  Club,  the  Gyro  Club, 
and  the  Denver  Country  Club.  He  was  also  a mem- 
ber of  Montview  Boulevard  Presbyterian  Church. 

Dr.  Hinds  is  survived  by  his  widow,  Mrs.  Pauline 
E.  Hinds,  a daughter,  Mrs.  Robert  Tull  of  Denver, 
a son,  Ervin  A.  Hinds,  Jr.,  a student  at  Tulane  Uni- 
versity School  of  Medicine  in  New  Orleans,  a sister, 
Mrs.  James  Mercer  of  Birmingham,  Alabama,  and 
a brother,  Leland  Hinds,  of  Wells,  Nevada. 

Dr.  Thomas  Ernest  Atkinson  died  at  his  home  in 
Greeley  on  Monday,  March  7,  1966.  He  was  78 
years  old  at  the  time  of  his  death. 

He  was  born  November  1,  1887,  in  Greeley, 
Colorado.  His  preliminary  education  was  in  the 
Greeley  Public  Schools.  Later  he  attended  the  Uni- 
versity of  Colorado  and  was  graduated  with  a Doctor 
of  Medicine  degree  in  1915.  He  interned  at  Mercy 
Hospital  in  Denver  from  1915  to  1916.  Following 
this  he  practiced  medicine  in  Mullen,  Nebraska,  un- 
til 1918,  when  he  enlisted  in  the  U.  S.  Army. 

After  the  first  World  War  he  returned  to  Greeley 
and  practiced  medicine  there  for  a number  of  years. 
He  specialized  in  ear,  nose,  and  throat  diseases.  His 
specialty  training  was  in  New  York  Hospital. 

Dr.  Atkinson  was  active  in  the  civic  affairs  of 
his  community.  He  was  a member  of  Trinity  Epis- 
copal Church  in  Greeley  and  also  of  Lodge  No.  809, 
Benevolent  and  Protective  Order  of  Elks. 

He  is  survived  by  two  daughters  and  two  sons, 
Mrs.  Mary  Louise  Schank  of  Greeley,  Mrs.  Lorene 
James  of  Denver,  Horace  E.  Atkinson  of  Greeley, 
and  Dr.  Thomas  E.  Atkinson,  Jr.,  of  Springfield. 
Missouri.  He  is  also  survived  by  13  grandchildren 
and  two  great  grandchildren. 
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Which  Is  Pyloroplasty  with  Vagotomy?  Which  Is  Pro-Banthine? 

example  of  Pro-Banthin^ 

(propantheline  bromide) 

a true  anticholinergic  in  action 


The  true  anticholinergic  values  of  Pro- 
Banthine  have  never  been  so  graphically 
realized  as  they  are  with  the  recent  de- 
velopment of  fibergastroscopy  and  the 
intragastric  camera. 

Pro-Banthine  consistently  produces 
complete  relaxation  and  immobility  of 
the  stomach  with  a dose  of  only  6 to  8 
mg.  intravenously.  This  is  less  than  half 
the  usual  dose  orally. 

Atropine,  on  the  other  hand,  required 
0.8  mg.  intravenously,  or  twice  the  nor- 
mal dose,  to  achieve  a similar  effect.  This 
high  dose  of  atropine  resulted  in  ex- 
pectedly adverse  side  effects. 

Pro-Banthine,  in  minimal  dosage,  pro- 
duces effects  similar  to  pyloroplasty  and 
vagotomy  without  the  disadvantages  of 
permanent  postvagotomy  sequelae. 

The  intragastric  photograph  A above 


is  of  a patient  who  has  had  pyloroplasty 
with  vagotomy.  Photograph  B is  of  a 
patient  given  6 mg.  of  Pro-Banthine. 

Indications:  Peptic  ulcer,  functional  hypermotility, 
irritable  colon,  pylorospasm  and  biliary  dyskinesia. 

Oral  Dosage:  The  maximal  tolerated  dosage  is 
usually  the  most  effective.  For  most  adult  patients 
this  vvill  be  four  to  six  15-mg.  tablets  daily  in  di- 
vided doses.  In  severe  conditions  as  many  as  two 
tablets  four  to  six  times  daily  may  be  required. 
Pro-Banthine  (brand  of  propantheline  bromide)  is 
supplied  as  tablets  of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  ampuls  of  30  m^ 

Side  Effects  and  Contraindications:  Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically,  a 
curare-like  action  may  occur.  Pro-Banthine  is  con- 
traindicated in  patients  with  glaucoma,  severe 
cardiac  disease  and  prostatic  hypertrophy. 

Photographs— Harry  Barowsky,  M.D.,  Lawrence  Greene.  M.D.. 
and  Robert  Bennett.  M.D.,  from  a Scientific  Exhibit  presented 
at  the  Annual  Meeting  of  the  American  College  of  Gastro- 
enterology, Bar  Harbour,  Florida,  Oct.  24-27,  1965. 
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Colorado  Medical  Society 

OFFICERS — 1965-66 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
September  28,  1966  at  the  Annual  Session  in  Colorado  Springs. 
President:  Paul  R.  Hildebrand,  Brush 
President-elect:  Myron  C.  Waddell,  Denver 
Vice  President:  Walter  C.  Herold,  Colorado  Springs 
Treasurer:  William  A.  Day,  Colorado  Springs,  1968 
Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966 
Additional  Trustees:  J.  Alan  Shand,  La  Junta,  1966;  Carl  H. 
McLauthlin,  Denver,  1967;  Kenneth  A.  Platt,  Westminster, 
1967;  J.  Robert  Spencer,  Denver,  1968. 

Judicial  Council:  District  No.  1— Daniel  H.  Buchanan,  Jr., 
Denver,  1966;  District  No.  2— John  Simon,  Englewood,  1968; 
District  No.  3— Kenneth  E.  Gloss,  Colorado  Springs,  1967; 
District  No.  4— James  G.  Price,  Brush,  1966;  District  No.  5— 
William  S.  Curtis.  Boulder,  1966;  District  No.  6 — Heman  R. 
Bull,  Grand  Junction,  1967;  District  No.  7— Tullius  W.  Halley. 
Durango,  1967;  District  No.  8— Herman  W.  Roth,  Monte  Vista, 
Chairman,  1968;  District  No.  9— Scott  A.  Gale,  Pueblo,  Vice 
Chairman.  1968. 

Grievance  Committee:  John  B.  Griffith,  Aurora.  Secretary, 
1966;  Dwight  C.  Dawson,  Colorado  Springs,  1966;  Ray  G. 
Witham,  Craig,  Chairman,  1966;  Clayton  K.  Manamel,  Den- 
ver, 1966;  Robert  B.  Richards,  Fort  Morgan,  1966;  Joseph  A. 
Leonard.  Lakewood,  1966;  Joel  R.  Husted,  Boulder,  1967; 
James  A.  Henderson,  Englewood,  1967;  Robert  J.  Bliss,  Fort 
Collins,  1967;  John  A.  McDonough,  Ordway,  1967;  H.  Harper 
Kerr,  Pueblo,  1967;  Edward  E.  Tennant,  Sterling,  1967. 
Delegates  to  the  American  Medical  Association:  Kenneth 
C.  Sawyer,  Denver,  Dec.  31,  1966  (Alternate,  Robert  E. 
McCurdy,  Denver,  Dec.  31,  1966);  Gatewood  C.  Milligan, 
Englewood,  Dec.  31,  1967  (Alternate,  Ray  G.  Witham.  Craig, 
Dec.  31,  1967);  Harlan  E.  McClure,  Lamar,  Dec.  31,  1967 
(Alternate,  Vernon  L.  Bolton,  Colorado  Springs,  Dec.  31,  1967). 
Speaker,  House  of  Delegates:  Marvin  E.  Johnson,  Denver. 

Vice  Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora. 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Bradford  Murphey.  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Paul  J.  Gans,  Lewistown. 

President-elect:  Albert  L.  Vadheim,  Bozeman. 

Vice  President:  Alfred  M.  Fulton,  Billings. 
Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney 
Assistant  Secretary-Treasurer:  Robert  K.  West,  Cut  Bank. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Bil- 
lings. 

Executive  Committee:  Paul  J.  Gans,  Lewistown;  Albert  L. 
Vadheim,  Bozeman;  Alfred  M.  Fulton,  Billings;  Oscar  A. 
Swenson,  Sidney;  Robert  K.  West,  Cut  Bank;  S.  C.  Pratt. 
Miles  City;  Herbert  T.  Caraway,  Billings;  M.  A.  Gold,  Butte; 
David  Gregory,  Glasgow. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren  D. 
Bowman,  Billings. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 

Standing  Committees 

COMMITTEE  ON  BLOOD:  Orville  J.  Andersen,  Helena, 
Chairman:  Garl  L.  Hale,  Kalispell;  John  R.  Henneford,  Great 
Falls;  Elmer  W.  Koneman,  Billings:  Warren  H.  Randall.  Miles 
City;  William  G.  Shull,  Great  Falls. 


CANCER  COMMITTEE:  Richard  J.  Best,  Butte.  Chairman: 
Eugene  J.  P.  Drouillard,  Missoula;  Norman  A.  Franken, 
Havre;  Fred  M.  Long,  Great  Falls;  Bruce  C.  McIntyre, 
Whitefish;  John  A.  Newman,  Butte;  Daniel  E.  Staples, 
Butte;  V.  W.  Steele,  Bozeman;  Robert  K.  West,  Cut  Bank. 
ECONOMIC  COMMITTEE:  Hollis  K.  Lefever,  Lewistown, 
Chairman;  Orville  J.  Andersen,  Helena;  Richard  L.  Cole, 
Bozeman;  Alexander  C.  Johnson,  Great  Falls;  James  J. 
McCabe,  Helena;  Lloyd  M.  Taylor,  Great  Falls;  Robert  W. 
Thometz,  Butte;  James  R.  Thompson,  Miles  City;  William  H. 
Walton,  Billings. 

FRACTURE  AND  ORTHOPEDIC  COMMITTEE:  John  C. 
Wolgamot,  Great  Falls,  Chairman;  Perry  M.  Berg,  Billings; 
John  G.  Davidson,  Butte;  James  R.  Markette,  Cut  Bank; 
Robert  P.  Yost,  Missoula. 

COMMITTEE  ON  HOSPITAL  RELATIONS:  Frank  M. 
Campbell,  Hot  Springs,  Chairman;  C.  A Kirkpatrick, 
Bozeman;  Carl  G.  Nelson,  Great  Falls;  John  V.  Plett,  Butte; 
Harry  R.  Soltero,  Billings. 

INDUSTRIAL  WELFARE  COMMITTEE:  L.  H.  Blattspieler. 
Helena,  Chairman:  Sterling  R.  Hayward,  Billings;  Raymond 
G.  Johnson,  Harlowton;  F.  Ervin  King,  Missoula;  Robert  D. 
MacKenzie,  Libby;  Richard  A.  Whitney,  Forsyth. 
INTERPROFESSIONAL  RELATIONS  COMMITTEE:  B.  C. 
Farrand,  Jordan.  Chairman;  George  J.  Gelernter,  Great  Falls; 
John  J.  McGahan,  Billings;  Carlton  W.  Shaw,  Bozeman; 
Myron  E.  Veseth,  Big  Sandy. 

LEGAL  AFFAIRS  COMMITTEE:  F.  D.  Hurd,  Great  Falls. 
Chairman,  1968;  John  R.  Burgess,  Jr.,  Helena,  1967;  Raymond 

L.  Eck,  Lewistown,  1968:  Robert  S.  Hagstrom,  Billings,  1967; 

M.  E.  K.  Johnson,  Kalispell,  1967;  Chester  W.  Lawson,  Havre, 
1966;  Thomas  W.  Saam,  Butte,  1966;  William  H.  Walton, 
Billings,  1966:  Allen  N.  Wiseley,  Missoula,  1968. 
SUBCOMMITTEE  ON  CORONER’S  AND  MEDICAL  EXAMIN- 
ER’S LAWS:  John  P.  Pfaff.  Jr.,  Great  Falls,  Chairman; 
Orville  J.  Andersen,  Helena;  Charles  E.  Magner,  Great  Falls: 
John  A.  Newman.  Butte;  Edwin  C.  Segard,  Billings: 
V.  W.  Steele.  Bozeman. 

LEGISLATIVE  COMMITTEE:  Edwin  C.  Segard,  Billings, 
Chairman;  Harry  C.  Gibson,  Kalispell;  Richard  B.  Grilling, 
Great  Falls;  Alan  Iddles,  Bozeman;  James  J.  McCabe,  Helena: 
John  A.  Newman,  Butte. 

NOTE:  All  members  of  this  Association,  it  is  anticipated,  will 
serve  as  ex-officio  members  of  this  committee  and  will  be 
delegated  to  contact  the  elected  representatives  of  the  Mon- 
tana Legislative  Assembly  and  to  testify  upon  particular  leg- 
islative measures,  as  necessary,  before  the  appropriate  com- 
mittee of  either  the  Montana  Senate  or  House  of  Represent- 
atives. 

MATERNAL  AND  CHILD  WELFARE  COMMITTEE:  Paul  R. 
Crellin,  Billings,  Chairman;  Thomas  T.  Bednarek,  Billings; 
Donald  L.  Gillespie,  Butte:  Marian  A.  Jones,  Billings: 

R.  Dale  Hunsaker,  Helena:  Harold  C.  Schwartz,  Missoula; 
Robert  A.  Spierling,  Missoula;  Thomas  H.  Strong,  Butte: 

S.  Ray  Sumsion,  Great  Falls. 

MEDIATION  COMMITTEE:  Mark  B.  Listerud,  Wolf  Point, 
Chairman,  1967:  J.  Kent  Boughn,  Helena,  1967:  Richard  L. 
Cole,  Bozeman,  1966;  John  F.  Fulton,  Missoula,  1968;  John 

T.  Hurly,  Billings,  1968;  Robert  H.  Leeds,  Chinook,  1966; 
Thomas  C.  Power,  Great  Falls,  1967;  Oscar  A.  Swenson, 
Sidney,  1966;  J.  Jerome  Wildgen,  Kalispell.  1968. 
COMMITTEE  ON  MENTAL  HYGIENE:  Bryce  G.  Hughett, 
Billings,  Chairman:  George  J.  Gelernter,  Great  Falls;  Donald 
L.  Harr,  Billings;  Gladys  V.  Holmes,  Missoula;  William  S. 
Prunty,  Bozeman;  William  G.  Tobin,  Helena:  Roger  K.  White, 
Great  Falls;  Stanley  J.  Rogers,  Warm  Springs,  Ex-officio. 
COMMITTEE  ON  NECROLOGY  AND  HISTORY  OF  MEDI- 
CINE: Edmund  A.  Welden,  Lewistown,  Chairman;  Louis  W. 
Allard,  Billings;  Harold  W.  Gregg,  Butte. 

NOMINATING  COMMITTEE:  Albert  W.  Axley,  Havre.  Chair- 
man. 1967;  Porter  S.  Cannon,  Conrad,  1966:  M.  A.  Gold, 
Butte,  1970;  John  A.  Layne,  Great  Falls,  1969;  James  R. 
Thompson,  Miles  City,  1968. 

PROGRAM  COMMITTEE— 1966:  Alan  Iddles,  Bozeman,  Chair- 
man; Everett  R.  Lensink,  Bozeman;  Edward  J.  Purdey, 
Bozeman;  V.  W.  Steele,  Bozeman. 

PROGRAM  COMMITTEE — 1967:  John  A.  Evert,  Missoula, 
Chairman;  Eugene  J.  P.  Drouillard,  Missoula;  William  J. 
McDonald,  Missoula:  William  A.  Reynolds,  Missoula;  Robert 

A.  Spierling.  Missoula. 

PUBLIC  HEALTH  COMMITTEE:  A.  L.  Vadheim,  Bozeman, 
Chairman;  Richard  J.  Best,  Butte;  L,  H.  Blattspieler,  Helena; 
Frank  M.  Campbell,  Hot  Springs;  Paul  R.  Crellin,  Billings; 

B.  C.  Farrand,  Jordan;  Merle  D.  Fitz,  Scobey;  James  F. 
Graham,  Libby;  Bryce  G.  Hughett,  Billings:  Yokichi  Itoh, 
Livingston;  William  E.  Kane.  Butte;  Frank  R.  Mohs,  Billings; 
John  H.  O’Leary,  Havre;  Harry  W.  Power,  Great  Falls;  John 

C.  Wolgamot,  Great  Falls. 

PUBLIC  RELATIONS  COMMITTEE:  Wyman  J.  Roberts, 
Great  Falls,  Chairman;  John  M.  Fritts,  Missoula;  Elmer  W. 
Koneman.  Billings:  John  W.  McMahon,  Helena:  Richard  C. 
Nelson,  Billings:  George  A.  Sexton,  Great  Falls. 


EHEUMATIC  FEVER  AND  HEART  COMMITTEE;  Frank  R. 
Mohs,  Billings,  Chairman;  Harold  A.  Braun,  Missoula:  L.  A. 
Campodonico,  Miles  City;  Roger  W.  Clapp,  Butte;  T.  R. 
Clemons,  Livingston:  Deane  C.  Epler,  Bozeman;  Frank  J. 
Friden,  Great  Falls:  John  S.  Gilson,  Great  Falls;  J.  Allan 
Miller,  Helena:  Malcolm  D.  Winter,  Jr.,  Miles  City:  Betty  S. 
Gilson,  Great  Falls,  Ex-officio;  Mary  E.  Soules,  Helena,  Ex- 
officio. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  COMMITTEE: 
Ernest  J.  Eichwald,  Great  Falls,  Chairman,  1966;  Eugene  J.  P. 
Drouillard,  Missoula,  1967:  Harold  C.  Habein,  Billings,  1970; 
John  G.  Kane,  Butte,  1969:  J.  Jerome  Wildgen,  Kalispell, 
1968:  Paul  J.  Gans,  Lewistown,  Ex-officio:  Oscar  A.  Swenson, 
Sidney,  Ex-officio. 

RURAL  HEALTH  COMMITTEE:  Merle  D.  Fitz,  Scobey,  Chair- 
man; Joseph  P.  Orley,  Lewistown;  B.  C.  Farrand,  Jordan. 
TUBERCULOSIS  COMMITTEE:  Harry  W.  Power,  Great  Falls, 
Chairman;  Richard  L.  Cole,  Bozeman:  John  M.  Fritts, 
Missoula:  John  F.  Fulton,  Missoula;  William  S.  Harper, 
Helena:  Edward  L.  King,  Manhattan;  Arthur  C.  Knight,  Deer 
Lodge:  John  H.  Schaeffer,  Billings:  Lloyd  M.  Taylor,  Great 
Falls;  Mary  E,  Soules,  Helena,  Ex-officio. 

Special  Committees 

COMMITTEE  ON  AGING:  Ross  E.  Lemire,  Jr.,  Billings, 
Chairman;  F.  John  Allaire,  Great  Falls;  William  M.  Barelman, 
Lewistown:  C.  George  DeBelly,  Columbus;  John  F.  Fulton, 
Missoula:  Malcolm  D.  Winter,  Jr.,  Miles  City. 

ARTHRITIS  AND  RHEUMATISM  COMMITTEE:  F.  Hughes 
Crago,  Great  Falls,  Chairman:  George  M.  Donich,  Anaconda; 
Allan  L.  Goulding,  Billings;  James  L.  Patterson,  Jr.,  Butte: 
John  W.  Strizich,  Helena. 

AD  HOC  COMMITTEE  ON  BY-LAWS:  John  A.  Layne,  Great 
Falls,  Chairman;  Leonard  W.  Brewer,  Missoula;  Herbert  T. 
Caraway,  Billings. 

COMMITTEE  ON  CONTRACT  NEGOTIATION:  Harold  W. 
Fuller,  Great  Falls,  Chairman:  Leonard  W.  Brewer,  Missoula: 
James  K.  Cope,  Forsyth;  John  A.  Evert,  Missoula;  George 
H.  Gould,  Kalispell;  Allan  L.  Goulding,  Billings:  Edwin  C. 
Segard,  Billings;  James  J.  Shea,  Great  Falls;  Robert  W. 
Thometz,  Butte. 

COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICE:  Yokichi 
Itoh,  Livingston,  Chairman;  Duane  V.  Mohr,  Bozeman;  James 

D.  Morrison,  Billings;  Leonard  J.  Rotondi,  Butte;  C.  H. 
Swanson,  Jr.,  Columbus. 

COMMITTEE  ON  HIGHWAY  SAFETY:  Merle  D.  Fitz,  Scobey, 
Chairman;  Matthew  W.  Calvert,  Laurel;  T.  R.  Clemons, 
Livingston;  Robert  G.  Kroeze,  Butte;  Edward  C.  Maronick, 
Helena:  Warren  J.  McKinstry,  Missoula. 

COMMITTEE  ON  INDIAN  HEALTH:  Mark  B.  Listerud, 
Wolf  Point,  Chairman;  Ward  E.  Benkelman,  Poison;  James 

E.  Elliott,  Havre:  Edward  L.  King,  Manhattan;  Arthur  C. 
Knight,  Deer  Lodge:  John  H.  Schaeffer,  Billings:  Edwin  L. 
Stickney,  Miles  City:  Edward  M.  Urbanich,  Great  Falls. 
ADVISORY  COMMITTEE  TO  INDUSTRIAL  ACCIDENT 
BOARD:  James  J.  McCabe,  Helena,  Chairman;  Perry  M.  Berg, 
Billings;  Arthur  R.  Kintner,  Missoula;  Raymond  O.  Lewis, 
Helena:  Robert  F.  Muller,  Kalispell. 

AD  HOC  COMMITTEE  ON  INTEREST  AND  PARTICIPA- 
TION IN  THE  MONTANA  MEDICAL  ASSOCIATION:  Wyman 
J.  Roberts,  Great  Falls,  Chairman;  Albert  W.  Axley,  Havre: 
Perry  M.  Berg,  Billings:  Paul  J.  Gans,  Lewistown:  Donald 
L.  Gillespie,  Butte;  Everett  H.  Lindstrom,  Helena;  Harry  W. 
Power,  Great  Falls;  George  G.  Sale,  Missoula. 

COMMITTEE  ON  THE  MEDICAL  ASPECTS  OF  SPORTS: 
Edward  J.  Purdey,  Bozeman,  Chairman;  William  F.  Cashmore, 
Helena;  Joseph  P.  Fraser,  Lewistown;  John  R.  Halseth, 
Great  Falls;  John  C.  Hanley,  Great  Falls;  Robert  W.  Hansen, 
Missoula;  Sidney  J.  Hayes,  Jr..  Billings;  James  E.  McGreevey, 
Butte;  Bruce  C.  McIntyre.  Whitefish;  Warren  H.  Randall, 
Miles  City. 

COMMITTEE  TO  INVESTIGATE  MEDICAL  SCHOOL  EX- 
PANSION: Leonard  W.  Brewer,  Missoula,  Chairman:  John  S. 
Gilson,  Great  Falls;  John  T.  Hurly,  Billings;  Frank  L. 
McPhail,  Great  Falls:  George  J.  Moffitt,  Livingston. 
ADVISORY  COMMITTEE  ON  STATE  INSTITUTIONS: 
George  J.  Gelernter,  Great  Falls,  Chairman;  Bryce  C. 
Hughett,  Billings;  Robert  W.  Poundstone,  Dillon;  Harry  W. 
Power,  Great  Falls;  Mabel  E.  Tuchscherer,  Anaconda. 
LIAISON  COMMITTEE  TO  MONTANA  OSTEOPATHIC  AS- 
SOCIATION: Everett  H.  Lindstrom.  Helena,  Chairman; 
James  J.  Bulger,  Great  Falls;  Raymond  L.  Eck,  Lewistown. 

Nevada  State  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1966  Annual  Session. 

President:  Joseph  M.  George,  Jr.,  Las  Vegas 
President-Elect:  William  M.  Tappan,  Reno 


Secretary-Treasurer:  V.  A.  Salvadorini,  Reno 

Immediate  Past  President:  John  M.  Read,  Elko 

AMA  Delegate:  Leslie  A.  Moren,  Elko 

Alternate  Delegate:  Thomas  S.  White,  Boulder  City 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 

Wesley  W.  Hall,  Reno 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 

NevF  Mexico  Medical  Society 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  Indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1966  Annual  Session. 

President:  Robert  P.  Beaudette,  Raton. 

President-elect:  Thomas  L.  Carr,  Albuquerque. 

Vice  President:  Emmit  M.  Jennings,  Roswell. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 
Immediate  Past  President:  Omar  Legant,  Albuquerque. 
Speaker,  House  of  Delegates:  Hugh  B.  Woodward,  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dom,  Albu- 
querque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 

Utah  State  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  L.  V.  Broadbent,  Cedar  City. 

President-eiect:  Paul  A.  Clayton,  Salt  Lake  City. 

Past  President:  Stanley  R.  Child,  Salt  Lake  City. 

Honorary  President:  Henry  C.  Stranquist,  Ogden. 

Secretary  ’67:  Russell  M.  Nelson,  Salt  Lake  City. 

Treasurer  ’66:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo. 
President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan. 
Alternate  Speaker,  House  of  Delegates:  William  R.  Christensen, 
Salt  Lake  City. 

Additional  Trustees:  Box  Elder  County  Med.  Soc.  ’66,  S.  L. 
Moskowitz,  Brigham  City:  Cache  Valiey  Med.  Soc.  ’66,  Robert 
S.  Budge,  Smithfield:  Carbon  Co.  Med.  Soc.  ’66,  William  M. 
Gorishek,  Price:  Central  Utah  Med.  Soc.  ’67,  Halvard  J. 
Davidson,  Manti;  Salt  Lake  Co.  Med.  Soc.  '66,  John  H.  Clark, 
Salt  Lake  City:  Southeastern  Utah  Med.  Soc.  '67,  Jerrold  C. 
Smith,  Monticello;  Southern  Utah  Med.  Soc.  ’67,  Joseph  J. 
Sannella,  Kanab;  Uintah  Basin  Med.  Soc.  ’67.  R.  V.  Larson, 
Roosevelt:  Utah  County  Med.  Soc.  ’65,  Richard  A.  Call, 
Provo:  Weber  County  Med.  Soc.  ’67,  Douglas  C.  Barker, 
Ogden. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Richard 
P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City. 

Wyoming  State  Medical  Society 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Thomas  Nicholas.  Buffalo 

President-elect:  Ray  K.  Christensen,  Powell 

Vice  President:  James  W.  Barber,  Cheyenne 

Secretary:  Laurence  W.  Greene,  Jr.,  Laramie 

Treasurer:  Roger  P.  Mattson,  Casper 

Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Halgler, 

Casper 

Speaker  of  the  House:  John  H.  Froyd,  Warland 
Vice  Speaker  of  the  House:  Roy  Holmes,  Casper 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Byron  Hirst,  Cheyerme 
Public  Relations  Consultant:  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Arthur  R.  Abbey,  P.  O.  Box  2266,  Chey- 
enne. Telephone  632-5525 


WANT  ADS 


PHYSICIAN  NEEDED— Small  western  community  of  12,000 
seeking  internist  or  General  Practitioner  to  join  small 
group.  Clinic  is  new  and  has  X-ray,  Laboratory,  and  Office 
Space.  First  year  salary  $18,600.00,  ownership  thereafter. 
Recreational  facilities  unlimited.  115  days  per  year  time  off. 
New  40  bed,  $1,000,000  hospital.  Reply  L.  J.  Dunton,  Box  306, 
East  Ely,  Nevada.  12-1-6B 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-5-TFB 


FOR  SALE — W.  F.  Prior  Loose-leaf  Five  Volumes  and  Desk 
Index,  “OTOLARYNGOLOGY.”  Unused.  $40.  f.o.b.  Great 
Falls,  Montana.  Contact  F.  D.  Hurd,  MD,  309  Medical  Arts 
Building,  Great  Falls,  Montana.  3-2-3 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502,  Denver. 

9-7-TFB 


EXCELLENT  OPPORTUNITY  FOR  GP  to  assume  profitable 
practice  of  partner  in  two-man  practice.  Leaving  for 
residency,  will  return  to  form  three-man  group.  Well  estab- 
lished practice  located  in  southeast  Denver.  Attractive  new 
quarters,  complete  lab.  Financial  arrangements  open.  Call 
SK  6-3627.  1-5-TF 


WANTED — Internist  to  associate  in  excellent  private  practice 
opportunity  in  Denver.  Call  333-4273  in  Denver  or  write 
Box  3-6-3,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Ave.,  Denver,  Colorado  80218.  3-6-3 


INTERNIST  for  5-man  department  in  busy  and  steadily 
growing  northcentral  Kansas  13-member  multispecialty 
group.  Partnership  after  salary  for  two  years.  Board  eligible 
or  Certified.  Reply  to  Box  11-9-TFB,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Ave.,  Denver,  Colorado  80218.  11-9-TFB 


ASSOCIATE  IN  GENERAL  PRACTICE  WANTED  to  practice 
with  established  General  Practitioner  in  Las  Vegas,  Nevada. 
Terms  and  conditions  flexible.  For  further  information  please 
call  collect.  Las  Vegas,  Nevada  382  3588.  3-3-3 


BOARD  ELIGIBLE  PSYCHIATRIST  wishes  to  enter  field  of 
industrial  medicine.  Experience  includes:  General  practice, 
2 years;  internal  medicine,  15  years;  Physical  diagnosis 
instructor  in  University,  5 years;  director  of  day  care  center 
for  alcoholics,  5 years;  life  insurance  examiner,  10  years. 
Reply  to  Box  3-4-3,  Rocky  Mountain  Medical  Journal,  1809 
E.  18th  Avenue,  Denver,  Colorado  80218.  3-4-3 


SPACE  AVAILABLE  FOR  DOCTORS  in  good  residential 
area.  Ample  parking.  1500  sq.  ft.  of  space  in  air  condi- 
tioned building.  2 doctors’  offices  and  reception  room,  5 ex- 
amining rooms,  x-ray  room  and  2 labs.  Very  reasonable. 
Will  rent  or  lease.  Located  at  601-3  Emerson  Street,  Denver. 
Call  534-8673  or  377-4759.  4-7-3B 


I*? 


EXCLUSIVELY 


For  the  medical  and  dental  professions 

Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 

REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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PRACTICE  AVAILABLE  IN  OAK  CREEK,  COLORADO.  New 
Sears  Foundation  Medical  Center  now  vacant.  Excellent 
hunting,  fishing  and  skiing.  Previous  doctor  drafted.  Write: 
Jolene  Koler,  secretary.  South  Routt  Medical  Center.  Oak 
Creek,  Colorado.  4-8-3 


THREE  ACADEMY  OF  GENERAL  PRACTICE  MEMBERS, 
in  fast  growing  Nevada  community  desire  an  associate. 
$16,000  first  year,  with  full  partnership  in  near  future.  One 
month  vacation  first  year.  Reply  to  Box  4-6-4,  Rocky  Moun- 
tain Medical  Journal,  1809  E.  18th  Avenue.  Denver,  Colo- 
rado 80218.  4-6-4 


FIFTY  YEARS  OF  RECORDS  for  GP  who  would  like  to  live 
in  the  City  of  Denver.  Office  close  to  hospitals. 
Call  255-3533.  4-3-3 


HEALTH  OFFICER — for  San  Juan  Basin  Health  Unit.  Head- 
quarters, Durango,  Colorado.  Under  State  Merit  System, 
with  excellent  retirement  plan.  Salary  range  $16,464-$17,280, 
longevity  step  to  $18,144.  Requires  physician  with  public 
health  experience.  Contact  Dalton  Roberts,  Administrative 
Officer,  Colorado  State  Department  of  Public  Health,  4210 
East  11th  Avenue,  Denver,  Colorado  80220.  4-3-2B 


PHYSICIAN  HEALTH  OFFICER— For  established  District 
Health  Department,  headquarters  in  Sterling,  Colorado. 
Beginning  salary  $18,000.  Position  requires  M.P.H.  Please 
contact  Dalton  Roberts,  Administrative  Director,  Colorado 
State  Department  of  Public  Health,  4210  East  11th  Avenue, 
Denver,  Colorado  80220.  4-2-2B 


PHYSICIAN.  Internal  Medicine.  201-bed  GM&S  Hospital  in 
Central  Texas.  Beginning  salary  up  to  $17,055  determined 
by  qualifications.  Non-discrimination  in  employment.  Write 
Chief  of  Staff.  Veterans  Administration  Hospital,  Marlin, 
Texas  76661.  4-10-3B 


OPHTHALMOLOGIST,  Board  Certified  or  Board  Eligible,  to 
join  well-established  department  in  twenty-two  doctor, 
multi-specialty  group,  m midwest  city  of  sixty  thousand. 
Salary  open.  Partnership  after  three  years.  Excellent  pros- 
pects. Please  send  data  sheet  with  first  letter.  Address 
Medical  Associates,  1200  Main  Street,  Dubuque,  Iowa.  5-4-3B 


LEAVING  FOR  RESIDENCY.  General  Practice  carefully 
cultivated  for  12  years,  now  available.  Will  consider  month- 
ly terms  for  equipment  and  furnishings.  Lab,  x-ray,  con- 
sultants within  one-block  radius.  Wm.  L.  Ingram,  MD,  509-G 
Colorado  Ave.,  Pueblo,  Colo.  81005.  Telephone  542-1805.  5-3-2 


INTERNIST : Seeks  practice  opportunity  in  Denver  or  vicinity. 

association  leading  to  partnership;  interest,  family  type 
practice;  age  34,  family  (3),  board  certified,  completing 
military  obligation;  available  July  1966.  Contact  R.  H.  Hunter, 
MD,  Dewitt  Army  Hospital,  Ft.  Belvoir,  Virginia.  5-2-lB 


FOR  SALE — Large  general  practice  of  physician  established 
twelve  years  in  Las  Vegas,  Nevada,  and  very  recently 
killed  in  an  accident.  Family  will  sell  practice  located  on 
major  arterial  in  Las  Vegas  in  medical  building  with  all 
facilities  for  quite  reasonable  price  or  percentage  of  next 
year’s  gross.  Call  Dennis  Cunningham,  MD,  at  702  735-1309 
or  write  637  E.  Sahara  Avenue,  Las  Vegas,  Nevada.  5-1-lB 


Newton  Optical 

EARNEST  DRUG 

Company 

217  1 6th  Street 

Catering  to 
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Prescription  Specialists 

Telephones  KEystone  4-7237-KEystone  4-3265 

309  16th  Street  j Telephone 

FRESH-CLEAN-COMPLETE 

PRESCRIPTION  STOCK 

Denver  2 534-8714 

Free  Delivery 

PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 

4925  EAST  38TH  AVE.-TEL.  388-5731 -DENVER  7,  COLORADO 

Offices  also  in: 

Colorado  Springs,  Colorado 
1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 
21  Kensington  Street,  485-8262 


Albuquerque,  New  Mexico 
113  Sierra  Dr.,  S.E.,  255-1288 


Medical  and  Laboratory 
Nuclear  Instrumentation 
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COMPLETE  REFRIGERATED 
AIR-CONDITIONING 

Northern  Hotel 

IN  BILLINGS 


Dial-Ur-Comfort 


% 


With  Individual 
Room  Controls 


GAY-90's  RESTAURANT  & BAR 


PREMIUM 

QUALITY 

AT  ITS  BEST... 

Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 

Meadow  Gold 

HOME  DELIVERY 

OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 
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Mrs.  May  L.  Case,  age  92,  says  she’ll  cash 
her  Savings  Bonds  when  she’s  ready  to  retire 


Mrs.  May  Case  is  the  travel 
editor  of  the  Clovis  (Calif.) 
Independent,  a weekly  news- 
paper which  she  founded  47 
years  ago,  with  her  husband. 

At  68,  she  started  buying 
U.  S.  Savings  Bonds.  That 
was  25  years  ago,  and  she’s 
been  buying  them  ever  since. 

“They’ll  be  quite  helpful 
when  I reach  retirement 
age,’’  she  says  with  a twinkle. 


U.  S.  Savings  Bonds  have  a 
nice  way  of  growing  into  a 
respectable  sum.  And  while 
the  dollars  are  growing, 
Uncle  Sam  uses  them  all 
manner  of  ways,  essential  to 
a strong  democracy. 

Start  buying  Savings  Bonds 
today.  If  they’re  for  your  re- 
tirement, start  young  and 
get  a good  head  start — like 
Mrs.  Case. 


Buy  U.  S.  Savings  Bonds 

The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council. 
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Chicago,  the  convention  capital  of  the  world,  hosts  the  world’s  largest  medical 
convention.  Each  year  the  AMA  Annual  Convention  presents  a wider  and 
greater  range  of  medical  subjects.  This  year’s  convention  will  be  held  in  mag- 
nificent McCormick  Place.  Air-conditioned,  it  offers  almost  unparalleled  facili- 
ties. View  and  participate  in  the  following:  • Six  general  scientific  meetings 

• 23  medical  specialty  programs  • 800  scientific  and  industrial  exhibits 

• Lectures,  panel  discussions,  motion  pictures  and  color  television.  Plan  to 
attend — continue  your  post-graduate  education. 

See  JAMA  May  9 for  complete  scientific  program— forms  for  advance  registra- 
tion and  hotel  accommodations. 
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DO  YOU  ADEQUATELY  ; 

BENEFITS  UP  TO 

PROTECT  THIS  INCOME?  ■ 

1 

$800.00  A MONTH- 

NOW  through  the  Medical  So-  J 
ciety's  Income  Protection  Plan,  1 
you  can  safeguard  your  earning  ! 
power  for  years  when  you're  sick  | 
or  hurt  and  can't  earn  a living.  ■ 

■ 
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at  low  member  premium  rates. 

Underwritten  by 


OF  OMAHA 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

Life  Insurance  Affiliate;  United  of  Omaha 
Home  Office — Omaha,  Nebraska 

Return  the  Coupon  for  Full  Details 


VINCENT  ANDERSON  COMPANY,  INC. 

2nd  Floor,  Railway  Exchange  Building 
Denver,  Colorado  80202 

Please  send  full  details  about  the  Income  Pro- 
tection Plan  of  the  Colorado  Medical  Society. 

NAME  

ADDRESS  

CITY  STATE  

Zip  Code 

5-10-46 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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Lactinex 


TABLETS  & GRANULES 


LACTINEX  contains  a standardized  viable 
mixed  culture  of  Lactobacillus  acidophilus 
and  L.  bulgaricus  with  the  naturally 
occurring  metabolic  products  produced 
by  these  organisms. 

LACTINEX  was  introduced  to  help 
restore  the  flora  of  the  intestinal  tract 
in  infants  and  adults. 

LACTINEX  has  also  been  shown  to  be 
useful  in  the  treatment  of  fever 
blisters  and  canker  sores  of 
herpetic  origin.^’^’^’® 

No  untoward  side  effects  have  been 
reported  to  date. 

Literature  on  indications  and  dosage 
available  on  request. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 


BALTIMORE.  MARYLAND  21201 
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nIz  Nasal  Spray  relieves 
hay  fever  symptoms  on  contact 

Fast  symptomatic  relief  from  seasonal  hay  fever 
comes  in  the  convenient  nTz  Nasal  Spray  bottle. 
Two  sprays  quickly  relieve  itching  and  decongest 
the  nasal  membranes  on  contact.  The  first  spray  of 
nTz  shrinks  the  turbinates,  helps  restore  normal 
nasal  ventilation  arid  breathing.  After  a few  minutes 
a second  spray  enhances  sinus  ventilation  and 
drainage. 

nTz  Nasal  Spray  reduces  excessive  rhinorrhea 
without  unpleasant  dryness.  It  is  well  tolerated  by 
delicate  respiratory  tissues.  nTz  also  provides 
relief  in  head  colds,  perennial  rhinitis  and  sinusitis. 


Hay  fever. . . 
a summer  hazard 

prescribe 

nTz  Nasal  Spray 


nTz’s  carefully  balanced  formula  relieves  three 
ways:  with  a decongestant,  a topical  antihistamine, 
and  an  antiseptic  wetting  agent. 

Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes. 
Thenfadil®  HCI  0.1%,  a topical  antihistamine  to 
help  relieve  itching. 

Zephiran®  Cl  1 :5000,  an  antiseptic  wetting  agent 
to  promote  the  rapid  spread  of  components  to  less 
accessible  nasal  areas. 

nTz  is  supplied  in  leakproof,  pocket-size,  spray 
bottles  of20ml.and  in  bottles  ofSOml.with  dropper. 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 

NTZ  , Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  thenyidiamine),  and 
Zephiran  (brand  of  benzalkonium,  as  chloride,  refined),  trademarks  reg.  U.S.  Pat.  Off. 


Doctor... two  important 
Lederlo  products  for 

routine  office  procedures 




single-dose  vials 
for  convenient 
and  economical 
polio 

immunization 


ORiMUNE* 

POLIOVIRUS  VACCINE.LIVE, ORAL 

TRiVALENT 

SABIN  STRAINSJYPES1,2and3 

Fast,  simple  administration— and  economy  for  the 
patient  — make  the  new  0.5  cc  single-dose  vial  of 
ORIMUNE  Trivalent  ideal  for  private  practice.  (Packaged 
5 to  a box  with  5 sterilized  disposable  droppers  for  your 
convenience). 

(Also  available  in  2 cc  and  2 drop  dosage  forms). 

Only  2 doses  required  for  complete,  initial  immunization 
for  patients  more  than  a year  old. 

Effectiveness— may  be  expected  to  confer  active  immu- 
nity against  all  three  types  of  poliovirus  infection  in  at 
least  ninety  percent  of  susceptibles  only  if  given  at  full 
dosage,  as  directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain  contraindica- 
tions. These  are,  broadly:  acute  illness,  conditions  which 
may  adversely  affect  immune  response,  and  advanced 
debilitated  states.  In  these,  vaccination  should  be  post- 
poned until  after  recovery. 

In  infants  vaccination  should  not  be  commenced  before 
the  sixth  week  of  life.  Do  not  give  to  patients  with  viral 
disease,  or  if  there  is  persistent  diarrhea  or  vomiting. 
ORIMUNE  and  live  virus  measles  vaccine  should  be  given 
separately. 

Dosage— initial  immunization:  two  doses  each  given 
orally  at  least  8 weeks  apart.  (Give  a third  dose  to 
infants  at  10-12  months).  Booster  immunization:  one 
dose,  given  orally.  See  package  literature  for  full 
^^^directions. 


simplifies  routine  screening 

TURERCUUN, 
TINE  TEST 

(Rosenthal)  Lederle 

Swab  ’Uncap  • Press « Discard 

Comparable  in  accuracy  and  reliability  to  older  standard 
intradermal  tests*,  but  faster  and  easier  to  use.  Since 
TINE  TEST  is  relatively  painless  it  should  receive  greater 
patient  acceptance.  Results  are  read  at  48-72  hours.  The 
self-contained,  completely  disposable  unit  requires  no 
refrigeration  and  is  stable  for  two  years. 

Side  effects  are  possible  but  rare:  vesiculation,  ulcera- 
tion or  necrosis  at  test  site.  Contraindications,  none; 
but  use  with  caution  in  active  tuberculosis.  Available  in 
boxes  of  5 (new  individually-capped  unit);  cartons  of  25. 
*Rosenthal,  S.  R.,  Nikurs,  L.,  Yordy,  E.,  and  Williams,  W.: 
Scientific  Exhibit  Presented  at  the  Annual  Meeting  of 
the  National  Tuberculosis  Association,  Chicago,  Illinois, 
May  30-June  2,  1965. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

’ I-  ^ Z 605-6-3390 
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new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology— long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  — provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine -both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 

...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  fnc.,  Elkhart,  Indiana 
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at  Merck  Sharp  & Dohme... 


understanding... 


precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledgethusacquired  might comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

^MERCK  SHARP& DOHME  Division  of  Merck  i Co  , Inc.,  West  Point.  Pa. 

Where  today’s  theory  is  tomorrow’s  therapy 
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Soyalac  solves  the  problem 


Soyalac  is  the  good-tasting,  fibre-free  formula  that  infants  read- 
ily accept.  The  exclusive  Soyalac  process  results  in  a consist- 
ency much  like  milk,  with  a light,  creamy  color — and  nut-like 
flavor  but  without  a trace  of  sediment. 

Soyalac  satisfies  the  infant.  Strikingly  similar  to  mother’s  milk, 
it  provides  protein  of  high  biologic  value  and  balanced  nutri- 
ents. Clinical  data  furnish  evidence  of  Soyalac’s  excellence  in 
promoting  normal  growdh  and  development. 


Soyalac 


A request  on  your  prcfessionai  fstterhsad  or  prescription  form 
will  bring  to  you  ccmpiete  information  and  a supply  of  samples. 


...and  BABY  APPROVES  ! 


Baby  has  a thing  or  two  to  say  about  a hypo-allergenic,  milk- 
free  diet! 


a product  of 

LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.S.A. 
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CaUFornia  WiNE+T.L.C.=  HospiTAl  HospiTAliry 

Dear  Doctor,  Nurse  and  Administrator; 

This  is  a sort  of  love  letter,  because  we  who  make  and  love  California 
wines  believe  that  they  should  be  served  with  meals  in  every  hospital 
and  nursing  home  in  the  world  (where  not  contraindicated,  of  course). 

Along  with  Tender  Loving  Care,  of  course. 

More  and  more  of  America's  hospitals  are  following  the  lead  of 
European  hospitals  and  finding  that  four  ounces  or  so  of  wine  with  a 
meal  can  assist  therapy  in  many  ways: 

For  stimulating  lagging  appetite; 

For  reducing  stress; 

For  producing  relaxation  in  hypertension  and  cardiovascular 
disease; 

For  assisting  obesity  control; 

For  serving  as  a tranquilizer— especially  valuable  for 
convalescent  and  geriatric  patients; 

For  aiding  in  the  nutrition  of  diabetics; 

And  in  producing  a state  of  euphoria— and  reducing  patient 
complaints— a phenomenon  which  is  particularly  welcome 
by  hospital  staffs. 

We  hope  that  you  will  write  us  for  the  following  booklets  (no  charge, 
of  course): 

"USES  OF  WINE  IN  MEDICAL  PRACTICE" 

"HOW  TO  BARBECUE  WITH  CALIFORNIA  WINES" 

The  first  is  for  your  patients'  sake,  the  second  for  your  own  this  sum- 
mer. Happy  barbecuing!  With  California  wine. 


WINE  ADVISORY  BOARD,  DEPT.  I04E.  717  MARKET  STREET,  SAN  FRANCISCO,  CALIFORNIA  94103 
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New 

low-cost  tetracycline/antifungal  therapy 


for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


I Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida: 


diabetic  patients 


IL  patients  with  a past  history  of  moniliasis 


2.  nonpregnant  women  with  a history  of  recent 
or  recurrent  monilial  vaginitis 


5.  patients  on  long-term  tetracycline  or  cortico- 
steroid therapy 


J.  elderly  or  debilitated  patients 


BRISTOL  THERAPEUTIC  SUMMARY ; For  complete  in- 
formation consult  Official  Package  Circular.  Indications: 
Infections  of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensi- 
tive organisms,  in  patients  vi^ith  increased  susceptibility 
to  monilial  infections.  Contraindications : The  drug  is  con- 
traindicated in  patients  hypersensitive  to  its  components. 
Warnings : Photodynamic  reactions  have  been  produced  by 
tetracyclines.  Natural  and  artificial  sunlight  should  be 
avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  No  cases  of  photosensitivity  have  been  reported 
■with  Tetrex  (tetracycline  phosphate  complex).  With  renal 
impairment,  systemic  accumulation  and  hepatotoxicity  may 
occur.  In  this  situation,  lower  doses  should  be  used.  Tooth 
staining  and  enamel  hypoplasia  may  be  induced  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions : Bacterial  superinfec- 
Sion  may  occur.  Infants  may  develop  increased  intracranial 
pressure  with  bulging  fontanels.  In  gonorrheal  therapy, 
serologic  tests  for  syphilis  should  be  conducted  initially 
and  monthly  for  3 months.  Adverse  Reactions:  Glossitis, 
stomatitis,  nausea,  diarrhea,  flatuience,  proctitis,  vaginitis, 
dermatitis,  and  allergic  reactions  may  occur.  Usual  Adult 
Dosage:  1 capsule  q,i.d.  Continue  therapy  for  20  days  in 
beta-liemolytic  streptococcal  infections.  Administer  one 
hour  before  or  2 hours  after  meals.  Supply:  Capsules,  bot- 
tles of  16.  Each  capsule  contains  tetracycline  phosphate 
complex  equivalent  to  250  mg.  tetracycline  HCl  activity 
and  250,000  units  of  nystatin. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL 


Tetrex-F 

'Each  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units. 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


Norinyl 

(norethindrone  2 mg.  c mestranol  •/ 0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucusi-13  and  an  acceleration 
of  endometrial  changes. With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive  benefits 
that  help  her  through  those  critical  early 
months  of  oral  contraception 


low  incidence  of  side  effects 


Low  incidence  of  BTB  and  spotting, 
nausea  and  amenorrhea  minimizes 
side  effect  problems  and  assures  max- 
imum patient  cooperation. 

no  confusion  about  dosage 
An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere  to 
prescribed  dosage  schedule:  individu- 
ally sealed  tablets  numbered  from  1 
through  20  plus  monthly  calendar 
record  enables  patient  to  double- 
check dosage  intake  by  day  and  cor- 
responding tablet  number. 


a well-informed  patient 

An  informative  64-page  purse-size 
book  for  full  patient  understanding 
and  cooperation.  Available  in  quanti- 
ties on  your  request. 


Contraindications:  Thrombophlebitis  or 
pulmonary  embolism  (current  or  past);  car- 
diac, renal  or  hepatic  dysfunction;  carci- 
noma of  the  breast  or  genital  tract; 
pregnancy;  severe  depression;  history  of 
cerebral  vascular  accident.  Warnings  If  sud- 
den onset  of  proptosis,  diplopia,  loss  of 
vision,  or  migraine  occurs,  stop  medica- 
tion pending  examination.  If  papOiedema 
or  retinal  vascular  lesions  are  found,  with- 
draw medication.  Precautions:  When  lacta- 
tion is  desired,  withhold  Norinyl  until 
nursing  needs  are  established.  Existing  uter- 
ine fibroids  may  increase  in  size.  In  meta- 
bolic or  endocrine  disorders  careful 
clinical  preevaluation  is  indicated.  If  liver 
or  endocrine  function  tests  are  indicated, 
withhold  Norinyl  prior  to  tests.  Patients 
with  a history  of  epilepsy,  migraine  or 
asthma  require  careful  observation.  Thus 
far  no  deleterious  effect  on  pituitary,  ova- 
rian, adrenal  or  uterine  function  has  been 
noted;  however,  long-range  possible  effect 
on  these,  and  other  organs,  must  await 
more  prolonged  observation.  Side  Effects: 
Changes  in  the  menstrual  cycle,  symptoms 
resembling  early  pregnancy,  weight  gain, 


nausea,  headache,  dizziness,  nervousness 
and  irritability.  Dosage  and  Administra- 
tion; One  Norinyl  Tablet  orally  for  20  days, 
commencing  on  day  5 through  and  includ- 
ing day  24  of  the  menstrual  cycle.  (Day  I 
is  the  first  day  of  menstrual  bleeding.)  Avail- 
ability: Dispensers  of  20  and  60  tablets; 
bottles  of  100. 

References:  1.  Council  on  Drugs,  JAMA  187:664 
<Feb.  29)  1964.  2.  Bryans.  F.  E.:  Canad  Med  Ass 
J 92:287  (Feb.  6)  1965.  3.  Goldzieher.  J.  W.: 
Med  Clin  N Amer  48:529  (Mar.)  1964.  4.  Cohen, 
M.  R.:  Paper  presented  at  Symposium  on  Low 
Dosage  Oral  Contraception,  Palo  Alto,  Calif., 
July  15,  1965.  Reported  in  Med  Sci  16:26  (Nov.) 
1965.  S.  Hammond,  D.  O.:  Ibid.  6.  Rice-Wray. 
E.,  Goldzieher,  I.  W.,  and  Aranda-Rosell,  A.: 
Fertil  Steril  14:402  <Jul.-Aug.)  1963.  7.  Gold- 
zieher, J.  W.,  Moses,  L.  E.,  and  Ellis,  L.  T.: 
JAMA  180:359  (May  5)  1962.  8.  Kempers,  R.  D.: 
GP  29:88  (Jan.)  1964.  9.  Tyler,  E.  T.:  JAMA 
187:562  (Feb.  22)  1964.  10.  Rudel.  H.  W.,  Mar- 
tinez-Manautou.  J.,  and  Maqueo-Topete.  M.: 
Fertil  Steril  16:158  (Mar. -Apr.)  1965.  11.  Flowers, 

C.  E.,  Jr.:  N Carolina  Med  J 25:139  (Apr.)  1964. 
12.  Goldzieher,  J.  W.:  AppI  Ther  6:503  (June) 
1964.  13.  The  Control  of  Fertility.  Report 
adopted  by  the  Committee  on  Human  Reproduc- 
tion of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E.,  Jr.: 
JAMA  188:1115  (June  29)  1964.  IS.  Merritt,  R. 
I.:  Appl  Ther  6:427  (May)  1964.  16.  Newland, 

D.  O.:  Paper  presented  at  Symposium  on  Low 
Dosage  Oral  Contraception,  Palo  Alto,  Calif., 
July  15, 1965.  Reported  in  Med  Sci  16:26<Nov.)  1965. 


norethindrone  — an  original  steroid  from 

SYNTEX 

LABORATORIES  INC. .PALO  ALTO,  CALIF. 


NorinyL.^, 

(norethifKjrone  2 mg.  c mestranol  0.1  mg.) 


for  multiple  contraceptive  action 
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ROCKY  MOUNTAI] 


Brown  Palace  Hotel 


Co-Sponsored  by  Colorado  Division,  American  Cancer  Society  and  Colorado  Medical 
Society.  The  Conference  is  financed  by  the  Colorado  Division  of  the  American 
Cancer  Society.  The  program  is  the  result  of  the  combined  efforts  of  the  Cancer 
Committee  and  the  Executive  Staff  of  the  Colorado  Medical  Society. 

NO  REGISTRATION  FEE 

HEADQUARTERS  HOTEL  for  the  Conference  is 
the  Brown  Palace  Hotel.  A block  of  rooms  has  been 
reserved  for  physicians  and  their  families.  To  make 
your  reservations,  write  to  the  Brown  Palace  Hotel, 

Denver  2. 


Friday,  July  15,  1966 

Morning 

8:00  a.m. — Registration 

(outside  of  Grand  Ballroom) 

9:00  a.m. — Welcome,  Paul  R.  Hildebrand,  M.D., 
President,  Colorado  Medical  Society; 
N.  Paul  Isbell,  M.D.,  President,  Colo- 
rado Division,  American  Cancer  Socie- 
ty, and  Chairman  of  Colorado  Medical 
Society's  Cancer  Committee;  Leonard 
W.  Larson,  M.D.,  President,  American 
Cancer  Society 

9:.30  a.m. — Symposium;  “The  How,  When,  and 
How  Often  of  Cancer  Detection” 
Participants;  J.  Maxwell  Chamberlain, 
M.D.,  Thoracic  Surgeon,  New  York; 
Emerson  Day,  M.D.,  Director,  Strang 
Prevention  Clinic,  New  York;  Robert  C. 
Horn,  Jr.,  M.D.,  Director  of  Pathology, 
Henry  Ford  Hospital,  Detroit;  Leonard 
W.  Larson,  M.D.,  Pathologist,  Bismarck, 
North  Dakota;  and  Leo  G.  Rigler,  M.D., 
Professor  of  Radiology,  Center  for 
Health  Sciences,  Los  Angeles 
10:20  a.m. — Coffee  Break 
10:40  a.m. — Symposium  continued 
12:1.5  p.m. — Luncheon 

Guest  Speaker: 

Leonard  W.  Larson,  M.D. 

Afternoon 

2:15  p.m. — “The  Natural  History  of  Untreated 
Cancer  of  the  Lung” 

Leo  G.  Rigler,  M.D. 

2:40  p.m. — “Detection  and  Diagnostic  Manage- 
ment of  Breast  Tumors” 

Emerson  Day,  M.D. 


3:05  p.m. — Coffee  Break  ) 

3:25  p.m. — “Sarcomas  of  the  Soft  Tissues” 

Robert  C.  Horn,  Jr.,  M.D. 

3:50  p.m. — “Extra-pleural  Mediastinotomy: 

A Simple  Diagnostic  Procedure” 

J.  Maxwell  Chamberlain,  M.D. 

4:15  p.m. — Adjourn 

Saturday,  July  16,  1966 

Morning 

8:30  a.m. — Registration 

9:00  a.m. — Greetings  from  the  American  Medical 
Association,  Charles  L.  Hudson,  M.D., 
President 

9:15  a.m. — Symposium:  “Malignancies  and  Allied 
Diseases  of  the  Chest” 

Participants: 

J.  Maxwell  Chamberlain,  M.D.; 

Robert  C.  Horn,  M.D.; 

Emerson  Day,  M.D.;  and 
Leo  Rigler,  M.D. 

10:15  a.m. — Coffee  Break 
10:30  a.m. — Symposium  continued 
12:15  p.m. — Luncheon 

Guest  Speaker: 

Charles  L.  Hudson,  M.D.,  “Participation 
in  Medicine  by  the  Federal  Govern- 
ment” 

Afternoon 

2:00  p.m.— An  “Information  Please”  session  with 
speakers  participating 
Moderated  by: 

Alexis  E.  Lubchenco,  M.D.,  Denver 
3:00  p.m.— Coffee  Break 

3:15  p.m.— Information  Please  session  continued 
4:00  p.m.— Adjourn 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


CREMOMYCiN  Can  answer  the  cal!  for  help.  It  can  be 
counted  on  to  consolidate  fluid  stools,  soothe  intes- 
tinal inflammation,  inhibit  enteric  pathogens,  and 
detoxify  putrefactive  materials  — usually  within  a 
few  hours. 

CREMOMYCIN  Combines  the  bacteriostatic  agents, 
succinylsulfathiazole  and  neomycin,  with  the  ad- 
sorbent and  protective  demulcents,  kaolin  and  pec- 
tin, for  comprehensive  control  of  diarrhea. 

INDICATIONS:  Diarrhea. 

CONTRAINDICATIONS:  Do  not  use  in  intestinal  obstruction,  ex- 
tensive ulceration  of  bow/el,  or  diverticulosis;  in  hypersensitivity 
to  sulfonamides  or  neomycin;  in  pregnancy  at  term,  in  premature 
infants,  or  during  first  week  of  life  in  the  newborn. 

WARNINGS:  Use  only  after  critical  appraisal  in  patients  with 
hepatic  or  renal  damage,  urinary  obstruction,  or  blood  dyscra- 
sias.  Fatal  hypersensitivity  reactions  and  blood  dyscrasias  re- 
ported with  use  of  sulfonamides.  Consider  periodic  blood  counts, 
hepatic  and  renal  function  tests  during  intermittent  or  chronic 
use. 

PRECAUTIONS:  Succinylsulfathiazole:  Use  with  caution  if  there 
is  history  of  significant  allergies  and/or  asthma.  Continued  use 
requires  supplementary  vitamins  Bi  and  K.  Neomycin:  Watch  for 


your  for 
Cremomycin 
can  provide  relief 


where  today’s  theory  is  tomorrow’s  therapy 


Composition:  Each  30  cc.  contains  neomycin  sulfate  300  mg. 
(equivalent  to  210  mg.  of  neomycin  base),  succinylsulfathiazola 
3.0  Gm.,  colloidal  kaolin  3.0  Gm.,  pectin  0.27  Gm. 


^MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc..  West  Point.  Pa.. 


curare-like  neuromuscular  block  during  anesthesia  if  neomycin 
is  used  preoperatively  in  large  doses  when  renal  function  is 
poor;  watch  for  overgrowth  of  nonsusceptible  organisms.  Con- 
sider possibility  of  ototoxicity  and  nephrotoxicity  with  prolonged 
high  dosage. 

SIDE  EFFECTS:  As  with  all  sulfonamides:  Headache,  malaise,  an- 
orexia, G.l.  symptoms,  hepatitis,  pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  rash,  conjunctival  and  scleral  injection, 
petechiae,  purpura,  hematuria,  and  crystalluria  have  been  noted. 
Reduced  fecal  output  of  thiamine  and  decreased  synthesis  of 
vitamin  K have  been  reported.  Neomycin:  Nausea,  loose  stools. 

Before  prescribing  or  administering,  read  package  circular  with 
product  or  available  on  request. 

promptly  relieves  diarrheal  distress 

Cremomyciir 

ANTIDIARRHEAL  ^ 


Postgraduate  Medical  Education — 
University  of  Colorado  School  of 
Medicine — Denver,  Colorado 

GENERAL  PRACTICE  REVIEW 

The  Twelfth  Annual  Postgraduate  Course  designed 
especially  for  the  general  practitioner. 

A full  week — each  day  devoted  to  an  important 
area  of  practice. 

July  18-23, 1966 

Monday — Medicine 

T uesday — Pediatrics 

Wednesday — Surgery 

Thursday — Trauma 

Friday — Obstetrics  and  Gynecology 

Saturday — Dermatology 

Register  for  the  entire  course  or  for  any  selected 
days. 

OTHER  POSTGRADUATE  COURSES  OF 
INTEREST  TO  THE  GENERAL 
PRACTITIONER 

Sex  Education  in  the  Schools 
April  23,  1966 
Clinical  Dermatology 

April  28-30,  1966,  limited  to  32 
Pediatrics 

August  1-5,  1966,  Estes  Park,  Colorado 
Internal  Medicine 

August  8-12,  1966,  Estes  Park,  Colorado 
The  Hospital  Medical  Staff  Conference 
October  3-7,  1966,  Estes  Park,  Colorado 
Family  Planning  and  Genetic  Counseling 
October  26-28,  1966 
Management  of  Fractures 
November  2-4,  1966 

NOTE:  The  above  dates  are  subject  to  change. 
For  further  information  and  detailed  programs, 
write  to:  The  Office  of  Postgraduate  Medical  Edu- 
cation, University  of  Colorado  School  of  Medicine, 
4200  East  Ninth  Avenue,  Denver,  Colorado  80220. 

Infant  Mortality 

A National  Conference  on  Infant  Mortality,  spon- 
sored by  the  American  Medical  Association’s  Com- 
mittee on  Maternal  and  Child  Care  will  be  held  on 
August  12-13,  1966,  at  the  Fairmont  Hotel  in  San 
Francisco,  California. 

An  open  invitation  is  being  extended  to  chairmen 
and  members  of  all  state  and  county  Maternal  and 
Child  Care;  Perinatal  and  Maternal  Mortality  Com- 
mittees; State  Health  Department  Directors  of  Ma- 
ternal and  Child  Health;  medical  school  faculty  mem- 


bers in  Departments  of  Obstetrics  and  Gynecology, 
Pediatrics,  and  Preventive  Medicine.  Other  interested 
physicians  and  representatives  of  groups  concerned 
with  the  problems  of  infant  mortality  are  also  in- 
vited to  attend. 

For  further  information  concerning  registration  for 
the  Conference,  write  the  Secretary,  Committee  on 
Maternal  and  Child  Care,  American  Medical  Associa- 
tion, 535  North  Dearborn  Street,  Chicago,  Illinois 
60610. 

American  Physical  Therapy  Association 

The  forty-third  Annual  Conference  of  the  Ameri- 
can Physical  Therapy  Association  is  scheduled  for 
July  10-15,  1966,  at  the  Biltmore  Hotel  in  Eos 
Angeles,  California. 

Physicians,  nurses,  occupational  therapists,  speech 
therapists,  prosthetists  and  orthotists,  and  members  of 
other  allied  health  professions  are  invited  to  attend 
the  program  sessions  and  the  exhibits.  Nonmember 
registration  fee  is  $25.00  for  the  week. 

For  additional  information,  write  Helen  J.  Hislop, 
PhD,  Director  of  Conference  Services,  American 
Physical  Therapy  Association,  1790  Broadway,  New 
York,  New  York  10019. 

Mark  Your  Calendar 

The  forty-fourth  Annual  Conference  of  the  Ameri- 
can Physical  Therapy  Association  will  be  held  at 
the  Americana  Hotel  in  Miami  Beach,  July  2-7, 
1967. 

Medical  Aspects  of  Sports 

The  Eighth  National  Conference  on  the  Medical 
Aspects  of  Sports,  sponsored  by  the  American  Med- 
ical Association  under  the  auspices  of  its  Committee 
on  the  Medical  Aspects  of  Sports,  will  be  held  in 
Las  Vegas,  Nevada,  at  Caesar’s  Palace  on  Novem- 
ber 27,  1966.  The  Conference  is  held  annually  in 
conjunction  with  and  on  the  first  day  of  the  Clinical 
Convention  of  the  American  Medical  Association. 

The  Conference  will  cover  a wide  range  of  sub- 
jects of  interest  to  those  serving  school  and  college 
athletic  programs.  Included  will  be  forums  and  dis- 
cussion sections  relating  to  criteria  for  immediate 
management  of  knee  injuries,  resources  for  grass 
roots  supervision  of  sports,  medical  preparations  for 
international  competitions,  and  the  relationship  of 
athletic  fitness  to  physical  fitness.  Among  the  speak- 
ers will  be  Merritt  Stiles,  MD,  2d  Vice  President 
of  the  U.  S.  Olympic  Committee,  and  Donald 
O’Donoghue,  MD,  President  of  the  American  Acad- 
emy of  Orthopedic  Surgeons.  Robert  S.  Rocke,  MD, 
Medical  Examiner  for  the  California  State  Athletic 
Commission,  will  address  the  Conference  Luncheon. 

The  Conference  is  open  to  key  nonmedical  athletic 
personnel  as  well  as  interested  physicians.  For  fur- 
ther information  concerning  the  Conference,  address 
the  Secretary,  Committee  on  the  Medical  Aspects 
of  Sports,  American  Medical  Association,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 
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All  Work  and  No  Play 

Golf  Tournament,  Stag  Smoker  and  Dinner- 
Dance  at  The  Broadmoor  are  the  scheduled  enter- 
tainment at  the  Colorado  Medical  Society’s  96th 
Annual  Session  to  be  held  September  25-28.  There 
are  many  other  opportunities  for  entertainment  both 
at  The  Broadmoor  and  in  the  area  around  Colorado 
Springs. 

Balancing  these  will  be  three  mornings  of  scien- 
tific section  meetings.  Specialty  groups  cooperating 
with  the  Medical  Society  in  preparation  of  the  pro- 
gram include  the  Academy  of  General  Practice, 
the  Society  of  Internal  Medicine,  Academy  of  Sur- 
gery, the  Gynecological  and  Obstetrical  Society,  the 
Society  of  Clinical  Pathologists,  the  Radiological  So- 
ciety and  the  Urological  Society. 

The  session  will  open  Sunday,  September  25,  with 
the  first  meeting  of  the  Society’s  House  of  Delegates. 
General  Session  topics  include  a briefing  by  NORAD 
officials  (September  26),  a panel  on  Medicare  (Sep- 
tember 27)  and  a film  on  the  American  Expedition’s 
climb  of  Mt.  Everest  (September  28). 

A partial  list  of  guest  participants  and  topics  in- 
clude Robert  Chase,  MD,  Palo  Alto,  California, 
“Initial  Treatment  of  Hand  and  Face  Injuries’’  and 
“Reconstructive  Procedures  Following  Cancer  Treat- 
ment and  Surgery”;  Travis  Winsor,  MD,  Los  Angeles, 
“Examination  of  Peripheral  Vascular  System”  and 
“New  Wrinkles  in  Diagnosis”;  John  T.  Grayhack, 
MD,  Northwestern  University,  “Office  Urology”;  and 
Robert  W.  Kistner,  MD,  Harvard,  “Vaginitis,  Etiolo- 
gy— Diagnosis  and  Treatment”  and  “Newer  Con- 
cepts in  the  Management  of  Infertility.” 

Scientific  films  are  scheduled  each  morning,  and 
scientific  and  technical  exhibits  will  be  open  for 
viewing  daily.  No  registration  fee  is  charged  mem- 
bers of  any  recognized  medical  society.  Hotel  reser- 
vations should  be  made  direct  with  The  Broadmoor, 
Colorado  Springs,  indicating  you  will  attend  the 
Colorado  Medical  Society  Annual  Session.  Addition- 
al details  about  the  meeting  will  be  carried  in  the 
August  issue  of  the  Rocky  Mountain  Medical  Jour- 
nal. 


American  College  of  Chest  Physicians — 
32nd  Annual  Meeting,  Sheraton- 
Chicago  Hotel,  Chicago 

June  23-27,  1966 

“Cardiopulmonary  Results  of  Man’s  Exposure  to 
Prolonged  Spacecraft” 

Charles  A.  Berry,  MD 

“The  Pilots’  View  of  Their  Physiologic  Responses  to 
14  Days  of  Spaceflight” 

Astronauts  Frank  Borman,  Col.,  USAF,  MC  and 
Janies  Lovell,  Capt.,  MC,  USN 
“Possible  Cardiovascular  ElTects  of  Spaceflight” 

Lt.  Col.  John  Orel,  USAF,  MC,  Director  of  Crew 
Test  and  Evaluation,  Headquarters,  AMD,  Brooks 
AFB,  Texas 

“Some  Possible  Pulmonary  ElTects  of  Spaceflight” 
Stuart  Bondurant,  MD,  Associate  Professor  of 
Medicine,  Indiana  University  Medical  Center,  In- 
dianapolis 


Saturday,  June  25,  1966 — 8:30  a.m. 

Program  Highlight — “Cardiopulmonary  Aspects 
of  Space  Travel” — Panel  Discussion 

Moderator:  Charles  A.  Berry,  MD,  Chief  of 
Center  Medical  Programs,  NASA  Manned 
Spacecraft  Center,  Houston 

13th  Western  Cardiac  Conference — 
University  of  Colorado  Medical  Center — 
Denver,  Colorado 

August  24-26,  1966 

ISCHEMIC  HEART  DISEASE 

Speakers  include:  Bernard  Lown,  Boston;  Henry 
Marriott,  Florida;  Gottlieb  C.  Friesinger,  Baltimore; 
David  C.  Sabiston.  Jr.,  North  Carolina;  Abe  Ravin 
and  Gilbert  S.  Blount.  Denver. 

For  further  information  write:  Colorado  Heart 
Association,  1375  Delaware  Street,  Denver.  Colorado 
80204. 


State  Society  Annual  Meeting  Dates 

COLORADO  MEDICAL  SOCIETY  ANNUAL  SESSION 
Colorado  Springs — September  25-28,  1966 
MONTANA  MEDICAL  ASSOCIATION  ANNUAL  MEETING 
Bozeman — September  15-17,  1966 
NEVADA  MEDICAL  ASSOCIATION  ANNUAL  MEETING 
Las  Vegas — November  28-30,  1966 

UTAH  STATE  MEDICAL  ASSOCIATION  ANNUAL  MEETING 
Salt  Lake  City — September  21-23,  1966 
WYOMING  STATE  MEDICAL  SOCIETY  ANNUAL  MEETING 
Moran — August  30-September  2,  1966 

Detailed  programs  of  these  meetings 
will  appear  in  future  issues  of  our 
Rocky  Mountain  Medical  Journal 
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must  penicillin 
be  a bitter  pill 
to  swallow? 


Not  if  it  is  V-Cillin  K. 

V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the  taste 
buds),  the  coating  dissolves  and  the  penicillin 
is  ready  for  immediate  absorption  into  the 
bloodstream.  The  patient  still  gets  all  the  spe- 
cial benefits  of  V-Cillin  K,  including  consist- 
ent dependability  . . . even  in  the  presence  of 
food. 

Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  infections  caused  by  streptococci,  pneu- 
mococci. and  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although  sensitivity 
reactions  are  much  less  common  after  oral  than  after 
parenteral  administration,  V-Cillin  K should  not  be  ad- 


ministered to  patients  with  a history  of  allergy  to  penicil- 
lin. As  with  any  antibiotic,  observation  for  overgrowth  of 
nonsusceptible  organisms  during  treatment  is  important. 
Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.;  also, 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful,  in 
40,  80,  and  150-cc.-size  packages. 


VCillin  K 


Six-Second  Barrier 
to  Bitterness 

® 


Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis, 

Indiana.  600411 
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A Great  Doctor, 
Citizen,  Friend 


Saturday  morning,  April  30,  I drove  east  on 
Highway  34  and  finally  turned  off  to  the  right  and 
into  the  small  community  of  Wray,  Colorado.  I 
had  come  on  a sad  mission — to  attend  the  funeral 
of  an  old  friend.  Dr.  Lawrence  Buchanan.  On  the 

way  I had  had  time  to 
reflect  on  many  incidents 
during  our  friendship : 
starting  in  1943  in  the 
Army  together,  three 
years  altogether,  two  of  those  in  the  South  Pa- 
cific; our  return  to  Colorado  in  1946;  then  20 
years  of  working  together,  having  fun  together, 
sharing  joys  and  disappointments,  and  watching 
our  children  grow  up.  I couldn’t  accept  this  final 
truth.  I shrank  from  the  prospect  of  meeting  his 
wife  and  sons,  of  seeing  our  mutual  friends,  of  at- 
tending the  service — and  listening,  and  thinking. 

I had  come  early  in  order  to  spend  a short  time 
with  the  family.  The  modest,  white  frame  house, 
with  its  beautiful  lawn  and  shrubs,  and  lovely 
flowers  was  a familiar  sight.  I had  been  here  many 
times  before.  Caroline,  his  wife,  a gentle  and 
sweet  woman,  looked  small  and  forlorn,  but  when 
we  were  joined  by  her  three  strapping  sons  (all 
physicians),  she  was  brighter  and  more  confident. 
Some  grandchildren  could  be  heard  in  other 
rooms.  We  talked  quietly  for  awhile  and  then  I 
left  to  wait  for  the  service. 

With  time  to  spare,  I drove  around  the  town. 
At  the  schools,  the  postoffice,  and  the  police 
building,  flags  were  at  half-mast.  There  are  only  a 
few  streets,  shaded  by  large  trees  and  lined  by 
neat  and  pleasing  homes.  In  any  direction  the 
streets  soon  peter  out  and  you  are  on  a gravel 
road  that  leads  to  the  sandy  hills  covered  with 
sage.  I turned  around  and  drove  back  to  the 
main  street. 

The  main  street  in  a small  prairie  town  is  alive 
and  bustling  on  Saturday.  Ranchers  and  farmers 
and  their  families  come  to  town  to  buy,  to  visit, 
and  to  have  a little  fun.  Your  next  door  neighbor 
may  live  ten  miles  away.  It’s  lonely.  On  this  Sat- 
urday, before  noon,  it  was  strangely  quiet. 

I went  into  a drug  store  to  buy  a coke  and 
noticed  a small  sign  on  the  door:  “Closed  from 
1-3  PM  for  Doctor  Buchanan’s  funeral.”  I drank 
my  coke  and  walked  up  and  down  each  side  of 


the  street.  Every  store  in  town  would  be  closed 
during  the  funeral.  Some  of  the  signs,  in  addition, 
announced  the  time  and  place  for  the  services, 
just  in  case  someone  came  by  who  hadn’t  heard. 

It  was  still  before  noon.  I went  into  a store  to 
make  a small  purchase.  The  owner  was  a friendly, 
cheerful  man.  “Didn’t  you  once  live  in  this  town?” 
he  asked.  No,  I explained,  I was  a physician  from 
out  of  town  who  had  come  for  the  funeral.  Not 
cheerful  now — but  a man  with  a problem: 

“You  know,  we  just  don’t  know  what  to  do 
now,  with  ‘Doc’  gone  . . . he’s  treated  my  folks, 
me  and  my  wife,  and  our  kids,  for  as  long  as  I 
can  remember  ...  he  knew  all  about  us  ...  he 
always  knew  what  to  do  for  us  . . . and  he  knew 
what  to  say  to  us.  And  what  he  did  for  this  town! 
There  are  a lot  of  good  people  around  here  . . . 
but  ‘Doc’  . . . well,  he  was  the  man  . . . you  un- 
derstand, he  was  the  man.”  He  looked  at  me  and 
wondered  if  I understood.  I did. 

At  one  o’clock  I drove  to  the  Church.  Although 
the  service  was  not  until  two  o’clock,  people  were 
already  arriving.  I watched  awhile  and  then  real- 
ized that  the  small  Church  was  not  going  to  hold 
them  all.  The  State  Patrolmen  were  blocking  off 
the  intersecting  streets  in  three  directions  and 
cars  were  lining  up  four  abreast.  I got  out  and 
joined  the  slow,  serious  procession. 

The  services  were  held  in  the  Methodist 
Church.  The  Methodist  Minister  was  out  of  town 
and  the  Presbyterian  Minister  had  been  asked  to 
the  service.  I sat  beside  the  local  Catholic  Priest, 
a man  deeply  saddened  by  the  loss  of  the  close 
friend  and  medical  adviser.  The  Minister’s  words 
were  simple,  straightforward  and  honest.  His  task 
was  easy;  no  contrivance,  nothing  to  invent.  He 
recited  the  events  of  Doctor  Buchanan’s  life:  his 
youth  (spent  in  Wray);  his  education  (interrupted 
by  a severe  and  prolonged  illness);  his  marriage; 
and  his  return  to  Wray  to  practice  in  partnership 
with  his  wife’s  father.  Doctor  Larson.  After  this, 
almost  anyone  in  the  audience  could  have  taken 
up  the  theme.  They  all  knew  the  story — Doctor 
Buchanan’s  service  to  the  community  as  a phy- 
sician and  civic  leader. 

He  had  been  President  of  the  local  School 
Board  for  many  years,  and  a representative  of 
School  Boards  at  the  state  level;  he  had  been 
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Mayor  of  the  town  for  four  terms  (he  was  their 
Mayor  at  the  time  of  his  death);  he  had  organized 
the  funding,  secured  the  loan,  and  drawn  the 
specifications  for  their  truly  fine  hospital;  he  had 
been  on  the  Grievance  Committee  of  the  State 
Medical  Society  for  many  years;  he  was  a mem- 
ber of  the  Blue  Shield  Board;  he  was  President- 
elect of  the  State  Medical  Society  when  a heart 
attack  had  forced  him  to  resign. 

He  had  done  this  ...  he  had  done  that  ...  he 
had  done  everything.  And  finally,  he  had  done 
too  much.  The  message  of  his  life  of  service  and 
Christian  living  was  crystal  clear.  The  message 
sank  in — deeply. 

On  the  way  to  the  cemetery  1 rode  with  two  of 
“Buck’s”  oldest  friends  and  their  wives.  A climb- 
ing. winding  road  leaves  town  toward  the  west  to 
the  top  of  a hill,  the  highest  point  for  miles 
around.  Here,  in  the  small  cemetery  are  clustered 
the  graves  of  generations  from  the  town  and  sur- 
rounding country.  On  the  slow  way  up  one  of  the 
men  would  softly  chuckle  and  start,  “Do  you  re- 
member the  time  . . .”  followed  by  some  little  tale 
from  the  past.  Things  were  not  grim  in  Wray. 
They  had  lots  of  fun — they  knew  where  to  find 
fish,  they  shot  pheasants,  they  got  together  for 
steaks  and  poker;  a trip  to  Grand  Mesa  every 
year  for  deer  (never  missed);  boating  and  fishing 
on  Lake  Meade.  But  there  were  hard  times  too — 
dry,  parching  summers,  punctuated  by  hail  storms 
that  could  wipe  out  a wheat  field  in  minutes;  biting 
cold  winters,  with  blizzards  which  could  kill  hu- 
mans and  cattle;  the  surrounding  country  scarred 
with  the  decaying  buildings  of  small  farmers  who 
had  had  to  give  up.  This  was  the  occasion  of  one 
of  their  greatest  misfortunes,  but  you  have  to  take 
it,  you  have  to  stand  it,  and  you  have  to  have 
something  in  reserve — to  remember. 

There  were  only  a few  who  didn’t  go  to  the 
grave.  This  was  good.  I had  forgotten  how  it 
should  be  done.  The  State  Patrolmen  guided  us 
through  the  small  lanes  between  the  graves  and, 
finally,  everyone  collected  in  a huge  semicircle 
facing  the  grave  and  overlooking  the  vast  prairie 
and  the  little  town  below.  The  family  were  seated 
on  folding  chairs  facing  the  flag-draped  coffin.  (It 
was  a military  service.  Proper  and  fitting.  He  had 
served  his  country,  too.  ) A few  final  words  at  the 
graveside  ...  a volley  of  shots  . . . taps.  Mrs. 
Buchanan  was  given  the  flag  that  had  draped  the 
coffin.  The  family  left. 

A lady  standing  beside  me  had  been  crying  and 
as  we  walked  away  she  said,  “He  came  to  see  me 


just  last  week.  I know  now  that  he  was  sicker  then 
than  I was.”  Many  there  must  have  felt  that  they 
had  demanded  too  much,  but,  after  all,  that  is 
what  “Doc”  was  there  for.  He  would  have  been 
the  last  to  complain. 

Now,  I am  glad  that  I was  in  Wray  on  that 
Saturday.  It  was  a sad  occasion,  but  a rewarding 
experience.  I have  fresh  faith  in  the  fundamental 
goodness  of  people,  in  their  capacity  for  love  and 
affection,  and  in  their  humility  and  sense  of  pro- 
priety. I will  not  forget  the  quiet  town,  the  solemn 
service,  the  scene  at  the  graveside.  When  a small 
town  buries  a big  man  they  take  time  for  the 
grace  and  honest  emotion  the  event  deserves. 

W.M.C. 


State  Hospital  Praised 


“Nevertheless,  when  one  surveys  what’s  hap- 
pening elsewhere,  it’s  easy  to  get  wistful. 

“Utah,  for  example,  has  fewer  than  1,000,000 
people.  It  is  at  the  opposite  end  of  the  spectrum 
from  New  York  with  fewer  mental  patients  per 

100,000  than 
any  other  state. 
Indeed,  if  New 
York  could  re- 
duce its  mental 
hospital  population  to  the  same  ratio  as  Utah,  it 
could  put  them  all  in  Pilgrim  State  Hospital  (Cer- 
tainly not  advisable)  and  close  the  other  20. 

“More  significant  is  the  rate  at  which  Utah  has 
been  cutting  down  on  its  patient  load.  This  hit  a 
1955  peak  with  1,400  in  the  state’s  lone  mental 
hospital  at  Provo.  Today’s  figure  is  560.  Dr. 
Reed  S.  Andrus,  the  state’s  acting  mental  health 
director,  reports  Utah  is  considering  phasing  out 
its  hospital  entirely  and  caring  for  mental  patients 
at  five  comprehensive  mental  health  centers  with 
about  40  beds  each. 

“ ‘Utah  has  a good  hospital  and  is  one  of  the 
leaders  in  cutting  down  on  institutional  care,’  says 
Mike  Gorman,  executive  director  of  the  National 
Council  Against  Mental  Illness. 

“Utah  didn’t  just  stumble  into  this  happy  situa- 
tion. It  employed  the  new  tranquilizing  drugs  like 
everyone  else.  Yet  beyond  that  its  hospital  super- 
intendent, Dr.  Owen  Henninger,  since  retired, 
turned  his  institutions  into  a ‘therapeutic  com- 
munity’— a British  technique. 

“Today  Utah  patients  have  their  own  govern- 
ment within  the  hospital.  They  do  a lot  of  the  de- 
cision-making— but  always  with  a couple  of  staff- 
ers sitting  in.  The  staff  members  seldom  meet  with- 
out two  representatives  of  the  patients  present. 
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Most  ‘off  beat’  is  a ‘patient  posse’ — a group  se- 
lected by  their  fellows  to  take  over  the  job  of  re- 
turning escapees.  ‘It  works,’  says  Andrus.  ‘They 
often  know  more  about  where  to  look  for  an  es- 
capee than  do  the  psychiatrists.’ 

“There’s  a lot  of  group  therapy — not  only  with 
patients  but  with  a number  of  patients  and  their 
families.  The  patients  and  therapy  staffs  are 
grouped  in  geographically-based  units.  Men  and 
women  in  some  of  these  units  no  longer  are  put 
in  separate  wards.  ‘This  hasn’t  increased  sex  prob- 
lems,’ says  Andrus.  ‘It’s  lowered  tensions  and  re- 
duced them.’ 


“Utah  may  get  some  help  in  cutting  institution- 
al care  by  an  understanding  public  and  a Mormon 
tradition  that  helps  make  the  whole  state  therapeu- 
tic. But  the  direction  Utah  is  going  isn’t  unique. 
Nebraska  has  cut  back  its  mental  population  by 
31  per  cent  from  4,800  to  3,300  and  its  1975 
projection  is  1,500.  Oregon’s  hospitals  are  down 
nearly  50  per  cent  from  5,085  to  3,600.  . . .’’ 


* The  body  of  this  editorial  is  a partial  reprint  of  an  article 
which  appeared  in  the  January  31,  1966,  issue  of  the 
Binghamton  Evening  Press,  Binghamton,  New  York.  The  arti- 
cle was  part  of  a series  written  by  David  H.  Beetle  on  the 
status  of  New  York  State  mental  hospitals. 


To  All  My  Patients'^ 

I Did  Not  Write  The  Medicare  Bill. 

I Am  Not  Sure  I Understand  It. 

I Am  Not  A Government  Official. 

I Was  Not  Trained  In  Political  Economy. 

If  you  are  not  satisfied  with  your  present,  1 ) medical  costs  or  services,  2 ) hospital  avail- 
abilities or  cost,  or  3)  the  cost  of  your  drugs,  there  isn’t  much  reason  to  talk  it  over  with 
me — I am  probably  as  dissatisfied  as  you  are  and  probably  much  more  confused. 

There  isn’t  much  point  in  discussing  with  me  the  problems  you  have  as  a result  of  get- 
ting a whole  new  system  of  laws  (regarding  your  medical  care)  to  live  by,  because  I don’t 
yet  understand  what  it  is  all  about  either. 

May  I humbly  suggest,  if  you  have  a problem  (and  I sincerely  hope  you  do  not)  that 
you  write  your  Representative  or  Senator  in  the  United  States  Congress.  Most  of  them 
knew  enough  about  the  law  to  vote  for  it,  and  perhaps  since  they  knew  so  much  about  it 
when  it  was  voted  on,  they  can  give  you  answers  to  all  your  questions  now.  I can’t. 

Since  my  profession  (The  Science  of  the  Healing  Arts)  is  coming  more  and  more  un- 
der the  control  of  the  elected  and  appointed  public  officials  in  Washington,  D.  C.,  please 
do  not  expect  me  to  become  less  and  less  a Doctor.  I can’t.  I won’t.  Therefore,  the  eco- 
nomic-legal-political questions  that  are  troubling  you  should  be  taken  to  the  experts  in  those 
fields  for  an  appropriate  answer. 

In  the  meantime,  remember  me  as  the  one  who  treats  your  arthritis,  your  blood  pressure, 
your  aches  and  pains.  The  one  who  is  concerned  with  your  long  and  comfortable  physical 
life  and — I hope — your  mental  stability  in  these  trying  hours. 

* St.  Louis  County  Medical  Society  Bulletin,  January  21,  1966. 


Wyoming’s  Special  Issue — 

The  July  Rocky  Mountain  Medical  Journal 

The  July  Rocky  Mountain  Medical  Journal  is  to  be  Wyoming’s  special  issue  for  1966. 
It  contains  attractive  features — distinctive  editorials,  an  interesting  historic  article  by  Dr. 
Frank  Barrett,  editor  of  the  Wyoming  section,  and  a splendid  clinicopathologic  confer- 
ence. You  will  enjoy  it.  We  anticipate  that  it  will  inspire  comparable  contributions  to  the 
Rocky  Mountain  Medical  Journal  for  the  special  issues  of  our  participating  states  and 
throughout  the  years  to  come. 
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'Dexamyl'  does  more  than  most  anorectics.  Be- 
cause it  curbs  appetite  and  lifts  mood,  'Dexamyl' 
can  encourage  the  discouraged  dieter  to  stay 
on  her  diet. 


The  mood  lift  with  'Dexamyl'  can  make  the  dif- 
ference between  the  success  or  failure  of  her 
diet  plan. 


brand  of 
dextroamphetamine 
sulfate  and  amobarbital 


she  can  say  "No  thank  you" 
to  the  crepes  suzette. 


Formulas:  Each  'Dexamyl'  Spansule®  Capsule  (brand  of  sustained 
release  capsule)  No.  1 contains  10  mg.  of  Dexedrine®  (brand  of 
dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital,  derivative  of 
barbituric  acid  [Warning,  may  be  habit  forming).  Each  'Dexamyl' 
Spansule  capsule  No.  2 contains  15  mg.  of  Dexedrine  (brand  of 
dextroamphetamine  sulfate)  and  IV2  gr.  of  amobarbital  [Warning, 
may  be  habit  forming). 

Principal  cautions  and  side  effects:  Use  with  caution  in  patients 
hypersensitive  to  sympathomimetics  or  barbiturates  and  in  coronary 
or  cardiovascular  disease  or  severe  hypertension.  Insomnia,  excit- 
ability and  increased  motor  activity  are  infrequent  and  ordinarily 
mild. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 
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Emergency  medical  services  in 
the  small  community* 

J.  Cuthbert  Owens,  MD,  Denver^ 


A most  interesting  and  unusual  original 
study  of  a problem  important  to  every 
community.  Prevalence  of  gross  defi- 
ciencies is  alarming,  and  many  are  un- 
believable. All  are  correctable;  they  call 
for  prompt  and  decisive  attention. 

In  recent  years,  changing  concepts  in  emergen- 
cy medical  care  have  been  noted  in  data  gathered 
from  numerous  surveys  of  emergency  medical  ser- 
vices.^-* However,  the  reports  have  been  heavily 
weighted  by  observations  in  large  hospitals  and 
communities.  Since  more  than  the  majority  of  the 
nation’s  hospitals  have  75  beds  or  fewer,  and  are 
in  towns  of  less  than  10,000  people,  definite  in- 
formation on  the  type  and  extent  of  emergency 
care  in  smaller  communities  is  needed  for  an  over- 
all evaluation.  Therefore,  a survey  of  all  of  the 
general  medical  hospital  emergency  departments 
in  the  state  of  Colorado  has  been  undertaken  in 
the  past  three  years.®  A correlative  study  is  in 
progress  which  includes  ambulance  services  and 
first  aid  and  rescue  units.  These  are  the  first  sur- 
veys of  community  emergency  medical  services 
ever  conducted  in  Colorado.^® 

This  report  concentrates  upon  the  findings  in 
43  communities  of  10,000  population  or  less  in- 
cluding 44  hospitals  with  75  beds  or  less.  These 
represent  59  per  cent  of  the  state’s  74  general 
medical  hospitals  and  79  per  cent  of  the  com- 
munities having  general  medical  hospitals.  In  89 
communities  there  are  over  117  ambulance  ser- 

*  Sponsored  by  the  Colorado  Committee  on  Trauma,  Ameri- 
can College  of  Surgeons;  the  Department  of  Surgery,  Uni- 
versity of  Colorado  Medical  Center  and  supported  by  funds 
from  Medical  Education  for  National  Defense  and  USPHS 
Purchase  Order  No.  1524. 

Presented  at  the  62nd  Annual  Meeting,  Wyoming  State  Med- 
ical Society,  August  25,  1965  at  Moran,  Wyoming, 
t Professor  of  Surgery,  University  of  Colorado  School  of 
Medicine. 


vices  operating,  84  of  these  (71  per  cent)  are  in 
65  small  communities  of  the  size  mentioned.  Since 
there  is  no  regulation  requiring  registration  of  am- 
bulances, these  figures  cannot  be  considered  ac- 
curate until  this  portion  of  the  survey  is  complete. 

Standards 

The  emergency  department  survey  was  based 
upon  a booklet  published  by  the  American  Hos- 
pital Association,  The  Emergency  Department  in 
the  Hospital:  A Guide  to  Organization  and  Man- 
agement,^^ and  upon  Standards  for  the  Emergency 
Department  in  Hospitals,  formulated  by  the  Com- 
mittee on  Trauma  of  the  American  College  of 
Surgeons  in  1963.^- 

These  standards,  which  dictate  flexibility  as 
well  as  high  quality  care,  are  not  practical  in  cer- 
tain hospitals,  and  in  these  institutions,  they 
should  be  guidelines.  Therefore,  the  financial 
status  of  the  hospital  and  the  available  profession- 
al and  ancillary  personnel  were  considered  when 
small  community  hospitals  were  surveyed. 

The  ambulance  survey  was  based  on  standards 
established  by  the  Committee  on  Trauma  of  the 
American  College  of  Surgeons,^*  The  Municipal 
Model  Ambulance  Ordinance  Regulating  Ambu- 
lance Service, and  a Guide:  Principles  for  Trans- 
porting the  111  and  Injured,  prepared  by  the  Divi- 
sion on  Safe  Transportation  of  the  Wisconsin 
State  Medical  Society.^® 

Standards  of  first  aid  training  were  adopted 
from  the  American  Red  Cross  First  Aid  Manual,^® 
The  Emergency  Rescue  Squad  Manual  of  the 
Ohio  Trade  and  Industrial  Education  Service,^" 
the  Ambulance  Attendant  Training  Manual  of  the 
Pennsylvania  Department  of  Health^*  and  a 
questionnaire  given  the  volunteer  rescue  unit  per- 
sonnel in  a community  of  250  families  in  Jeffer- 
son County,  Colorado. 
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Method 

Each  hospital  emergency  department  and  am- 
bulance service  was  evaluated  without  notice, 
since  this  is  the  usual  manner  in  which  a patient 
requests  emergency  care.  No  hospital  failed  to  co- 
operate; only  one  ambulance  service  refused  to 
answer  questions. 

The  chief  sources  of  information  at  each  hos- 
pital were  the  nurse  on  duty  at  the  time  and  the 
administrator,  as  well  as  any  available  staff  doc- 
tors. In  approximately  one-third  of  the  hospitals, 
one  or  more  doctors  were  present  during  the  inter- 
view. On  two  occasions,  a member  of  the  hospital 
board  was  present;  sometimes  more  than  one 
nurse  was  in  attendance. 

Information  on  the  ambulance  and  rescue  units 
has  been  obtained  from  the  head  of  the  service, 
the  owner,  or  one  or  more  of  the  employees  or 
volunteers.  Evaluation  has  been  by  a personal 
visit  without  notice.  Additional  data  have  been 
gathered  from  physicians  and  paramedical  per- 
sonnel involved  in  emergency  care  at  the  hospitals 
surveyed.  Only  20  ambulance  services  are  mem- 
bers of  the  newly  organized  Colorado  Ambulance 
Association,  which  was  organized  in  January  of 
1965. 

Weaknesses  were  frankly  expressed;  the  hos- 
pitals and  most  of  the  ambulance  services  re- 
quested advice  on  how  to  correct  their  problems 
and  improve  their  emergency  services. 

Ambulance  and  rescue  units 

The  ways  and  means  of  transportation  of  the 
sick  and  injured  are  important  factors  in  reduc- 
ing deaths  and  other  serious  effects  of  injury  and 
illness, however,  most  people  in  the  health  pro- 
fessions do  not  automatically  think  of  the  ambu- 
lance business  as  a member  of  the  family  of  health 
services.  The  close  contact  which  once  existed  be- 
tween the  medical  profession,  hospital  staffs  and 
ambulance  personnel  has  been  lost.  Only  six 
hospitals  have  direct  or  indirect  connection  with 
the  local  ambulance  service,  and  only  four  of 
these  have  any  regulations  governing  ambulances 
servicing  their  institution.  Moreover,  only  three 
cities  and  one  county  are  known  to  have  a model 
ambulance  ordinance.  One  19  bed  hospital  con- 
ducts a critique  with  the  first  aid  personnel  on 
every  patient  the  ambulance  service  brings  to  the 
hospital.  This  hospital  probably  has  the  best  initial 
emergency  care  of  any  community  in  the  state, 
for  it  has  coordination  of  effort  in  emergency 
medical  services. 


The  remaining  ambulance  services  conduct  their 
business  of  emergency  care  and  transportation  as 
they  wish.  There  is  no  law  regulating  ambulances 
or  who  drives  them,  nor  is  there  a state  law  allow- 
ing ambulances  to  exceed  speed  limits  or  to  ignore 
signs.  Few  of  the  ambulances  surveyed  were 
properly  constructed,  equipped,  or  manned  to 
handle  emergencies.  Most  ambulances  in  small 
communities  are  owned  by  mortuaries  who  wish 
to  rid  themselves  of  the  ambulance  for  financial 
reasons.  Less  than  one  half  of  the  personnel  sur- 
veyed had  had  first  aid  training. 

Ambulance  designs  varied  widely.  Externally 
beautiful  ambulances  are  very  frequently  so  con- 
structed that  the  patient  can  neither  sit  up  on  the 
stretcher,  be  placed  in  a Trendelenburg  position, 
be  administered  cardiac  resuscitation,  or  be  given 
intravenous  fluids.  The  distance  from  the  patient’s 
arm  to  the  roof  of  the  vehicle  is  frequently  only 
21  inches — insufficient  to  allow  proper  emergency 
care.  Few  are  constructed  to  traverse  mountainous 
or  ranch  terrain.  In  many  ambulances  no  suc- 
tion apparatus,  resuscitation  equipment,  oxygen, 
splints,  or  bandage  assortments  were  provided  and 
at  best,  the  equipment  was  of  a token  nature.  Res- 
cue units  generally  were  closer  to  meeting  the 
standards  for  equipment. 

A more  detailed  report  of  ambulance  and  rescue 
services  will  be  published  in  the  near  future. 
These  negative  reports  should  not  be  construed 
to  mean  that  all  ambulance  services  were  found 
to  be  poorly  operated  and  equipped.  Many  ex- 
cellent services  were  observed  and  all  those  eval- 
uated were  considered  to  be  dedicated  to  trans- 
portation of  the  sick  and  injured.  However,  little 
interest  was  paid  to  their  service  unless  they  made 
an  obvious  mistake  or  threatened  to  discontinue 
the  service.  Community  apathy  towards  them  was 
common. 

First  aid 

One  of  the  original  aims  of  the  survey  was  to 
determine  what  knowledge  the  emergency  person- 
nel had  regarding  first  aid  training  in  their  com- 
munities; in  many  hospitals  there  was  no  knowl- 
edge whatsoever.  The  small  hospitals  gave  a better 
report  than  the  large  ones,  but  only  three  nurses 
in  the  emergency  department  of  separate  small 
hospitals  had  any  connection  with  community 
first  aid  training.  Doctors  were  found  to  have  a 
similar  disinterest — only  10  reportedly  had  any 
connection  in  their  communities.  In  one  town  of 
700  people  with  one  doctor,  the  ambulance  per- 
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sonnel  had  had  no  first  aid  training.  The  nearest 
hospital  and  physician  was  39  miles  away. 

First  aid  care  was  left  to  lay  volunteers  and  no 
effort  was  made  by  medical  or  paramedical  per- 
sonnel to  assist  or  to  do  a critique  on  lay  knowl- 
edge of  first  aid,  except  the  19-bed  hospital  previ- 
ously mentioned. 

In  some  communities,  the  response  to  calls  for 
volunteers  for  first  aid  training  was  so  poor  that  it 
was  left  up  to  a few  interested  and  dedicated  in- 
dividuals who  were  usually  city  or  county  officials. 

When  the  community  hospital  emergency  fa- 
cilities were  poor,  there  was  little  interest  in  first 
aid  training  in  the  town.  This  was  also  observed  in 
relation  to  ambulance  services. 

Since  the  completion  of  the  survey,  improve- 
ment in  this  problem  has  been  noted,  especially 
with  the  beginning  of  Medical  Self  Help  Courses. 

Signs 

Highway  and  street  signs  locating  the  hospital 
were  seldom  adequate  to  assist  the  public  in  case 
of  emergency.  Many  community  services  were 
well  marked,  but  in  60  per  cent  of  the  communi- 
ties, the  driver  would  have  found  the  location  of 
the  hospital  confusing  or  impossible. 

There  was  no  insignia  to  denote  a hospital 
which  has  emergency  medical  care  unless  the  de- 
vice adopted  in  1964  by  the  American  Medical 
Association  to  identify  individuals  during  an  emer- 
gency could  be  used  to  indicate  emergency  facili- 
ties also  (Fig.  1). 

The  AMA  House  of  Delegates  adopted  the 
resolution  at  the  1964  fall  meeting,  calling  on 
the  AMA  and  appropriate  national  organizations 
to  work  toward  the  approval  and  placement  of 
signs  on  major  highways  showing  the  direction 
and  distance  to  the  nearest  licensed  hospital,  and 
to  design  a symbol  to  indicate  locations  of  hos- 
pitals on  road  maps.  Education  of  the  public 
could  arouse  interest  in  eliminating  the  problem. 

The  State  Department  of  Highways  has  been 
most  cooperative  with  this  problem  and  has  cor- 
rected it  in  all  of  the  communities,  but  the  absence 
of  throughway  hospital  signs  still  prevails.-® 

Six  hospitals  had  no  signs  on  or  around  the 
building  identifying  them  as  such;  10  had  no 
signs  denoting  the  emergency  entrance.  Only  five 
had  lighted  signs. 

In  multilingual  areas,  English  only  was  used  to 
spell  Emergency  as  well  as  to  write  the  instruc- 
tions to  follow  when  the  emergency  door  was 
locked  at  night.  In  a few  instances,  no  light  was 
available  with  which  to  read  the  instructions. 


Fig.  1.  Emergency  Medical  Identification  Symbol. 


Several  hospitals  had  unmarked  emergency 
doors;  nine  had  several  unmarked  possibilities. 

Communications 

The  value  of  prompt  and  direct  voice  com- 
munication in  emergency  departments  insures 
maximum  coordination  in  emergencies  of  any 
magnitude.  Every  disaster  in  this  country  has 
listed  lack  of  communication  as  the  greatest  bottle- 
neck which  was  encountered.  Every  hospital 
should  have  direct  contact  with  emergency  ve- 
hicles and  local  hospitals  via  a radio  which  can 
use  a decoding  device.  All  personnel  should  be 
familiar  with  monitoring  this  radio.  In  the  future, 
the  emergency  departments  will  be  the  central  dis- 
patching points  for  emergency  care — television  to 
the  scene  of  the  emergency  will  be  as  common- 
place as  the  telephone. 

Construction  and  arrangement 

Improper  planning  of  a hospital  site  was  evi- 
dent in  a community  when  the  hospital  was  lo- 
cated (1)  a significant  distance  out  of  town,  (2) 
on  a dead-end  street,  (3)  on  a steep  hill,  or  (4) 
in  an  area  close  to  or  adjacent  to  other  hospitals. 
An  example  of  each  was  noted  during  the  sur- 
vey. 

Signs  which  restrict  an  area  to  emergency  use 
only  were  not  always  respected.  Thoughtless 
parking  was  noted  at  both  large  and  small  institu- 
tions. Inadequate  ambulance  turn-around  space 
was  common.  A few  hospitals  had  dark,  narrow 
roads  leading  to  the  back  of  the  institution  where 
all  emergencies  were  received.  Some  hospitals  pro- 
vided no  marquee  for  protection  from  the  weather. 
Many  hospitals  failed  to  consider  as  essential  a 
wide  entranceway  or  weather  doors. 

The  hospital  emergency  unit  should  be  as  close 
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as  possible  to  the  entrance,  not  on  another  floor 
or  in  an  area  impractical  for  expediting  patient 
care  and  efficient  hospital  operation. 

The  operating  room  in  five  hospitals  was  used 
daily  as  an  emergency  room  and  the  public  was 
not  restricted. 

Eighteen  hospitals  were  considered  to  be  com- 
pletely inadequate  or  too  antiquated  to  handle 
emergency  medical  care  and  the  level  of  care  was 
rated  as  not  much  more  than  a first  aid  unit. 

Many  hospitals  failed  to  consider  waiting-room 
space  apart  from  the  working  areas  of  an  emergen- 
cy department  which  contain  telephone,  toilet, 
and  drinking  fountain. 

Every  instance  of  poor  planning  can  and  should 
be  corrected  to  provide  the  best  standards  of 
patient  care. 

Emergency  department  census 

In  1963,  46,047  patients  were  seen  in  38  of 
the  45  hospitals  with  less  than  75  beds.  Where 
figures  were  available  for  1958,  this  represented 
an  increase  from  10  per  cent  to  600  per  cent.  The 
average  was  approximately  70  per  cent.  Two  hos- 
pitals showed  a slight  decrease.  Outpatient  visits 
were  excluded  in  the  emergency  department  cen- 
sus. The  average  percentage  of  patients  considered 
to  be  true  emergencies  was  reported  to  be  72  per 
cent. 

Many  criteria  must  be  considered  in  the  evalua- 
tion of  the  census  figures,  including  some  insight 
into  the  patients’  interpretation  of  his  illness,  the 
facilities  for  medical  care  in  the  community,  the 
time  of  day  and  week,  the  availability  of  a physi- 
cian, and  whether  the  patient  is  a resident  or  non- 
resident. 

The  average  number  of  emergency  department 
visits  for  the  small  community  hospital  was  very 
difficult  to  predict  due  to  much  variation.  The 
smallest  figure,  16  patients,  was  reported  at  a 19- 
bed  hospital  while  another  19-bed  hospital  had 
1,144  patients.  Many  hospitals  with  a 35-bed 
capacity  saw  over  2,000  patients  a year  in  their 
emergency  unit.  Eight  of  the  hospitals  had  more 
patients  recorded  in  the  emergency  department 
than  were  admitted  to  the  hospital  during  a year’s 
period. 

Types  of  emergencies 

Each  hospital  was  an  individual  entity,  but  all 
experienced  similar  types  of  emergencies.  Since  all 
but  four  of  the  hospitals  were  located  on  or  near 
one  or  more  major  highways,  the  patient  load 
fluctuated  according  to  the  type  of  tourist  trade 


attracted  by  the  community.  Specific  types  of  in- 
dustry and  occupations  also  affected  the  pattern. 

Seldom  was  there  any  contact  between  emergen- 
cy department  personnel  and  local  authorities  to 
determine  if  these  injuries  could  have  been  pre- 
vented, decreased,  or  whether  first  aid  care  could 
be  improved.  Automobile  injuries  were  an  en- 
demic load  on  nearly  every  emergency  unit. 

Trauma  was  the  cause  for  emergency  in  ap- 
proximately 40  per  cent  of  patients  received.  This 
figure,  together  with  the  fact  that  emergency  de- 
partments were  once  called  “accident  rooms,’’ 
apparently  have  influenced  the  hospitals  to  have 
more  facilities  related  to  the  treatment  of  the  adult 
injured  than  to  other  types  of  emergencies. 

Emergency  department  manual 

Standard  operating  procedure  for  the  emergen- 
cy department  should  be  expressed  in  writing  in 
all  hospitals  regardless  of  size.  When  an  emergen- 
cy manual  is  not  available,  a major  problem 
evolves  from  a complete  lack  of  standards  or 
routines,  not  only  involving  medical  care  stan- 
dards, but  administrative  standards  and  procedures 
which  facilitate  all  processes.  The  hospital  ad- 
ministrator, physician,  or  nurse  cannot  excuse 
the  environment  and  its  lack  of  predictability  when 
there  are  no  standard  procedures.  Standards  re- 
cently published  by  the  State  Health  Department 
should  assist  the  hospitals  to  fill  a void  almost  uni- 
versally noted.-* 

Assignment  of  nurses 

Always  an  important  person  in  the  emergency 
department,  the  nurse’s  position  has  become  more 
prominent  with  the  growth  of  the  department.  If 
she  is  to  retain  this  position,  the  nurse  needs 
special  graduate  courses  in  order  to  be  broadly 
prepared  for  increased  responsibilities. 

The  survey  revealed  that  nurses  wanted  to 
know  how  to  do  a better  job,  and  the  survey  itself 
helped  to  stimulate  the  formation  and  develop- 
ment of  the  Emergency  Room  Nurses  Association 
in  Denver,  which  has  enlarged  into  a state  organi- 
zation. 

Indoctrination  of  nursing  personnel  was  woeful- 
ly lacking  in  the  majority  of  hospital  emergency 
units.  The  survey  team  had  to  obtain  further  in- 
formation from  the  regular  day  duty  nurse  who 
usually  was  not  present  during  the  peak  load 
periods. 

Training  in  emergency  procedures  was  scanty, 
and  on  many  occasions  was  discouraged  in  the  ab- 
sence of  a physician. 
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Many  nurses  lacked  knowledge  of  how  to 
assist  the  physician  in  specific  types  of  emergencies 
or  mass  casualty  care. 

Registered  nurses  were  not  always  assigned  to 
duty  in  emergency  rooms.  Two  hospitals  had 
medical  technicians  assigned  to  supervise  the 
emergency  room. 

Doctors’  call  systems 

Medical  staff  coverage  of  the  emergency  depart- 
ment should  be  such  that  a patient  is  seen  by  a 
doctor  within  15  minutes  after  arrival.  A physi- 
cian should  be  available  on  second  call  if  unex- 
pected or  unusual  situations  arise.  Some  mecha- 
nism should  also  be  available  whereby  specialty 
services  can  be  obtained  if  needed. 

Movement  of  critical  patients  from  one  hospital 
to  another  for  specialty  care  is  a serious  hazard 
which  should  be  abandoned. 

Every  conceivable  type  of  call  system  was  used, 
and  none  was  found  to  have  consistently  good 
coverage  for  emergency  patient  care  unless  a 
doctor  was  on  call  at  the  hospital.  This  was  not 
noted  in  the  small  hospitals,  and  would  not  be 
practical  unless  the  patient  load  warranted  the 
need. 

Several  administrators  requested  assistance  with 
the  problems  of  physicians  being  difficult  to  locate 
when  urgently  needed.  This  was  less  often  ex- 
pressed in  the  small  hospitals  than  at  larger  insti- 
tutions. It  appears  that  the  small  communities 
have  a better  opportunity  and  necessity  for  im- 
proving communications  than  the  large  communi- 
ties. 

Emergency  department  committee 

The  Emergency  Department  Committee,  which 
is  usually  the  entire  staff  in  small  hospitals,  should 
formulate  and  execute  policies  of  the  emergency 
department  and  should  represent  the  medical  staff, 
hospital  administration,  and  nursing  service.  Hos- 
pitals lacking  the  personnel  should  discuss  these 
problems  regularly.  Any  mistakes  made  in  the 
emergency  department  usually  do  not  reflect  upon 
the  doctor  involved  but  on  the  hospital. 

Disaster  plans  and  civil  defense 

Despite  an  American  Hospital  Association  re- 
quirement that  all  hospitals  have  a disaster  plan 
and  have  two  trial  runs  per  year,  only  32  of  all  the 
state’s  general  hospitals  were  able  to  produce 
disaster  plans.  At  least  half  of  these  were  incom- 
plete and  inadequate.  Some  of  the  best  plans  were 
noted  in  hospitals  with  less  than  50  beds.  Fifteen 


of  the  32  plans  were  in  small  hospitals,  however 
only  1 1 of  the  15  hospitals  had  one  trial  run  dur- 
ing the  past  year.  One  hospital  stated  that  they 
had  been  informed  that  every  automobile  accident 
with  five  injured  patients  was  considered  a disaster 
trial  run! 

A Civil  Defense  200-bed  emergency  hospital 
was  demonstrated  by  the  State  Civil  Defense  in 
eight  communities  where  the  hospital  had  no  dis- 
aster plan  and  had  never  had  a fire  drill. 

A matter  for  concern  is  the  knowledge  that  a 
$40,000  Civil  Defense  Hospital  is  stored  in  an 
area  and  specific  medical  supplies  are  stockpiled, 
but  the  daily  emergency  medical  care  is  disor- 
ganized and  inadequate  with  evidence  of  lack  of 
responsibility,  lack  of  training,  lack  of  personnel, 
and  lack  of  equipment.  Local  Civil  Defense  offi- 
cials include  few  ambulances  in  their  programs, 
and  in  fact,  they  have  told  ambulance  units  that 
they  aren’t  interested  in  their  services. 

Most  hospitals  showed  little  interest  in  Civil 
Defense,  but  it  was  felt  that  this  interest  could  be 
stimulated  by  discussion  of  local  and  state  prob- 
lems in  the  event  of  disaster.  There  has  been  much 
improvement  since  the  survey  has  been  completed. 

Emergency  department  personnel  cannot  han- 
dle thousands  of  casualties  and  set  up  a 200-bed 
emergency  hospital  when  they  are  unable  to  give 
good  quality  care  to  a daily  patient  load  of  from 
one  to  10.  The  survey  team  could  not  establish 
that  Civil  Defense  units  were  involved  in  daily 
emergency  problems.  The  organization  was  ap- 
parently completely  separate  in  both  small  and 
large  communities,  when  in  fact,  the  individuals 
responsible  for  daily  small  emergency  problems 
should  at  least  have  a responsible  advisory  ca- 
pacity during  any  large  disasters. 

Equipment 

Eighteen  hospitals  were  rated  as  having  in- 
adequate facilities  including  necessary  medica- 
tions, airways,  tracheostomy  tubes,  positive  pres- 
sure breathing  apparatus,  defibrillators,  and  suc- 
tion machines.  Excellent  equipment  was  imme- 
diately available  in  21  hospitals.  In  the  remaining 
hospitals,  the  equipment  was  available  but  it  was 
kept  in  other  areas  away  from  the  emergency  de- 
partment (central  supply,  operating  room,  storage 
areas).  Borrowing  equipment  from  the  emergency 
unit  should  never  be  permitted,  even  when  dupli- 
cation of  equipment  is  necessary  ( more  than  one 
suction  machine).  All  equipment  should  be  ready 
at  a moment’s  notice.  The  stretcher  or  examining 
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table  should  be  freely  movable  to  limit  the  num- 
ber of  times  the  patient  is  moved.  Over  two-thirds 
of  the  hospitals  surveyed  overlooked  this  com- 
pletely. 

Some  of  the  hospitals  considered  certain  pieces 
of  equipment  too  expensive.  However,  one  emer- 
gency room  in  a 39-bed  hospital  had  a defibrillator 
made  by  its  own  personnel  at  a cost  of  $40. 

One  hospital  had  no  scrub  sink  in  or  near  the 
emergency  room.  Scrub  brushes  were  not  always 
available  and  most  hospitals  failed  to  supply  caps 
and  masks.  Poison  antidote  kits  were  seldom 
noted. 

Emergency  department  fees 

A significant  public  relations  problem  is  the 
minimum  charge  for  any  patient  seen  in  the 
emergency  unit.  No  charge  was  made  in  10  hos- 
pitals; in  eight,  charges  ranged  from  $1.00  to 
$5.00.  One  small,  poorly  equipped,  and  under- 
manned hospital  charged  $7.00  but  dropped  the 
fee  to  $3.00  when  they  couldn’t  collect.  They  were 
unable  to  discourage  patients  from  being  seen 
in  the  emergency  rooms  by  means  of  the  high  fee. 

The  minimum  charge  system  appeared  to  be 
best;  if  the  nurse  was  not  involved,  no  charge  was 
made. 

The  public  expressed  great  dissatisfaction  over 
the  fee  when  no  procedure  was  performed,  and 
especially  when  they  met  their  physician  in  the 
emergency  room  for  his  convenience.  They  felt 
that  the  doctor’s  fee  plus  the  emergency  depart- 
ment charge  was  “double  jeopardy”  and  no  ex- 
cuse could  be  made  for  poor  business  practices. 
Administrators  invariably  stated  that  the  fees  were 
a many-sided  necessity. 

Some  physicians  felt  the  emergency  room  was 
a community  responsibility  as  were  ambulances, 
heart  pump,  and  so  forth.  There  was  no  argument 
against  the  hospital  receiving  a just  financial  re- 
turn but  there  were  many  instances  where  the 
charge  was  abused  by  not  providing  a “courtesy” 
space  for  a doctor  to  see  a patient  whom  he 
himself  had  requested  to  meet  him  at  the  emer- 
gency department  when  the  complaint  was  not 
emergent. 

Economics 

Hospitals  must  make  reasonable  charges  but 
a profit  should  not  be  expected  from  the  emergen- 
cy department.  The  costs  must  balance  the  ser- 
vice rendered. 

The  survey  superficially  evaluated  economics, 
but  a high  percentage  of  deficiencies  were  noted. 


Seldom  did  a hospital  include  collections  from 
x-ray  and  laboratory  procedures  done  on  emergen- 
cy room  patients.  In  a few  hospitals,  no  master 
record  book  was  available  to  record  the  number 
of  patients  seen,  the  length  of  time  they  were 
present,  the  type  of  complaints,  and  the  treatment 
given.  Some  hospitals  had  no  accurate  statistics. 
It  seemed  inconceivable  that  any  knowledge  of  the 
actual  budget  necessary  to  operate  the  unit  could 
be  available,  but  the  administrator  invariably 
stated  that  it  ran  at  a deficit. 

Undercharging  was  rampant.  Few  departments 
with  a load  of  500  or  more  patients  per  year 
should  have  a deficit  if  good  business  practices 
and  efficient  management  are  employed. 

Emergency  room  procedures 

General  anesthesia  was  administered  more  than 
occasionally  in  20  emergency  departments,  few 
of  which  restrict  persons  from  the  area.  Ten  of 
these  did  not  have  conductive  floors;  the  use  of 
conductive  shoes  was  never  observed  in  the  area, 
although  in  a few  instances  the  personnel  put  them 
on  in  the  operating  room  before  coming  to  the 
emergency  unit.  Several  hospitals  stated  that  only 
non-explosive  gas  or  pentothal  is  used  for  general 
anesthesia  in  the  emergency  unit.  Many  units  had 
conductive  floors  but  didn’t  give  general  anes- 
thesia. 

Sixteen  hospitals  did  elective  surgery  in  the 
emergency  department;  two  performed  eye  sur- 
gery in  the  area,  and  several  did  tonsillectomies. 
One  performed  an  occasional  elective  major  pro- 
cedure in  the  emergency  room.  Four  hospitals 
employed  the  operating  room  as  their  emergency 
room  when  it  was  not  in  use. 

Many  units  lacked  the  cleanliness  expected  in 
the  area  where  any  type  of  surgery  is  performed. 
Three  units,  despite  frequent  use,  doubled  as 
storage  areas. 

Excluding  resuscitative  emergencies  or  sup- 
portive treatment  for  serious  conditions  of  an 
acute  nature,  surgical  procedures  in  the  emer- 
gency department  should  be  limited  to  the  suture 
of  lacerations  and  the  reduction  of  fractures 
amenable  to  local  or  regional  block  anesthesia.  Pa- 
tients who  require  general  anesthesia  should  be 
admitted  and  treated  in  the  hospital  operating 
room. 

Tendons:  All  lacerations  were  sutured  in  all 
emergency  units  unless  extensive  debridement  was 
required.  Few  units  had  specific  policies  regarding 
what  was  taken  to  the  O.R.  other  than  at  the 
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discretion  of  the  physician.  Tendon  repairs  were 
performed  in  the  emergency  rooms  in  22  hospitals. 
Several  hospitals  stated  that  if  the  O.R.  was  busy, 
the  tendon  was  done  in  the  E.R.— one  hospital 
stated  they  allowed  no  general  anesthesia  in  the 
unit  but  would  repair  tendons  there. 

Tracheostomies:  The  most  surprising  lack  of 
emergency  care  procedures  was  the  treatment  of 
airway  obstruction  and  other  critical  respiratory 
problems.  Nineteen  hospitals  had  never  done  a 
tracheostomy  in  their  emergency  rooms;  some 
reports  date  back  10  to  30  years.  Tracheostomy 
sets  were  kept  in  the  operating  room  or  in  central 
supply  rather  than  in  the  emergency  room  in  the 
majority  of  hospitals;  several  could  not  produce  a 
tracheostomy  tube.  Suction  machines  were  not 
available  in  many  of  the  facilities;  very  few  had 
more  than  one  suction  machine  available.  Several 
hospitals  kept  all  sizes  of  tracheostomies  in  sep- 
arate plastic  wrapping  to  make  them  immediately 
available  and  transportable.  Twelve  hospitals  had 
respirators  and  20  had  defibrillators  either  in  the 
emergency  room  or  nearby  in  the  operating  room. 

Aspiration:  All  but  four  hospitals  stated  they 
would  aspirate  a joint,  abdomen,  or  chest  in  the 
emergency  unit,  but  18  had  never  done  a diag- 
nostic emergency  abdominal  aspiration.  In  19  hos- 
pitals, the  nurses  reported  they  had  never  seen  a 
chest  tube  inserted. 

In  the  majority  of  hospitals,  when  a chest  tube 
was  requested,  the  nurse  had  to  obtain  one  from 
central  supply,  but  a large  urethral  catheter  was 
immediately  available  in  the  room.  Few  hospitals 
had  a chest  bottle  available  either  in  the  emergen- 
cy room  or  in  central  supply.  Introduction  of  a 
hypothetical  emergency  to  save  the  life  of  a four- 
month-old  cyanotic  child  demonstrated  that  few 
hospitals  can  produce  all  necessary  equipment  in 
less  than  five  minutes. 

The  care  of  the  open  airway  is  probably  the 
most  frequent  weakness  noted  despite  reports 
that  10,000  automobile  deaths  a year  result  from 
chest  injury  alone. -- 

Fractures:  Four  emergency  departments  al- 
lowed open  fracture  reductions  in  the  unit.  All 
units  would  set  a closed  fracture  either  in  the 
emergency  room  or  in  a nearby  fracture  room. 
However,  many  units  had  no  plaster  sink  nor 
conductive  floor  in  the  room. 

Those  hospitals  doing  open  fracture  reduction 
in  the  emergency  room  had  very  poor  facilities, 
cleanliness,  and  philosophy  on  the  proper  care 
of  emergencies. 


Four  hospitals  stated  that  they  occasionally  did 
not  take  x-rays  after  fracture  reduction. 

Antiseptics:  A hexachlorophene  detergent  alone 
or  in  combination  with  antiseptics  in  aqueous  or 
tincture  solution  was  used  for  wound  preparation 
in  90  per  cent  of  the  hospitals,  but  few  had  any 
set  policy  on  antiseptics.  Cation  antiseptics  were 
used  with  anion  solutions.  Detergents  which  leave 
a bacteriostatic  film  were  removed  with  a tincture 
antiseptic  and  in  one  case,  only  hydrogen  peroxide 
was  used  in  and  around  the  wound. 

Fifteen  hospitals  went  to  the  expense  of  having 
multiple  antiseptic  choices  available.  Only  two 
used  an  iodine  compound  routinely  for  antiseptic 
skin  preparation. 

It  is  concluded  that  the  majority  of  hospitals 
present  a policy  on  antiseptics  which  is  unscien- 
tific, illogical,  financially  unsound,  and  improperly 
organized. 

Special  Precautions  for  Treatment  of  a 
Wound:  Scrubbing  before  suturing  a laceration 
was  a most  uncommon  routine.  Few  units  had 
sterile  brushes  available  and  many  reported  that 
the  physician  washed  but  did  not  scrub.  One  hos- 
pital stated  that  the  physician  scrubbed,  but  no 
sink  was  available  in  or  near  the  room.  Only  in 
four  hospitals  did  physicians  use  gowns  and  seven 
declared  they  never  used  gloves;  33  used  no  caps 
or  masks. 

Tetanus  Immunization:  One  of  the  most  pre- 
ventable diseases  known  to  man  is  tetanus;  how- 
ever, three  cases  of  tetanus  were  disclosed  after 
the  patients  had  received  1,500  units  of  tetanus 
antitoxin  following  an  injury.  All  but  six  hospitals 
used  tetanus  antitoxin  routinely  on  unimmunized 
injured  persons.  Two  hospitals  started  toxoid 
alone,  and  two  continued  it  with  a tetracycline 
antibiotic.  Three  hospitals  routinely  used  human 
antitoxin  on  unimmunized  children.  The  majority 
stated  that  there  was  no  policy  on  tetanus  antitoxin 
and  it  was  left  to  the  discretion  of  the  individual 
physician.  In  some  instances,  no  attempt  was  made 
to  complete  the  immunization  when  toxoid  had 
been  given.  No  emergency  department  routinely 
presented  the  patient  with  a written  record  of  the 
immunization. 

Whole  Blood  and  Plasma  Expanders:  Hos- 
pitals which  did  not  have  a storage  blood  bank 
routinely  had  a walking  blood  bank  unless  blood 
was  available  from  one  of  the  commercial  or 
community  banks.  One  hospital  used  type  O 
stored  blood  from  patients  having  phlebotomies 
for  secondary  polycythemia.  Ten  emergency 
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rooms  had  no  plasma  expanders  stored  in  the  unit. 

Poison  Controls:  Twelve  emergency  facilities 
had  no  poison  antidote  charts  posted,  and  no  more 
than  one-fourth  had  a drawer  or  box  designated 
as  a special  poison  antidote  kit.  Eight  nurses  at 
separate  hospitals  admitted  to  having  a poison 
antidote  chart  at  home;  however,  in  each  instance 
none  was  posted  in  the  emergency  room  where 
she  worked,  nor  was  there  a telephone  number  of 
the  nearest  Poison  Control  Center. 

Reference  Materials:  Reference  books  on 
medicine,  general  surgery,  pediatrics,  toxicology, 
ambulatory  surgery,  fractures,  public  health,  and 
others  were  found  in  only  15  emergency  depart- 
ments. The  physician  is  at  a disadvantage  when 
he  is  required  to  institute  treatment  for  a condi- 
tion not  related  to  his  specific  interests  without 
facilities  for  immediate  reference.  Only  two  emer- 
gency units  had  public  health  regulations  available 
in  the  emergency  unit. 

Conclusions 

Any  survey,  especially  if  it  is  an  incomplete 
study  of  the  area,  will  disclose  both  good  and  bad 
organization  in  some  of  the  institutions.  This  re- 
port would  confirm  this  since  comments  have  been 
chiefly  on  the  negative  aspects  and  of  an  obviously 
critical  nature  in  an  attempt  to  stress  the  need  to 
improve  the  quality  of  emergency  medical  care. 

Probably  the  greatest  weakness  in  emergency 
medical  care  today  is  the  lack  of  coordination  be- 
tween all  emergency  medical  services;  i.e.,  emer- 
gency departments,  ambulance  services,  first  aid 
units  and  rescue  units.  Closer  cooperation  is 
needed  to  improve  the  working  relationship  among 
those  involved  in  first  aid  care,  in  transportation 
of  the  sick  and  injured  and  in  definitive  medical 
treatment  in  the  emergency  departments  of  the 
hospital.  Coordination  of  ancillary  services  is  also 
almost  completely  lacking.  The  lay  press  has 
stated  that  emergency  medical  service  in  the 
United  States  is  an  “organized  crazy  quilt  of  bits 
and  pieces  that  just  don’t  fit  together.”  Today  it  is 
clear  that  all  the  required  facilities,  technics,  and 
systems  are  available,  and  what  is  needed  is  to  put 
them  all  together  and  make  them  work.  All  gen- 
eral hospitals,  large  or  small,  should  at  least  have 
personnel  and  facilities  to  handle  emergencies 
initially,  then  seek  more  specialized  care  as 
needed. 

Like  the  ambulance  services  in  small  communi- 
ties, the  hospital  emergency  department  has  at- 
tempted to  do  its  best  with  what  financial  as- 


sistance and  personnel  it  has  available.  One  can 
expect  slightly  over  half  of  the  communities  to 
be  able  to  meet  the  standards  for  emergency  care 
expected  of  them.  Little  attention  is  paid  to  many 
of  the  small  hospitals  since  accreditation  seems 
to  be  available  only  to  those  hospitals  where 
specialists  are  available. 

Certification  by  the  State  Health  Department 
is  the  only  factor  governing  a hospital  other  than 
the  legal  responsibility  of  each  hospital’s  Board  of 
Trustees.  Membership  in  the  State  Hospital  Asso- 
ciation, which  requires  certain  administrative 
standards,  is  not  mandatory  and  has  no  jurisdic- 
tion over  the  doctors.  The  State  Medical  Society 
can  control  its  members,  but  not  the  hospitals. 
Each  of  these  groups  speak  for  and  mold  the  poli- 
cies of  hospitals,  however  no  organization  has 
similar  control  of  the  state’s  ambulance  services, 
directly  or  indirectly,  other  than  those  few  areas 
mentioned.  Even  if  ambulance  standards  are  en- 
forced by  some  unnamed  group,  a major  weakness 
remains  in  the  total  picture  of  emergency  medical 
services.  Community  coordination  of  all  services 
is  essential  in  our  medical  planning  locally  and 
statewide,  not  only  for  mass  casualties  including 
disaster,  but  also  for  the  patients  requiring  these 
services  on  a daily  basis.  Only  one  community  or 
hospital  in  the  state  was  found  to  have  a coordi- 
nator, councilor,  or  committee  to  study  and  ad- 
vise on  the  problems  mentioned.  As  stated,  all 
services  requested  advice,  but  didn’t  know  where 
to  obtain  it.  A paradox  prevails  when  one  hears 
criticism  regarding  elective  surgery  being  per- 
formed on  the  one  hand  and  not  performing  emer- 
gency procedures  on  the  other.  Neither  the  physi- 
cian nor  the  nursing  service  could  be  blamed  when 
they  had  never  experienced  an  emergency  depart- 
ment education  during  their  training. 

Serious  study  should  be  directed  towards  en- 
couraging nurses  to  add  procedures  for  direct  care 
of  the  patient  to  their  duties  in  assisting  the  doc- 
tor, whether  he  is  present  or  not  available.  If 
this  void  in  emergency  medical  care  is  not  cor- 
rected by  allowing  nurses  to  have  greater  re- 
sponsibilities in  the  direct  care  of  the  patient,  then 
another  type  of  individual  needs  to  be  developed 
and  added  to  the  medical  field.  Since  this  hiatus 
is  present,  medical  staff  coverage  of  the  emergency 
department  should  be  such  that  a patient  is  seen 
by  a doctor  within  15  minutes  after  arrival.  A 
physician  should  be  available  on  second  call  if 
unexpected  or  unusual  situations  arise.  Some 
mechanism  should  also  be  available  whereby 
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specialty  services  can  be  obtained  if  needed. 
Specialty  coverage  may  be  difficult  because  of 
distances  involved;  however,  in  the  interest  of 
better  patient  care,  the  specialty  fields  should  in- 
vestigate methods  of  improving  the  present  situa- 
tion. Movement  of  critical  patients  from  one  hos- 
pital to  another  is  a serious  hazard  which  should 
be  abandoned. 

From  this  and  other  surveys,  the  mechanism 
of  first  aid  training  coordinated  with  hospital 
emergency  room  personnel  is  being  studied.  Am- 
bulance construction  and  method  of  use  is  being 
evaluated  for  improvement;  ambulance  crewmen 
are  being  scrutinized  as  to  training  and  supervi- 
sion; architects  are  being  employed  to  correct 
physical  deficiencies  in  emergency  room  construc- 
tion plans;  administrators  are  requesting  and  ob- 
taining assistance  in  combating  problems  which 
result  in  poor  public  relations,  economic  waste 
and  inadequate  personnel  coverage.  Nurses  and 
physicians  are  requesting  information  on  chang- 
ing concepts,  newly  available  equipment,  and  new- 
ly perfected  procedures  used  in  handling  emergen- 
cy problems.  These  requests  are  being  met  by  the 
State  Health  Department  which  has  recently  pub- 
lished new  standards  for  the  emergency  depart- 
ment; medical  societies  are  studying  means  of  im- 
proving emergency  medical  care;  and  both  nurs- 
ing and  medical  educators  are  adding  additional 
courses  and  training  in  emergency  medical  care 
to  the  curricula. 

It  appears  that  fitting  together  of  the  “bits  and 
pieces”  into  improvement  of  the  quality  of  medi- 
cal care  lies  in  the  frank  appraisal  of  present 
emergency  care  and  facilities,  open  admission  of 
deficiencies,  desire  for  improvement,  dissemination 
of  advice  and  publication  for  general  distribution 
of  suggested  guidelines  or  standards,  and  a general 
acceptance  and  recognition  that  close  cooperation 
is  necessary  on  all  levels  to  achieve  the  only  rea- 
son for  existence  of  emergency  facilities — the 
highest  possible  quality  of  patient  care.  • 

Appreciation  is  extended  to  the  following  persons  for  their 
valuable  assistance  in  the  evaluation  of  emergency  facilities 
in  Colorado: 


Cleveland,  Henry  C.,  MD 
Chairman,  Trauma  Committee 

Colorado  Section  of  the  American  College  of  Surgeons 
Okin,  J,  Thomas,  MD 
Colorado  Department  of  Public  Health 
Shaw,  William  D. 

Public  Health  Service,  Region  VIII 
Department  of  Health,  Education,  and  Welfare 
Tyner,  George  S,,  MD 
Associate  Dean 

University  of  Colorado  Medical  Center 

Wohlauer,  V.  E.,  MD 

Colorado  Department  of  Public  Health 
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Antimicrobial  susceptibility 
testing  for  the 
practicing  physician* 

C.  W.  Reiquam,  MD,  and 
Maxine  Pease,  MS,  Denver 

Physicians  are  confronted  each  day  with 
deciding  which  antimicrobial  agent  is  best  for 
a patient.  The  abundance  of  pharmaceutical 
promotional  material  attests  to  the  variety 
of  driigs  available  and  the  variety  of  ivays  in 
which  they  might  he  used.  The  mierohiology 
laboratory  offers  several  determinations 
u'hich  are  useful  as  a guide  for  both  the  routine 
and  the  difficult  case  in  which  antimicrobial 
medications  are  indicated. 


A.  Disc  plate  siisceptihilities 

The  simplest  test  is  the  observation  of  the  zone 
of  growth  or  inhibition  of  the  pathogen  around 
an  antimicrobial  impregnated  paper  disc.  A zone 
of  inhibition  of  bacterial  growth  surrounding  the 
disc  indicates  some  degree  of  susceptibility  to  the 
antimicrobial  agent.  The  size  of  this  zone  depends 
on  many  variables:  the  rate  of  diffusion  of  the 
antimicrobial  drug  into  the  medium,  the  ingre- 
dients of  the  medium,  the  length  of  the  incubation 
time,  the  amount  of  bacterial  inoculum  added  to 
the  plate,  the  depth  of  the  agar  layer,  the  growth 
rate  of  the  test  organism,  the  oxygen  requirements 
of  the  organism.  The  discs  also  may  lose  potency 
on  excessively  long  refrigeration  storage  or  brief 
storage  outside  of  the  refrigerator.  There  will  be 

* From  the  Department  of  Laboratory  Medicine,  Children’s 
Hospital.  Denver.  Dr.  Reiquam  is  the  Clinical  Pathologist  and 
Maxine  Pease  the  Clinical  Microbiologist. 


a variation  in  quality  between  discs  from  various 
manufacturers  even  though  the  Antibiotics  Divi- 
sion of  the  Food  and  Drug  Administration  of  the 
United  States  Government  and  its  counterpart  in 
Canada  have  set  standards  for  discs  and  tablets. 

Susceptibility  testing  of  fastidious  organisms 
also  presents  technical  difficulties.  For  example, 
some  strains  of  Hemophilus  will  not  lend  them- 
selves readily  to  subculture  even  on  chocolate 
agar,  and  many  do  not  grow  on  the  synthetic 
medias  designed  for  Hemophilus.  Therefore,  it  is 
difficult  to  isolate  these  organisms  for  further 
testing. 

Susceptibility  testing  to  the  sulfonamides  pre- 
sent specilic  technical  difficulties.  Special  media 
and  diluted  inoculum  must  be  used  to  avoid 
neutralizing  the  sulfas  by  paraminobenzoic  acid 
and  its  analogs.  Paraminobenzoic  acid  is  present 
in  many  media  and  is  produced  as  a by-product  of 
bacterial  metabolism. 

Since  disc  plate  susceptibility  testing  is  only  a 
screening  procedure,  there  are  certain  technical 
manipulations  which  will  make  the  test  more  use- 
ful. Only  pure  cultures  should  be  tested.  Mixed 
cultures  do  not  give  a true  indication  of  the 
susceptibility  of  the  offending  organism  to  the 
drug  tested.  In  a mixed  culture  several  things  may 
occur:  1.  Each  organism  may  grow  independently. 
2.  One  may  produce  a substance  that  will  enable 
the  other  to  grow  (symbiosis)  or  grow  better  in 
the  particular  medium.  3.  One  may  produce  a sub- 
stance that  inhibits  the  growth  of  another.  4.  One 
may  overgrow  the  other  and  deprive  the  seeond 
of  some  essential  part  of  its  food  supply.  These 
conditions  do  not  necessarily  represent  the  in  vivo 
balance  between  organisms.  It  is  obvious  that  the 
resulting  antimicrobial  spectrum  may  not  even 
represent  the  same  spectrum  as  exhibited  by  the 
true  pathogen.  Recently  isolated  strains  should 
be  used  for  sensitivity  testing.  Bacteria  grown  in 
the  laboratory  for  a long  time,  usually  with  re- 
peated subcultures,  may  change  their  reactions 
to  antimicrobial  drugs.  Some  bacteria  develop 
resistance  on  exposure  to  antimicrobials.  This  is 
particularily  true  of  Staphylococci  and  enteric 
pathogens.  Repeated  testing  in  infections  respond- 
ing poorly  to  therapy  may  be  necessary  using 
freshly  isolated  organisms.  Disc-plate  results  only 
suggest  that  the  organism  is  highly  susceptible, 
moderately  susceptible  or  resistant,  in  vitro,  to  the 
antimicrobials  tested.  In  testing,  a low  and  high 
concentration  disc  is  commonly  used.  With  a mod- 
erately sensitive  organism  there  is  growth  around 
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the  disc  with  the  lower  concentration  and  a zone 
of  inhibition  around  the  higher  concentration  of 
the  drug.  Results  of  disc  plate  methods  never  in- 
dicate how  much  of  an  antimicrobial  to  prescribe 
or  what  fluid  concentration  will  be  effective  against 
the  bacterial  infection.  Great  care  must  always 
be  taken  in  assigning  significance  to  these  zones. 
Any  organism  may  appear  to  be  susceptible  if 
the  concentration  of  antimicrobial  agent  is  suffi- 
ciently high.  Only  the  crudest  correlation  can  be 
made  between  the  diameter  of  the  inhibition  zone 
and  the  amount  of  the  medication  needed  to  be 
effective  against  the  organisms  in  vivo.  No  anti- 
microbial agent  should  be  considered  effective  if 
the  reported  inhibiting  concentration  exceeds  the 
level  which  can  be  achieved  in  the  patient  with 
practical  therapeutic  dosages. 

Each  laboratory  determining  susceptibilities 
must  ascertain  which  antimicrobials  to  use  in 
testing  organism  sensitivity.  The  identity  of  a 
particular  antimicrobial  is  often  confused  by  the 
proliferation  of  generic,  chemical  and  proprietary 
names  all  used  to  denote  the  same  substance.  It 
has  become  almost  mandatory  for  the  physician 
to  know  the  several  names  of  drugs  useful  for 
certain  infections  and  to  know  which  drugs  have 
the  same  bacterial  spectrum.  Lists  of  antimicrobial 
agents  and  their  synonyms  can  be  obtained  on  re- 
quest from  several  drug  manufacturers. 

Even  in  view  of  the  described  limitations  the 
disc-plate  method  still  has  great  value.  Knowledge 
that  an  infecting  pathogen  is  susceptible  to  a 
specific  drug  in  vitro  can  often  simplify  the  physi- 
cian’s task  and  may  spare  him  and  his  patient  un- 
told time  and  trouble. 

B.  Tube  dilution  susceptibility  tests 

There  are  occasions  where  a more  precise  de- 
termination of  the  action  of  antimicrobial  drugs  is 
needed.  This  can  be  accomplished  by  the  tube 
dilution  technic  in  which  the  bactericidal  or  bac- 
teriostatic effects  of  the  drug  can  be  determined  as 
well  as  the  quantitative  level  of  effective  drug  ther- 
apy. The  serial  dilution  technic  is  cumbersome  to 
perform;  however,  a semi-quantitative  method  em- 
ploying only  two  tubes  (a  low  concentration  and 
a high  concentration)  is  useful  and  is  simple  to 
accomplish.  Certainly  infections  which  are  no- 
toriously difficult  to  treat  such  as  subacute  bac- 
terial endocarditis,  osteomyelitis,  and  some  uri- 
nary tract  infections,  often  need  more  precise 
dosage  control.  It  is  not  difficult  to  ascertain  the 
effect  of  drug  combinations  (synergistic,  additive 
or  antagonistic)  in  vitro  with  this  technic.  The 


use  of  the  tube  dilution  technic  to  determine  the 
level  of  circulating  antimicrobial  agents  is  thus 
very  useful  in  certain  instances. 

C.  Serum  antimicrobial  assay 

The  effective  concentration  of  antimicrobial 
agent  in  the  serum  of  a patient  can  be  ascertained 
by  serum  serial  dilutions  compared  against  the 
antibiotic  serial  dilution  standard.  It  is  preferable 
to  use  the  offending  organism  for  the  inoculum; 
however,  a standard  test  organism  may  also  be 
employed.  Sterile  blood  for  these  assays  may  be 
drawn  from  the  patient  at  the  expected  low  point 
of  serum  concentration.  In  the  event  of  therapy 
with  multiple  drugs  the  assay  can  only  determine 
the  cumulative  effect  of  the  antimicrobial  agents. 

D.  Serum  (and  fluid)  killing  power 

The  serial  dilution  assay  may  sometimes  be 
more  precise  then  is  required  clinically.  The 
“serum  killing  power”  is  then  used  to  evaluate 
the  bactericidal  and  bacteriostatic  effect  of  the 
antimicrobial  in  the  patient's  serum.  The  serum 
killing  power  may  be  used  to  evaluate  combination 
drug  therapy  response  in  vitro  or  to  confirm  sus- 
ceptibility patterns.  The  test  is  useful  also  in  in- 
stances in  which  drug  combinations  may  be 
antagonistic  and  counteract  each  other.  This  same 
technic  may  be  applied  to  other  body  fluids  as 
spinal  fluid,  or  urine  obtained  by  suprapubic 
aspiration.  When  used  on  spinal  fluid,  it  is  use- 
ful in  verifying  the  passage  of  the  antimicrobial 
drug  across  the  blood  brain  barrier  by  comparison 
with  the  serum  killing  power. 

Sometimes  even  with  the  most  refined  labora- 
tory study,  there  is  inadequate  clinical  response 
to  the  selected  agent.  This  can  be  related  to  in- 
sufficient dosage  but  sometimes  is  a result  of 
faculty  absorption,  rapid  destruction,  or  rapid 
elimination  of  the  drug.  The  physician  also  should 
be  cautious  in  his  ready  acceptance  of  the  many 
new  antimicrobial  agents  that  appear  on  the 
market.  Many  of  the  bacterial  strains  susceptible 
to  these  drugs  are  laboratory  strains  and  do  not 
necessarily  represent  the  response  of  the  freshly 
isolated  pathogen  from  your  specific  sick  patient. 

To  assist  in  the  evaluation  of  these  new  drugs 
the  clinical  microbiology  laboratory  has  the  op- 
portunity to  test  and  record  their  in  vitro  suscepti- 
bility from  a large  number  of  patients.  This  infor- 
mation is  then  available  for  correlation  with  the 
clinical  response  of  the  patients  in  the  specific  com- 
munity. This  type  of  consultative  service  should  be 
of  immense  value  to  the  practicing  physician.  • 
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Prevention  of  tuberculosis  in  children  of 

preschool  age  in  Colorado* 

Richard  S.  Bolten,  MD,  Robert  K.  Brown,  MD,  Samuel  Johnson,  MD,  and 

Carl  W.  Tempel,  MD,  Denver 


Introduction 

This  report  is  intended  to  provide  a plan  for 
the  prevention  of  tuberculosis  in  children  of  pre- 
school age  (age  five  and  under)  and  to  suggest 
practical  ways  of  implementing  such  a program  in 
Colorado.  Among  the  objectives  of  the  child  cen- 
tered plan  are: 

1.  Identify  the  persons  most  likely  to  infect 
children  in  each  community. 

2.  Determine  how  and  when  tuberculin  testing 
of  preschool  children  can  be  accomplished. 

3.  Define  tuberculin  reactors  at  risk  in  pre- 
school children  and  provide  indications  for  iso- 
niazid  (INH)  prophylaxis. 

4.  Consider  ways  for  implementing  an  official 
tuberculin  positive  register  for  all  children  six 
years  of  age  and  younger  with  appropriate  follow- 
up of  close  contacts. 

5.  Re-evaluate  organizational  efforts  to  improve 
and  facilitate  the  administration  of  the  child  cen- 
tered program  to  prevent  tuberculosis. 

Statement  of  the  tuberculosis  problem  in 
the  preschool  population 

Knowledge  of  our  national  and  state  tuber- 
culosis problem  (Table  1,  2,  3)  and  present  day 
measures  of  control  have  been  well  publicized^"^ 
but  greater  emphasis  on  the  child  centered  pro- 
gram,^ especially  as  it  relates  to  the  preschool 
child,  will  be  necessary  if  we  are  to  speed  up  our 
efforts  to  eliminate  this  disease.  This  concept  was 
well  stated  in  the  Task  Force  Report  to  the  Sur- 
geon General  of  the  U.  S.  Public  Health  Service 
as  follows: 

* Presented  21  January  1966,  combined  meeting,  Colorado 
Regional  meeting  of  the  American  College  of  Physicians  and 
the  Colorado  Society  of  Internal  Medicine,  Colorado  Springs, 
Colorado.  Dr.  Bolten  is  Chief,  Section  of  Tuberculosis  As- 
sistance and  Control,  Colorado  Department  of  Public  Health. 
Dr.  Brown  is  Chairman,  Pulmonary  Disease  Committee,  Col- 
orado Medical  Society.  Dr.  Johnson  is  Director,  Division  of 
Public  Health  and  Preventive  Medicine,  Denver  Department 
of  Health  and  Hospitals,  and  President,  Colorado  Medical 
Health  Officers  Association.  Dr.  Tempel  represents  the  Webb- 
Waring  Institute  for  Medical  Research  and  is  Secretary, 
Colorado  Interagency  Tuberculosis  Control  Council. 


“Adequate  attention  to  known  cases  and 
their  contacts  prevents  the  spread  of  tuber- 
culous infection.  However,  persons  once  in- 
fected can  develop  disease  and  spread  infec- 
tion before  it  is  diagnosed.  Therefore,  absolute 
prevention  of  the  spread  of  infection  would 
mean  developing  a population  in  which  no  one 
was  infected.  Specific  efforts  to  prevent  chil- 
dren from  being  exposed  to  tuberculosis,  allow- 
ing them  to  grow  up  without  being  infected,  are 
needed  for  ultimate  conquest  of  the  disease.  In 
a controlled  society,  everyone  who  ever  asso- 
ciated with  children  could  be  forced  to  be  ex- 
amined for  tuberculosis  at  stated  intervals.  Such 
a situation,  even  if  it  were  desirable,  would 
waste  much  public  health  effort  needed  for 
other  problems.  A more  practical  approach  is 
to  see,  where  they  are  most  likely  to  be  found, 
the  persons  who  could  infect  children.  The  child 
who  is  already  infected  when  he  first  enters 
school  provides  a clue.  Granted  that  it  is  too 
late  to  prevent  his  infection,  still,  finding  the 
source  of  it  will  protect  others.  Children  live  in 
a world  in  which  there  are  other  children — 
brothers  and  sisters,  cousins,  playmates — some 
older,  some  younger.  In  most  areas,  a child’s 
environment  until  he  goes  to  school  is  sufficient- 
ly circumscribed  that  identifying  the  person  in 
that  environment  who  has  or  has  had  tuber- 
culosis is  possible,  so  that  other  children  will 
be  protected.  (In  crowded  neighborhoods  of 
the  largest  cities  where  the  population  is  highly 
mobile,  attempting  to  find  the  source  of  even 
young  children’s  infection  may  be  unproductive 
at  the  present  time.)”- 

It  should  be  noted  that  approximately  20  mil- 
lion children,  or  10%  of  our  population  in  the 
United  States  are  under  age  five.®  About  1%  of 
this  number  live  in  Colorado.  The  actual  number 
of  new  tuberculous  patients  reported  in  this  group 
each  year  are  significant  and  the  low  rate  of  de- 
cline in  new  cases  in  the  last  ten  years  leaves  no 
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room  for  complacency  (Table  1).  Of  equal  im- 
portance, however,  is  the  recognition  of  the  fact 
that  an  estimated  1.5%  of  the  4 million  children 
in  the  U.  S.  who  enter  school  at  six  years  of  age 
are  tuberculin  positive.^  In  Colorado,  the  reactor 
rate  is  lower  as  will  be  pointed  out  later.  If  many 
of  these  children  infected  with  tubercle  bacilli 
develop  active  clinical  disease,  as  may  reasonably 
be  predicted  from  reported  statistics  (Table  1), 
thousands  of  new  cases  of  tuberculosis  will  come 

TABLE  1 

TUBERCULOSIS  DEATHS  AND  NEW  CASES  OF 
ACTIVE  DISEASE  1963*’ " 

(Comparison  of  rates  per  100,000  population  for 
the  U.S.,  Colorado  and  Denver) 


DEATHS 
AND  NEW 
ACTIVE  CASES 

UNITED 
STATES 
Number  Rate 

COLORADO 
Number  Rate 

DENVER 
Number  Rate 

Deaths  

9,311 

4.9 

63 

3.3 

28 

5.4 

New  cases — 

all  ages  . 

54,042 

28.7* 

289 

15.1 

104 

20.4 

New  cases  by 

age  group 

0-4  

3,080 

14.9* 

10 

4.5 

6 

11.2 

5-14 

3,405 

9.0* 

21 

5.1 

6 

6.7 

15-24 

4,733 

17.1 

21 

7.4 

3 

4.6 

25-44  

15,097 

32.4 

80 

16.9 

26 

20.0 

45-64  

17,496 

46.2 

90 

26.7 

49 

47.5 

65  plus  . . . 

10,231 

58.2 

52 

32.9 

14 

26.3 

Not  stated 

15 

* The  per  cent  decline  in  new  cases  rates  from  1953 
(84,  304  cases — rate  53)  to  1963  (54,042  cases — rate 
28.7)  was  a significant  45.8%.  The  per  cent  decline  in 
case  rates  for  children,  however,  birth  to  age  four  and 
those  five  to  14,  were  only  3.2  and  1.1%  respectively. 

from  this  group  alone.  When  added  to  the  number 
of  infected  individuals  in  the  total  population 
(19%  or  35  million)  with  a similar  threat  of 
breakdown  in  their  lifetime,  the  real  danger  of 
new  tuberculosis  cases  expected  for  generations 
to  come  in  the  U.  S.  becomes  more  apparent. 

These  facts  suggest  that  the  disease  of  tuber- 
culosis will  flourish  in  the  U.  S.  as  long  as  we 
allow  one  generation  of  children  after  another  to 
be  infected  with  tubercle  bacilli  as  is  now  the 
case.  Prevention  of  first  infection  tuberculosis 
in  children  is  therefore  of  prime  importance  in  the 
eradication  program.  While  this  is  a difficult  task, 
it  is  not  impossible  if  we  concentrate  on  those  at 
risk.  To  resolve  this  problem,  two  segments  of 
the  school  population  were  singled  out  by  the 
USPHS  Task  Force^  as  high  risk  groups  deserv- 
ing of  special  attention.  These  include  the  six- 
year-old  children  or  first  graders  and  the  14-year- 


olds,  or  seventh,  eighth  or  ninth  graders.  In  Colo- 
rado, this  means  40,000  children  in  the  first  group 
and  27,000  in  the  second  group,  to  be  tuberculin 
tested  out  of  a total  elementary  and  secondary 
school  population  of  460,000.^  In  the  school  year 
1964-1965,  about  10%  of  the  public  school  chil- 
dren in  Colorado  were  tuberculin  tested:  0.5% 
of  the  six-year-olds  and  3%  of  the  14-year-old 
children  were  positive  with  an  overall  average  of 
1 % positive  for  the  entire  group.® 

If  we  apply  this  experience  data  to  the  40,000 
first  graders  in  Colorado,  we  would  expect  some 
200  tuberculin  positive  children  to  be  singled  out 
for  special  study  in  addition  to  the  reactors  found 
among  younger  children. 

From  this  evaluation,  it  seems  reasonable  to 
conclude  that  the  number  of  children  six  years  of 
age  and  younger  in  Colorado,  who  are  tuberculin 
positive  would  be  a manageable  group,  making 
possible  the  official  registration  of  strong  re- 
actors for  epidemiological  studies.  With  proper 
use  of  medical  resources,  this  program  of  preven- 
tion should  be  possible  in  addition  to  the  health 
service  to  patients  and  contacts,  which  of  course, 
is  a first  priority  in  the  total  tuberculosis  control 
program  (Table  2). 

TABLE  2 

THE  TUBERCULOSIS  CASE  REGISTRY  REPORT 
FOR  COLORADO  AND  DENVER^ 

(For  the  six-month  period  ending  lime  30,  1965) 

NUMBER  % 


Total  cases  registered  1.673  100 

Patients  hospitalized  173  (10) 

Tuberculosis  hospitals 123 

Mental  and  penal  institutions  50 

Patients  not  hospitalized  1,500*  (90) 

Active  or  probably  active  . . 234  14 

Inactive  or  probably  inactive  1,240  73 

Activity  unknown  or  not  stated  26  3 


* Note:  Health  services  for  the  1,500  unhospitalized 
patients  and  approximately  7,500  close  contacts  ( based 
on  five  contacts  per  case)  is  a first  priority  in  the 
Colorado  tuberculosis  control  program. 

A general  plan  for  preventing  tuberculosis  in 
preschool  children 

1.  The  first  step  in  the  prevention  of  tuberculosis 
is  to  identify  persons  or  sources  of  tubercle 
bacilli  most  likely  to  infect  children; 

(a)  Prenatal  examinations  to  exclude  tuber- 
culosis in  the  expectant  mother  must  be 
considered  an  important  step  in  tuber- 
culosis control.  Tuberculin  tests  must  be 
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performed  routinely  and  strong  reactors 
should  receive  chest  x-rays  at  the  time 
of  delivery  and  three  months  postpartum. 
The'y  should  not  be  taken  in  the  first  tri- 
mester of  pregnancy.  Annual  chest  x-rays 
are  especially  important  in  tuberculin  pos- 
itive mothers  during  the  childbearing 
period. 

(b)  Tuberculin  test  all  children  six  months  to 
six  years  of  age  preferably  at  six  to  12 
months  and  again  on  school  entry  if  the 
first  examination  was  negative.  All  re- 
actors should  receive  chest  x-rays  and 
close  contacts  should  be  examined  to 
identify  the  source  case.  The  Tine  test, 
suitable  for  office  practice,  can  be  ob- 
tained at  reasonable  cost  and  refrigeration 
is  not  needed. 

fc)  The  annual  examination  of  teachers, 
school  employees  and  all  other  individ- 
uals who  are  in  regular  close  contact  with 
children  is  another  phase  of  this  program 
to  prevent  tuberculosis.  The  latter  should 
include  professional  personnel  in  health 
services,  barbers,  beauticians  and  food 
handlers. 

(d)  Dairy  products  must  be  pasteurized  and 
obtained  from  reliable  sources.  The  dan- 
ger of  tuberculosis  from  this  source  is 
small  in  Colorado,  but  it  must  be  kept  in 
mind. 

2.  Tuberculin  testing  of  the  preschool  child  must 

be  planned  by  each  community:^ 

(a)  The  mass  tuberculin  survey  for  all  chil- 
dren entering  school  for  the  first  time  has 
the  advantage  of  applying  uniform  testing 
procedures  and  interpretations  over  a 
short  span  of  time  by  well-trained  person- 
nel. It  has  the  potential  disadvantage  of 
delaying  the  discovery  of  positive  reactors 
and  source  cases  that  might  be  found  by 
earlier  tuberculin  testing.  Successful  pro- 
grams require  considerable  organizational 
effort  and  involve  many  people,  but  chil- 
dren not  tested  earlier  must  be  taken  care 
of  in  this  manner. 

(b)  Tuberculin  testing  as  an  integral  part  of 
Colorado  immunization  programs  and 
other  health  examinations  (well-baby 
clinics,  etc. ) encourages  routine  testing 
and  is  the  procedure  recommended  in 
Colorado.  This  facilitates  the  early  dis- 
covery of  tuberculosis  cases  of  danger  to 


preschool  children  in  the  home.  Further- 
more, its  use  in  this  way  is  a reminder 
that  the  prevention  of  contagious  diseases 
in  children  must  include  tuberculosis 
(Table  3).  The  tuberculin  testing  of  chil- 
dren in  the  first  five  years  of  life  by  physi- 
cians, public  and  private  clinics,  health 
services  of  the  antipoverty  program  and 
other  routine  methods  avoids  the  massive 
organized  effort  required  at  the  time  of 
school  entry.  Methods  differ  in  various 
states  depending  on  the  size  of  the  prob- 
lem. In  Colorado,  with  approximately 
40,000  births  annually,  an  attempt  is 
being  made  to  register  all  new  born  in- 
fants and  to  record  immunization  for  six 
diseases  (diphtheria,  pertussis,  tetanus, 
poliomyelitis,  measles  and  smallpox)  and 
the  tuberculin  test  in  the  first  year.^  The 
issue  of  a permanent  plastic  medical  ID 
card  with  this  data  embossed  on  it  is 
part  of  this  program  supported  in  a large 
measure  by  the  Federal  Vaccination  As- 
sistance Act.  The  Colorado  Medical  So- 
ciety and  the  Colorado  Department  of 
Public  Health  are  cosponsors  of  this  proj- 
ect, and  all  physicians  and  health  agencies 
are  urged  to  support  this  program  (Table 
3). 

(c)  The  establishment  of  preschool  classes  for 
disadvantaged  children,  ages  three  and 
four,  under  the  Economic  Opportunity 
Act  of  1964  provides  another  chance  for 
tuberculin  testing  of  many  children  who 
are  at  special  risk. 

3.  Protect  the  tuberculin  reactor  at  risk  and  par- 
ticularly contacts  of  known  cases. 

(a)  Children  under  six  years  of  age  with  a 
strong  tuberculin  reaction  of  15  mm.  or 
more,  especially  those  known  to  be  con- 
verters who  were  recently  exposed  to  an 
infectious  case  of  tuberculosis,  should  be 
given  INH  prophylaxis  (5  mg.  per  kg. 
once  daily)  for  at  least  one  year.^ 

(b)  New  active  cases  of  tuberculosis  endan- 
gering the  health  of  children  in  the  home 
should  be  hospitalized  until  conversion  of 
the  sputum  to  negative  occurs  and  co- 
operation of  the  patient  on  a well-super- 
vised outpatient  chemotherapy  regimen  is 
assured.  Expert  follow-up  studies,  in- 
cluding sputum  cultures  and  periodic  re- 
ports to  health  officials,  are  an  absolute 
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TABLE  3 


TUBERCULOSIS  CASES  AND  DEATHS  1940-1964  COMPARED  WITH  SIX  NOTIFIABLE 
COMMUNICABLE  DISEASES  FOR  WHICH  VACCINATION  OF  PRESCHOOL 
CHILDREN  IS  REQUESTED  IN  C0L0RAD08.  9 


DISEASES 

1940 

1945 

1950 

1955 

I960 

1963 

1964 

Tuberculosis  cases  

565 

669 

1,586 

1,146 

746 

705 

651 

Deaths  

457 

362 

208 

116 

76 

63 

65 

(Tuberculosis  peak  year  for 

cases  was  1949: 

cases  3,079;  deaths  240) 

(Tuberculosis  cases  of  this  report  include  active  and  inactive  cases) 

Diphtheria  cases*  

357 

284 

43 

5 

3 

5 

1 

Deaths  

15 

22 

0 

0 

0 

1 

0 

Measles  cases  

1,526 

832 

5,431 

5,082 

6,794 

7,137 

3,494 

Deaths  

15 

1 

9 

6 

5 

4 

2 

Pertussis  cases  

893 

1,672 

1,134 

599 

448 

642 

291 

Deaths  

33 

25 

5 

3 

0 

1 

1 

Polio  cases*  

40 

146 

205 

223 

21 

2 

2 

Deaths  

12 

14 

8 

6 

0 

0 

0 

(Polio  peak  year  1951:  cases 

1,065;  deaths  48.  No  deaths 

since  1959) 

Smallpox  cases — none  

0 

0 

0 

0 

0 

0 

0 

Tetanus  cases  

9 

0 

2 

1 

1 

2 

1 

Deaths  

6 

0 

2 

1 

1 

1 

0 

* Note  the  prompt  decline  in  cases  of  diphtheria  and  polio  after  the  discovery  of  vaccines — “a  historic  triumph  for 
preventive  medicine.”  By  contrast,  the  slow  decline  in  cases  of  tuberculosis,  even  after  the  discovery  of  specific  drugs 
for  treatment,  indicates  the  importance  and  urgency  of  preventive  measures.  The  latter  should  include  tuberculin  test- 
ing of  preschool  children  and  chemoprophylaxis  for  strong  reactors  as  a companion  part  of  the  Colorado  immuniza- 
tion program  for  the  six  diseases  above. 


necessity  to  protect  children  in  the  home. 
Diagnostic  facilities,  drugs  and  other  ser- 
vices are  readily  available  from  official 
health  agencies  in  Colorado  to  make  this 
possible. 

4.  The  official  health  department  registration  of 
tuberculin  positive  children  six  years  of  age  or 
younger. 

(a)  In  Colorado  it  is  now  possible,  because  of 
small  numbers  involved,  to  ask  for  the 
reporting  and  official  registration  of  all 
tuberculin  positive  children  six  years  of 
age  and  under.  The  reactors  found  among 
the  one-year-old  and  preschool  children 
registered  for  the  Colorado  health  cards 
and  those  found  among  the  six-year-old 
children  in  statewide  tuberculin  school 
surveys  should  facilitate  this  program. 
For  registration  purposes,  it  is  desirable 
to  confirm  all  doubtful  tests  by  using  the 
Standard  5 TU  Intradermal  Mantoux  Test 
(0.0001  mg.  PPD).  Only  those  showing 
10  mm.  induration  or  more  with  this  test 
(or  confluent  reaction  on  multiple  punc- 
ture) should  be  officially  registered  for 
appropriate  contact  studies. 

(b)  The  contacts  of  the  positive  reactor  re- 


ported should  be  listed  by  name,  address, 
age  and  sex,  as  suggested  by  the  new 
Colorado  Department  of  Health  reporting 
procedure.  Only  those  found  to  be  tuber- 
culin positive  need  to  have  more  extensive 
diagnostic  services  including  chest  x-ray. 
The  usual  health  department  tuberculosis 
reports  will  be  required,  of  course,  when 
clinical  disease  is  found. 

(c)  Unless  tuberculin  positive  children  and 
results  of  contact  studies  are  reported  in 
this  way,  the  value  or  desirability  of  con- 
tinuing this  preschool  tuberculosis  pro- 
gram in  Colorado  cannot  be  evaluated  by 
official  health  agencies. 

5.  Organizational  elTorts  to  facilitate  the  admin- 
istration of  the  child  centered  program  to  pre- 
vent tuberculosis. 

A Colorado  Interagency  Tuberculosis 
Control  Council  was  established  Decem- 
ber 2,  1965,  by  the  State  Director  of 
Public  Health,  Roy  Cleere,  MD,  to  help 
plan  and  coordinate  antituberculosis  mea- 
sures including  the  child-centered  pro- 
gram. The  agencies  of  Colorado  repres- 
sented  (governmental  and  voluntary,  pub- 
lic and  private)  include:  (1)  official 
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health,  welfare  and  rehabilitation  agen- 
cies; (2)  medical,  dental,  nursing,  veteri- 
narian and  social  service  associations;  (3) 
tuberculosis  associations;  (4)  school 
health  services;  (5)  hospitals  and  institu- 
tions and  (6)  legislators  from  the  state 
government.^ 

The  broad  program  of  tuberculosis  control  will 
involve  all  representatives  of  the  Council,  but  it 
is  hoped  that  pediatricians,  obstetricians,  prac- 
titioners and  those  involved  in  school  health  ser- 
vices will  take  a leading  part  in  the  child  centered 
program.  Committees  of  the  Colorado  Medical 
Society  concerned  with  tuberculosis  control  are 
providing  guidance  for  its  membership. 

It  is  pointed  out  by  members  of  the  Interagency 
Council  that  the  matter  of  record  keeping,  registra- 
tion of  health  data  (official  and  personal  records), 
follow-up  of  patients,  contacts  and  tuberculin  re- 
actors at  risk  require  special  attention.  The  child- 
centered  program  places  a new  emphasis  on  per- 
sonal health  records  and  pocket  medical  identifi- 
cation cards.  “The  International  Certificate  of 
Vaccination  and  Personal  Health  History”  spon- 
sored by  WHO  and  the  USPHS  (PHS-Form  73) 
is  useful  for  recording  complete  health  data,  im- 
munizations and  tuberculin  tests  for  a personal 
file.  It  is  widely  accepted  and  has  the  added  ad- 
vantage of  being  the  official  health  record  needed 
for  travel  abroad.  The  pocket  medical  ID  card 
(e.g.,  those  recommended  by  the  State  of  Colo- 
rado, the  AM  A,  or  the  Department  of  Defense) 
containing  similar  health  data  should  be  carried 
for  emergency  purposes,  but  health  records  of 
this  type,  to  be  useful,  must  be  kept  available  and 
up  to  date.  Com.pared  to  the  efficiency  and  prac- 
tical application  of  other  records  we  carry  on  our 
person,  such  as  the  drivers  license  and  credit 
cards,  the  use  of  the  medical  ID  card  has  poor 
public  acceptance.  In  Colorado  1.2  million  people 
are  required  to  carry  drivers’  licenses  to  help  as- 
sure safety  on  our  highways.  By  comparison,  a 
much  smaller  number  of  Coloradoans  carry  health 
cards  which  have  a real  place  in  personal  and 
public  health  programs.  This  does  not  reflect 
favorably  on  our  health  education  program. 

Finally,  organizational  efforts  must  include  pro- 
gram evaluation,  i.e.,  periodic  assessment  of  the 
Colorado  tuberculosis  problem  and  the  effective- 
ness of  measures  underway.  Annual  meeting  of 
all  representatives  of  the  Colorado  Interagency 
Council  should  be  helpful  in  the  attainment  of 
this  goal. 


Conclusion 

In  his  book  The  White  Plague,  Rene  Dubos 
stated,  “It  is  probable  that  the  most  important 
contribution  of  bacteriological  science  to  the 
control  of  tuberculosis  has  been  in  guiding  efforts 
to  prevent  the  spread  of  tubercle  bacilli.  The 
effects  of  prevention  far  outweigh  those  of  treat- 
ment and  vaccination.” 

The  chief  purpose  of  this  presentation  has  been 
to  emphasize  the  importance  of  preventing  tuber- 
culosis, particularly  in  childhood.  Nothing  has 
been  stated  to  minimize  the  importance  of  treat- 
ing tuberculosis  patients  who  are  known  to  be  a 
source  of  danger  to  the  community.  While  the 
latter  remains  a first  priority  in  tuberculosis  con- 
trol, there  is  no  conflict  of  interest  in  these  two 
proposals.  Community  resources  can  be  made 
available  for  both  measures.  It  should  be  empha- 
sized that  these  two  programs  constitute  the  major 
recommendations  of  the  USPHS  Task  Force  Re- 
port- and  deserve  the  full  support  of  everyone 
concerned  with  tuberculosis  control.  Briefly,  the 
program  recommended  for  Colorado  is  as  follows: 

1.  Control  the  chief  source  of  new  tuberculous 
infections  in  every  community  by  providing  proper 
health  services  to  all  known  unhospitalized  active 
cases,  those  inactive  less  than  five  years,  all  con- 
tacts of  new  active  cases  and  those  with  suspicious 
chest  x-rays. 

2.  Establish  a program  to  protect  children 
against  tuberculosis  by  emphasizing  the  preschool 
tuberculosis  program.  In  Colorado  the  1964  plan, 
sponsored  by  the  Colorado  Medical  Society  and 
the  Colorado  Department  of  Public  Health,  to 
register  all  newborn  children  for  immunization  and 
tuberculin  testing  in  the  first  year  of  life,  provides 
such  an  opportunity.  The  issue  of  the  permanent, 
plastic,  personal,  medical  ID  card  by  the  Colo- 
rado Department  of  Public  Health,  with  this  data 
embossed  upon  it,  is  part  of  this  public  health  ser- 
vice. More  recently  the  application  of  this  pro- 
gram was  urged  for  all  preschool  children.  Tuber- 
culin tests  should  be  repeated  periodically,  if  nega- 
tive, but  all  children  in  Colorado  should  have  at 
least  one  properly  performed  and  recorded  test 
with  the  5 TU  tuberculin  test  before  or  at  the  time 
of  school  enrollment  at  age  six.  All  reactors  of 
this  age  group  should  be  reported  for  official 
health  department  registers  and  appropriate  con- 
tact studies  made.  If  tuberculin  testing  is  estab- 
lished as  a routine  companion  part  of  the  Colo- 
rado immunization  program  by  all  physicians  and 
clinics  as  recommended,  these  goals  can  be 
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reached.  The  alternative — mass  tuberculin  sur- 
veys on  those  entering  school  for  the  first  time — 
does  not  provide  the  same  protection  for  the  first 
six  years  of  life  when  tuberculosis  is  most  danger- 
ous to  a child.  Furthermore,  the  source  case  is 
most  apt  to  be  found  among  the  limited  contacts 
of  younger  children.  Each  community  must  de- 
cide how  and  when  to  tuberculin  test  children  but 
health  education  programs  are  urged  to  gain  wide 
approval. 

The  child-centered  program  to  prevent  tubercu- 
losis, of  which  the  preschool  program  in  Colorado 
is  a part,  should  provide  a practical  way  to  (a) 
reduce  the  danger  of  first  infection  among  young 
people;  (b)  find  those  tuberculin  reactors  in  need 
of  chemoprophylaxis  to  prevent  the  development 
of  active  disease;  and  (c)  encourage  follow-up 
chest  x-rays  of  strong  tuberculin  reactors,  making 
possible  the  early  discovery  and  specific  treatment 
of  new,  active,  asymptomatic,  minimal  cases  of 
tuberculosis.  Three-fourths  of  all  new  cases  of  ac- 
tive tuberculosis  found  in  Colorado  each  year  are 
in  the  advanced  stages.® 


The  control  of  tuberculosis  must  not  be  dis- 
sociated from  the  general  program  to  prevent 
other  commuunicable  diseases,  but  the  special 
problems  connected  with  its  prevention  should  be 
made  known.  • 
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Electrophoresis  for  the  practicing  physician 


Elmer  W.  Koneman,  MD,  Billings,  Montana 


Part  II.  Routine  serum 
electrophoresis 

This  discussion  deals  with  the  practical  appli- 
cation of  routine  serum  electrophoresis  in  the  di- 
agnosis and  management  of  patients  with  a vari- 
ety of  diseases.  It  must  be  again  emphasized  that 
the  electrophoretic  pattern  is  of  greatest  value 
only  when  viewed  in  light  of  the  chnical  history, 
physical  examination  and  other  laboratory  data. 
It  then  becomes  a most  valuable  tool  in  differ- 
ential diagnosis  or  in  assessing  the  severity  of 
physiological  alterations  in  patients  with  known 
diseases,  as  reflected  by  changes  in  the  serum 
proteins. 

Although  rarely  diagnostic  of  a specific  disease, 
electrophoretic  patterns  can  be  divided  into  a 
number  of  characteristic  types.  However,  before 
discussing  these  disease  categories  in  detail,  it  is 


necessary  to  first  present  some  of  the  technical 
principles  involved  in  the  evaluation  and  calcula- 
tion of  the  pattern  itself. 

Using  filter  paper  or  cellulose  acetate  as  sup- 
porting medium  in  a routine  electrophoretic  sys- 
tem, serum  proteins  are  separated  into  five  dis- 
tinct fractions.  By  convention  these  are  called 
albumin,  alpha- 1 globulin,  alpha-2  globulin,  beta- 
globulin  and  gamma  globulin  in  decreasing  order 
of  migration  rate.  In  Fig.  1 is  shown  a typical 
densitometer  (analytrol*)  tracing. 

The  analytrol  is  a recording  instrument  in 
which  a tracing  pen  is  electrically  controlled  by 
a pair  of  balanced  photo  cells.  The  paper  strip, 

* Spinco  Division,  Beckman  Instruments,  Inc.,  Palo  Alto, 
California. 
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containing  the  separated  stained  protein  bands, 
is  mechanically  fed  through  a slit  opening  located 
between  the  light  source  and  one  of  the  photo 
cells.  As  each  protein  band  passes  by  the  slit, 
more  or  less  light  is  blocked  out  to  one  of  the 
photocells,  resulting  in  an  electronic  imbalance 
between  the  two  photo  cells.  This  in  turn  results 
in  an  upward  deflection  of  the  tracing  pen,  the 
magnitude  of  which  is  proportional  to  the  amount 
of  light  blocked  by  each  passing  protein  band. 
The  tracing  itself  is  made  on  slowly  moving  graph 
paper,  which  is  ruled  in  1 mm.  squares  for  pur- 
poses of  integration  and  calculation.  Thus,  as 
seen  in  Fig.  1,  the  tracing  begins  at  the  left  on 
the  zero  line,  and  five  peaks  are  recorded,  repre- 
senting the  five  protein  bands  on  the  paper  strip. 
The  valley  between  each  peak  never  quite  reaches 
the  zero  line  since  there  is  always  a small  amount 
of  protein  trailing  between  the  fractions. 


Fig.  1.  Normal  Electrophoretic  Pattern.  The  Values 
Are  for  Pooled  Hitman  Quality  Control  Serum. 


Calculations  are  made  utilizing  the  integrator 
line  shown  near  the  bottom  of  Fig.  1.  This  line, 
consisting  of  a number  of  “blips,”  runs  horizon- 


tally beneath  the  pattern.  The  integrator  pen  is 
connected  to  the  tracing  pen  in  such  a manner 
that  the  higher  the  deflection  of  the  tracing  pen, 
the  greater  the  number  of  “blips”  recorded.  There- 
fore, the  number  of  “blips”  beneath  each  fraction 
is  proportional  to  the  area  beneath  the  tracing.  In 
order  to  calculate  the  absolute  quantity  of  each 
protein  fraction,  perpendicular  lines  are  projected 
downward  from  the  low  points  between  each  frac- 
tion far  enough  to  intersect  the  integrator  line 
(see  Fig.  1).  This  process  is  known  as  “cutting” 
the  pattern,  a term  derived  from  the  process  of 
actually  cutting  the  paper  strip  between  each  frac- 
tion to  isolate  and  elute  the  protein,  in  the  event 
an  analytrol  is  not  available.  Again  referring  to 
Fig.  1,  there  is  a total  of  152  “blips”  beneath 
the  tracing.  The  percentage  represented  by  any 
one  fraction  is  the  number  of  “blips”  under  that 
fraction  divided  by  the  total.  For  instance,  there 
are  29  “blips”  under  the  gamma  globulin  area. 
Gamma  globulin  therefore  comprises  29/152  or 
19.0%  of  the  total  protein.  Since  in  this  case  the 
total  protein  is  6.8  grams%,  gamma  globulin 
may  also  be  expressed  as  19.0%  of  6.8  grams%, 
or  1.30  grams%.  The  other  fractions  are  calcu- 
lated in  a similar  manner,  and  the  results  are 
listed  in  Fig.  1.  The  range  of  normal  values  must 
be  determined  for  each  laboratory,  using  either 
known  standards,  or  a series  of  “normal”  con- 
trols. The  range  of  normal  values  for  our  labora- 
tory is  listed  in  Table  1. 

TABLE  1 

ELECTROPHORETIC  PATTERNS— 
NORMAL  RANGE  OE  VALUES: 

BILLINGS  DEACONESS  HOSPITAL 


% TOTAL  PROTEIN  GRAMS% 


Total  protein  

Albumin 

46.0-63.0 

6.5  -8.0 
3.35-4.50 

AIpha-1  globulin 

3.5-  6.0 

0.25-0.42 

Alpha-2  globulin 

8.5-14.0 

0.63-1.00 

Beta  globulin 

10.0-14.0 

0.70-1.00 

Gamma  globulin 

11.0-25.0 

0.80-1.60 

Albumin/Globulin  ratio 

1.1-  2.2 

The  electrophoretic  patterns  of  several  general 
disease  categories  will  now  be  presented  in  detail. 
In  the  overall  evaluation  of  an  electrophoretic 
pattern,  one  must  realize  that  the  serum  level  of 
any  single  fraction  represents  a balance  between 
protein  synthesis  on  the  one  hand,  and  protein 
degradation  or  loss  on  the  other.  Plasma  proteins 
are  almost  exclusively  synthesized  in  the  liver, 
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excepting  the  gamma  globulins  which  are  pro- 
duced by  lymphocytes  and  plasma  cells  in  the 
reticuloendothelial  system.  Deficient  synthesis  may 
occur  in  conditions  of  poor  dietary  intake,  in  cases 
of  primary  liver  disease,  or  in  certain  genetically 
determined  diseases  in  which  polypeptide  chain 
formation  is  defective.  Protein  degradation  is  ac- 
celerated in  catabolic  disease  where  there  is  so 
called  negative  nitrogen  balance.  Additional  pro- 
tein loss  may  occur  through  damaged  capillaries, 
clinically  producing  such  conditions  as  edema, 
effusion,  ascites  or  proteinuria.  In  the  discussion 
of  the  patterns  to  follow,  this  principle  of  evaluat- 
ing the  level  of  each  protein  fraction  in  reference 
to  synthesis  and  loss  will  be  amplified. 

1.  The  acute  inflammatory  pattern 

The  non-specific  protein  alterations  seen  in 
acute  inflammation,  injury  or  “stress”  are  a de- 
crease in  albumin  and  an  increase  in  the  alpha- 1 
and  alpha-2  globulins  (see  Fig.  2).  The  general 
increase  in  cellular  metabolism,  which  generally 
includes  a marked  increase  in  production  of  neu- 
trophils in  most  inflammatory  conditions,  requires 
considerable  protein  reserve.  Such  catabolic  states 
are  sensitively  reflected  in  the  electrophoretic  pat- 
tern by  a decrease  in  serum  albumin.  The  alpha- 1 
and  alpha-2  globulins  are  elevated  because  of 
their  high  content  of  glycoproteins  which  are 
overproduced  in  response  to  acute  injury.  The 
serum  C-reactive  protein  and  mucoprotein  deter- 
minations are  other  laboratory  tests  in  vogue 
based  upon  increased  glycoprotein  levels.  These 
protein  alterations  are  also  in  part  responsible  for 
the  accelerated  erythrocyte  sedimentation  rate 
characteristic  of  active  inflammation. 

In  patients  with  uncomplicated  acute  inflam- 
mation, the  liver  is  capable  of  synthesizing  albu- 
min at  a rate  sufficient  to  prevent  the  level  of  total 
serum  albumin  from  dropping  below  2.5  grams %. 
If,  in  any  patient  with  an  acute  inflammatory  pat- 
tern, the  albumin  level  is  significantly  below  2.5 
grams %,  the  possibility  of  superimposed  albumin 
loss  must  be  considered.  Such  clinical  conditions 
as  edema,  effusion,  ascites  or  proteinuria  can 
usually  be  found.  For  instance,  we  have  on  record 
a number  of  cases  of  acute  pneumonia  with  effu- 
sion where  the  serum  albumin  was  below  2.0 
grams  % . 

2.  The  chronic  inflammatory  pattern 

The  gamma  globulin  fraction  is  usually  elevated 
in  patients  with  long  standing  inflammation.  Addi- 
tionally, the  total  protein  and  albumin  may  be 


moderately  decreased,  and  alpha- 1 and  alpha-2 
globulins  may  be  slightly  elevated  (Fig.  3).  If  the 
alpha  globulins  are  significantly  increased  in  the 
face  of  an  elevated  gamma  globulin,  the  so-called 
“subacute”  inflammatory  pattern  results.  Such 
pattern  is  typically  seen  during  progression  of  an 
acute  inflammatory  disease  into  a chronic  stage, 
or  represents  either  an  acute  relapse  in  a chronic 
disease,  or  the  presence  of  a secondary  acute  in- 
flammation in  an  unrelated  organ  system.  The 
differentiation  must  be  made  clinically. 


Fig.  2.  Acute  Inflammatory  Pattern.  Albumin  Is 
Decreased,  Alpha-1  and  Alpha-2  Globulins  Are  Ele- 
vated. 

The  gamma  globulin  fraction  is  elevated  in 
cases  of  chronic  infection  because  there  are  con- 
tained the  majority  of  the  circulating  antibodies 
produced  by  the  reticuloendothelial  system.  These 
antibodies  are  heterogeneous  and  have  a wide 
range  of  electrophoretic  mobility  accounting  for 
the  broad  gamma  band  seen  in  the  chronic  inflam- 
matory pattern.  Approximately  20%  of  antibodies 
belong  to  either  the  Gamma-A  or  the  Gamma-M 
group  of  immunoglobulins,  having  a more  rapid 
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Fig.  3.  Chronic  Inflammalory  Pattern.  Gamma  Glob- 
ulin Is  Elevated. 


migration  rate  extending  into  the  beta  and  alpha-2 
globulin  areas.  This  explains  why  in  certain  cases 
of  chronic  inflammation  the  beta  globulin  fraction 
may  also  be  elevated.  It  should  be  pointed  out, 
however,  that  there  is  usually  a distinct  valley  be- 
tween the  gamma  and  beta  globulin  fractions,  in 
contrast  to  the  gamma-beta  fusion  which  is  seen 
in  cases  of  hepatic  cirrhosis  (see  below). 

The  finding  of  a chronic  inflammatory  response 
on  a routine  electrophoretic  pattern  may  be  of 
considerable  diagnostic  aid  in  the  identification  of 
conditions  where  the  infection  is  either  hidden 
or  obscured  by  coexistent  disease.  The  following 
case  is  a good  illustration: 

A 66-year-old  man  entered  the  hospital  in  Febru- 
ary, 1965,  because  of  severe  low  back  pain.  One  year 
previously  he  had  incurred  a back  injury  in  an  auto- 
mobile accident.  Carcinoma  of  the  prostate  gland 
was  found  in  a TUR  specimen  five  years  previously. 
X-ray  examination  of  the  back  revealed  loss  of  con- 
tinuity of  the  cortex  of  the  fifth  lumbar  vertebra 
suggestive  of  erosion  by  a malignant  process.  Al- 
though metastatic  carcinoma  from  the  prostate  gland 


was  the  most  probable  diagnosis,  the  electrophoretic 
pattern  showed  a classic  subacute  inflammatory  re- 
sponse and  the  serum  acid  phosphatase  was  only  1.5 
King-Armstrong  units.  An  open  biopsy  of  the  ver- 
tebra histologically  revealed  no  evidence  of  carci- 
noma and  E.  Coli  was  grown  on  culture.  The  patient 
recovered  uneventfully  with  specific  antibiotic  ther- 
apy. 

3.  The  dilutional  pattern 

The  so-called  dilutional  pattern  is  probably  the 
most  frequent  type  encountered  in  hospitalized 
patients.  It  has  the  same  general  configuration  as 
the  normal  pattern  except  the  total  protein  and 
all  fractions  are  low  normal  or  decreased  (Fig.  4). 
Physiologically  this  signifies  an  overall  depletion 
of  body  protein  and  indicates  one  of  two  general 
conditions:  (1)  patients  with  chronic  debilitating 
disease,  usually  including  a history  of  significant 
recent  weight  loss,  and  (2)  individuals  who  for 
one  reason  or  another  have  had  insufficient  dietary 
protein  intake  necessary  to  maintain  positive  nitro- 
gen balance.  A generally  obese  body  habitus  does 
not  necessarily  reflect  an  adequate  protein  reserve 
as  evidenced  by  the  occurrence  of  dilutional  type 


Fig.  4.  Dilutional  Pattern.  Total  Protein  and  All 
Fractions  Are  Decreased. 
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electrophoretic  patterns  in  teenage  school  children 
whose  diet  may  be  sufficient  in  total  calories  but 
is  apparently  deficient  in  proteins  and  probably 
vitamins  as  well.  The  finding  of  a dilutional  type 
pattern  in  patients  contemplating  elective  surgery 
may  indicate  the  need  for  prescribing  a high  pro- 
tein diet  prior  to  surgery. 

4.  The  pattern  in  hypogammaglobulinemia 

The  electrophoretic  pattern  in  hypogammaglob- 
ulinemia is  easy  to  recognize  (Fig.  5).  In  cases 
of  congenital  “agammaglobulinemia,”  gamma 
globulin  levels  may  fall  to  almost  undetectable 
levels  by  routine  paper  electrophoresis;  however, 
small  amounts  can  usually  be  detected  by  Immu- 
noelectrophoresis. The  syndrome  of  hypogamma- 
globulinemia in  children  is  often  suspected  clin- 
ically and  the  pattern  may  be  only  confirmatory. 
However,  with  increasing  frequency  we  encounter 
children  with  symptoms  suggestive  of  hypogam- 
maglobulinemia who  show  only  low  normal  or 
slightly  decreased  levels  of  gamma  globulin  by 
paper  electrophoresis.  Yet,  when  the  three  immu- 
noglobulin fractions  are  quantitated  by  immuno- 


Fig.  5.  Hypogammaglobulinemia.  Gamma  Globulin 
Is  Decreased. 


diffusion  techniques,  deficiency  may  be  demon- 
strated in  only  one  fraction  without  significantly 
lowering  the  total  gamma  globulin  level.  The 
clinical  significance  of  this  finding  requires  fur- 
ther study,  particularly  since  the  total  absence  of 
a single  immunoglobulin  fraction  in . otherwise 
healthy  individuals  has  been  reported. 

Hypogammaglobulinemia  in  adults,  both  male 
and  female,  is  a common  finding  in  a number  of 
unrelated  diseases. In  our  experience,  hypogam- 
maglobulinemia is  frequently  associated  with 
chronic  respiratory  disease,  particularly  chronic 
bronchitis.  This  association  was  reviewed  in  1956 
by  Good  and  Mazzetello^^  and  more  recently  by 
Rosen  and  Bougas.^®  Low  gamma  globulin  levels 
may  be  seen  in  patients  with  rheumatoid  arthritis, 
a subject  recently  reviewed  in  detail  by 
Fudenberg.i®  The  depression  of  gamma  globulin 
in  patients  with  leukemia  and  lymphosarcoma  is 
well  known;  however,  the  following  case  illustrates 
that  metastatic  carcinomatosis  must  also  be  con- 
sidered: 

A 57-year-old  female  was  ill  for  one  month  prior 
to  admission  with  nausea,  anorexia,  intermittent  vom- 
iting and  constant  low-grade  epigastric  pain.  Palpa- 
tion of  the  abdomen  revealed  an  enlarged,  non-ten- 
der liver.  Gastrointestinal  and  gallbladder  x-rays 
were  normal.  The  hemoglobulin  was  13.9  grams% 
and  the  white  blood  count  was  22,500.  The  total 
serum  bilirubin  was  2.2  mg.%  and  the  alkaline 
phosphatase  was  76  K-A  units.  The  serum  electro- 
phoretic pattern  revealed  both  an  acute  inflammatory 
response  and  a marked  decrease  in  the  gamma  glob- 
ulin fraction.  A liver  biopsy  revealed  undifferenti- 
ated metastatic  carcinoma. 

The  finding  of  hypogammaglobulinemia  in  the 
following  case  led  to  the  diagnosis  of  multiple 
myeloma: 

A 44-year-old  plumber  was  first  seen  in  July,  1963, 
because  of  generalized  joint  stiffness  and  numbness 
of  the  fingers.  He  was  treated  for  possible  rheuma- 
toid arthritis.  He  returned  one  month  later  with 
acute  right  chest  pain  after  a “snap”  had  been  felt 
following  a mild  fall.  X-ray  examination  of  the 
chest  revealed  a rib  fracture.  A serum  electropho- 
retic pattern  showed  a marked  decrease  in  gamma 
globulin.  The  only  other  abnormal  laboratory  finding 
was  2+  proteinuria.  Electrophoresis  of  the  urine  re- 
vealed a narrow  band  in  the  gamma  area,  a finding 
virtually  diagnostic  of  Bence  Jones  protein.  Bone 
marrow  examination  confirmed  the  diagnosis  of  mul- 
tiple myeloma.  The  patient  expired  of  his  disease  in 
February,  1965. 

Following  this  experience,  it  has  become  our 
policy  to  perform  urine  electrophoresis  on  all  pa- 
tients with  unexplained  hypogammaglobulinemia. 
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5.  Cirrhotic  pattern 

The  electrophoretic  pattern  characteristically 
seen  in  cirrhosis  of  the  liver  in  shown  in  Fig.  6. 
Total  serum  protein  is  decreased.  Since  albumin, 
alpha- 1 and  alpha-2  globulins  are  synthesized  in 
the  liver,  these  fractions  are  reduced  to  varying 
degrees.  Since  hepatic  cirrhosis  is  in  fact  a smol- 
dering inflammatory  process,  gamma  globulin  is 
always  elevated.  Characteristically  there  is  fusion 
of  the  gamma  globulin  and  beta  globulin  bands, 
a feature  which  is  helpful  in  differentiating  the 
pattern  seen  in  chronic  inflammation.  A decrease 
in  albumin  below  2.5  grams  % in  cases  of  hepatic 
cirrhosis  is  indicative  of  superimposed  albumin 
loss  in  the  form  of  ascites,  as  illustrated  by  the 
following  case: 

A 64-year-old  female  entered  the  hospital  in  Jan- 
uary, 1966,  with  a two-week  history  of  diarrhea, 
anorexia,  nausea  and  non-specific  lower  abdominal 
pain.  Physical  examination  revealed  no  enlarged 
organs  or  masses.  Bilateral  bulging  of  the  flanks  and 
shifting  dullness  of  the  abdomen  were  demonstrated. 
Routine  laboratory  tests  were  within  normal  range. 
The  serum  electrophoretic  pattern  was  typical  of 
cirrhosis  and  the  albumin  level  of  2.2  grams%  con- 
firmed the  clinical  impression  of  ascites.  The  serum 
BSP  retention  was  49%  in  45  minutes. 

The  electrophoretic  pattern  may  be  helpful  in 
the  evaluation  of  the  liver  status  in  patients  who 
are  known  alcoholics.  The  BSP  dye  test  is  fre- 
quently used  for  this  purpose;  however,  since  cer- 
tain extra-hepatic  conditions  such  as  congestive 
heart  failure  may  result  in  increased  BSP  reten- 
tion, the  pattern  may  be  needed  for  complete 
evaluation. 

The  pattern  also  may  be  of  use  in  the  differen- 
tial diagnosis  of  hepatitis  and  active  cirrhosis  as 
illustrated  by  the  following  case: 

A 45-year-old  male  first  entered  the  hospital  in 
April,  1965,  with  symptoms  suggestive  of  myocardial 
infarction.  The  electrocardiogram  showed  only  minor 
ST-T  changes  and  on  the  third  hospital  day  the 
clinical  course  was  complicated  by  jaundice.  The 
serum  bilirubin  was  4.3  mg.%  (2.5  mg.%  conju- 
gated), the  serum  SCOT  was  270  S.F.  units,  cephalin 
flocculation  was  4+  and  the  alkaline  phosphatase  was 
normal.  The  diagnosis  of  acute  infectious  hepatitis 
appeared  most  likely.  The  serum  electrophoretic  pat- 
tern was  not  diagnostic  but  showed  a high  normal 
gamma  globulin  and  a decrease  in  alpha-2  globulin. 
In  September,  1965,  the  patient  re-entered  with  severe 
jaundice.  The  serum  bilirubin  was  21.5  mg.%  (15.7 
mg.%  conjugated),  the  serum  SCOT  was  963  S.F. 
units  and  the  alkaline  phosphatase  was  17.6  K-A 
units.  The  electrophoretic  pattern  at  this  time  was 


Fig.  6.  Cirrhotic  Pattern.  Gamma  Globulin  Is  Ele- 
vated, Albumin  Alpha-1  and  Alpha-2  Globulins  Are 
Decreased.  Note  Fusion  of  Gamma  and  Beta  Glob- 
ulins. 

characteristic  of  hepatic  cirrhosis.  A needle  biopsy 
of  the  liver  histologically  showed  post-necrotic 
cirrhosis. 

Gamma  globulin  is  usually  not  elevated  in  acute 
hepatitis.  A rise  in  gamma  globulin  in  cases  of 
primary  liver  disease  is  indicative  of  a long  stand- 
ing condition.  Hypergammaglobulinemia  may  oc- 
cur in  chronic  cholangitis;  however,  in  contrast 
to  hepatic  cirrhosis,  the  alpha- 1 and  alpha-2 
globulins  are  normal  or  elevated.  There  is  no  dis- 
tinctive pattern  seen  in  patients  with  common  duct 
stone,  although  it  may  be  of  value  in  ruling  out 
other  causes  of  the  jaundice. 

6.  The  nephrotic  pattern 

The  electrophoretic  pattern  shown  in  Fig.  7 
is  diagnostic  of  the  nephrotic  syndrome.  The  pri- 
mary renal  defect  is  damage  to  the  glomerular 
capillary  membrane,  resulting  in  free  loss  of  pro- 
tein into  the  urine.  The  total  protein  is  therefore 
very  low,  and  all  fractions  are  reduced  to  varying 
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degrees  except  for  the  alpha-2  globulin  which  is 
conspicuously  elevated  due  to  renal  retention  of 
the  large  molecular  weight  globulins  contained  in 
that  fraction. 

Although  the  electrophoretic  pattern  may  be 
diagnostic  of  the  nephrotic  syndrome,  it  is  of  more 
value  in  assessing  the  severity  of  protein  loss  in  a 
patient  with  a history  of  proteinuria  of  unknown 
duration  or  severity.  The  pattern  also  may  be 
used  as  a sensitive  index  for  evaluating  response 
to  therapy,  as  illustrated  by  the  following  case: 

The  patient  was  8 years  old  when  first  seen  in 
September,  1958,  with  the  nephrotic  syndrome.  The 
total  protein  was  4.4  grams%.  Steroid  therapy  was 
instituted  with  prompt  clinical  remission.  During 
the  past  seven  years  hospitalizations  have  been  re- 
quired in  October,  1962,  June,  1963,  December. 
1964,  and  March,  1965,  for  treatment  of  relapse, 
occurring  in  each  instance  after  steroid  therapy  had 
been  discontinued.  During  the  December,  1964  re- 
lapse, an  electrophoretic  tracing  revealed  severe 
nephrosis,  with  the  total  protein  recorded  at  3.5 
grams%.  A renal  biopsy  revealed  non-specific  mem- 
branous glomerulonephritis.  Steroid  therapy  was  re- 


Fig. 7.  Nephrotic  Pattern.  Total  Protein  and  All 
Fractions  Are  Markedly  Decreased.  Except  Alpha-2 
Globulin  Which  Is  Conspicuously  Elevated. 


instituted  during  each  relapse,  with  prompt  clinical 
remission  and  return  of  the  electrophoretic  pattern 
to  normal  within  one  week.  During  the  past  year, 
the  dosage  of  steroids  has  been  gradually  decreased, 
with  patterns  being  run  at  frequent  intervals  to 
detect  the  earliest  signs  of  relapse. 

7.  The  pattern  in  paraproteinemia 

Fig.  8 depicts  the  electrophoretic  pattern  in 
patients  with  paraproteinemia,  a term  referring  to 
the  hyperproteinemia  seen  in  certain  malignant 
diseases  of  the  reticuloendothelial  system  such  as 
multiple  myeloma,  Waldenstrom’s  macroglobu- 
linemia  and  rare  cases  of  lymphosarcoma.  The 
recent  literature  on  these  subjects  is  voluminous, 
and  the  newer  concepts  based  upon  the  current 
knowledge  of  the  structure  and  genetic  control  of 
gamma  globulin  is  reviewed  in  recent  papers  by 
Tomasi^'  and  Olins  and  Edelman.^'^  Although  a 
detailed  discussion  is  beyond  the  scope  of  this 
paper,  the  following  points  are  emphasized  as  be- 
ing particularly  helpful  in  applying  routine  paper 
electrophoresis  in  the  diagnosis  of  these  condi- 
tions: 


Eig.  8.  Paraproteinemia.  Homogeneous  Spike  in 
Gamma  Globulin  Eraction  Is  Diagnostic. 
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1.  The  abnormal  spike,  when  present,  has  a 
narrow  base  in  contrast  to  the  broad  band  found 
in  cases  of  inflammatory  hypergammaglobuline- 
mia. A rule  -of  thumb  is  that  the  height  of  the  peak 
should  be  at  least  four  times  the  base,  but  ex- 
ceptions occur.  The  spike  is  narrow  because  the 
abnormal  proteins  are  a homogeneous  group  with 
similar  electrophoretic  mobility,  theoretically  be- 
ing produced  by  a single  “clone”  of  proliferating 
malignant  plasma  cells.  However,  Engle^”  has 
demonstrated  that  the  single  spike  seen  on  a rou- 
tine paper  pattern  may  be  separated  into  as  many 
as  four  distinct  bands  by  starch  gel  electrophore- 
sis, indicating  that  paraproteins  may  not  be  as 
homogeneous  as  previously  thought. 

2.  Abnormal  paraproteins  may  have  electro- 
phoretic mobility  in  either  the  gamma,  beta  or 
alpha-2  globulin  areas,  corresponding  to  the  nor- 
mal distribution  of  the  immunoglobulins  within 
these  three  fractions.  Gamma  migrating  parapro- 
teins are  most  frequent,  those  migrating  in  the 
alpha-2  area  are  relatively  rare.  To  date  there 
has  been  no  correlation  between  the  migration 
properties  of  the  abnormal  protein  and  either  the 
cell  type  or  the  clinical  severity  of  the  disease. 
However,  once  the  migration  property  of  the  para- 
protein is  established  for  any  one  patient,  it  does 
not  change  during  the  course  of  the  disease. 

3.  In  approximately  15%  of  patients  with  mul- 
tiple myeloma,  abnormal  serum  proteins  cannot 
be  demonstrated.  In  such  cases,  urine  electro- 
phoresis to  detect  Bence  Jones  protein  may  be 
helpful. 

4.  A homogeneous  serum  paraprotein  spike 
may  be  seen  in  patients  with  no  obvious  clinical 
or  hematological  disease.  The  following  case  is 
illustrative: 

A 70-year-old  lady  presented  with  multiple  sys- 
tem complaints  suggestive  of  a functional  disorder. 
She  was  particularly  concerned  about  “catching” 
multiple  myeloma  from  her  affected  brother,  since 
she  had  recently  slept  in  the  bed  he  had  occupied. 
She  had  no  anemia.  A serum  electrophoretic  pattern 
revealed  a narrow,  homogeneous  spike  in  the  gamma 
globulin  area.  Bone  marrow  examination  failed  to 
reveal  an  increase  in  the  number  of  plasma  cells. 

It  must  be  presumed  that  these  patients  are  in 
an  early  preclinical  stage  of  multiple  myeloma. 
The  possibility  of  a hidden  solitary  plasmacytoma 
should  also  be  conisdered.  To  date,  we  are  fol- 
lowing five  such  patients  with  abnormal  serum 
proteins,  with  no  evidence  of  clinical  disease  for 


as  long  as  12  years  after  the  abnormal  protein  was 
discovered.  In  view  of  the  long  preclinical  course 
which  may  occur  in  some  patients  with  multiple 
myeloma,  specific  therapy  should  be  withheld 
until  either  clinical  or  hematologic  disease  be- 
comes manifest. 

Up  to  this  point,  little  has  been  specifically  said 
about  the  beta  globulin  fraction.  This  fraction  is 
composed  chiefly  of  beta  lipoproteins,  which  are 
usually  elevated  in  the  serum  in  diseases  of  altered 
lipid  metabolism.  Therefore,  the  beta  globulin 
fraction  may  be  elevated  in  diabetics  in  poor  con- 
trol, in  patients  with  hypothyroidism,  and  most 
commonly  in  older  people  with  generalized  arteri- 
osclerosis. 

Summary 

The  electrophoretic  analysis  of  serum  proteins 
is  one  of  the  most  valuable  single  laboratory  tests 
available.  Since  serum  protein  alterations  may 
occur  in  a large  number  of  disease  states,  it  is 
well  suited  as  a diagnostic  screening  procedure, 
or  may  be  helpful  in  differentiating  functional 
from  organic  disease.  When  used  in  conjunction 
with  other  laboratory  tests,  the  electrophoretic 
pattern  can  define  the  physiological  alterations 
underlying  a disease  process  in  greater  detail,  or 
may  help  to  resolve  contradictory  clinical  and 
laboratory  findings.  In  patients  with  known  dis- 
ease, the  serum  protein  spectrum  frequently  re- 
flects the  severity  of  the  process,  or  can  be  effec- 
tively used  to  monitor  the  progress  of  a therapeu- 
tic program.  • 
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Hyperplastic  cholecystoses 

Wm.  R.  Fellner,  MD,  Reno,  Nevada 


The  author  discusses  the  three  clinically 
most  important  forms  of  cholesterolosis. 

Since  the  advent  of  oral  cholecystography  in 
1924  by  Graham  and  Cole/  the  principal  interest 
in  this  examination  by  radiologists  and  clinicians 
has  been  in  the  demonstration  of  stones  or  non- 
function. So  well  has  the  procedure  been  perfected 
that,  when  properly  conducted  and  interpreted, 
the  over-all  diagnostic  accuracy  is  about  98%.  A 
recent  review-  of  1,207  gallbladder  examinations 
at  the  Mayo  Clinic,  all  of  which  had  subsequent 
surgery,  showed  a diagnostic  accuracy  of  98% 
for  stones,  98%  for  normals,  100%  for  chole- 


Fig.  1.  Typical  example  of  cholesterolosis.  Cholecys- 
togram  shows  a gallbladder  of  somewhat  greater  than 
normal  density  with  multiple  included  radiolucent 
filling  defects  which  are  fixed.  Pathologic  examina- 
tion showed  a thickened  gallbladder  wall,  somewhat 
redundant  mucosa,  and  multiple  soft  polypoid  masses 
distributed  throughout  the  gallbladder  which  were 
considered  to  be  typical  cholesterol  polyps. 


cystitis  on  the  basis  of  poor  functioning  and  98% 
for  cholecystitis  on  the  basis  of  non-visualization. 

Interest  in  non-calculus  diseases  of  the  gall- 
bladder has  been  minimal  until  recently,  probably 
because  of  the  uncertain  clinical  and  surgical 
significance  of  non-calculus  filling  defects.  In  the 
past  decade,  a Canadian  radiologist.  Dr.  J. 
Albert  Jutras,  has  done  a tremendous  amount  of 
work  on  a group  of  non-calculus  disorders  of  the 
gallbladder  which  he  collectively  designates  as 
the  hyperplastic  cholecystoses.^  He  and  his  group 
of  investigators  have  coined  this  term  to  indicate 
that  this  group  of  disorders  is  characterized  by 
abnormal  proliferation  of  normal  tissue  ele- 
ments, that  they  are  principally  degenerative  in 
nature,  that  they  have  no  malignant  potential  and 
may  be  associated  with  inflammatory  changes, 
but  only  in  a coincidental  way.  This  report  will 
consider  only  cholesterolosis,  adenomyomatosis, 
and  neuromatosis,  the  three  most  important  forms 
of  cholesteroloses  from  a clinical  standpoint. 

Most  of  us  are  familiar  with  cholesterolosis  of 
the  gallbladder.  In  one  form,  the  cholesterol  laden 
macrophages  are  fairly  uniformly  distributed 
throughout  the  superficial  layers  of  the  gallbladder 
which  may  be  advanced  enough  to  produce  the 
so-called  strawberry  gallbladder.  Radiographical- 
ly, there  may  be  no  unusual  findings,  or  one  may 
note  hyperconcentration  and  sometimes  hyper- 
excitability. 

A more  striking  form  of  cholesterolosis  occurs 
as  solitary  or  multiple  polyps,  ranging  in  size  from 
2 to  7 mm.  and  showing  a spotty  or  generalized 
distribution  (Fig.  1).  Radiographically,  the  single 
cholesterol  polyp  may  be  indistinguishable  from  a 
true  polyp  or  papilloma  or  a radiolucent  stone 
adherent  to  the  wall.  Both  of  these  conditions  are 
extremely  uncommon,  and  it  should  be  pointed 
out  that  while  upon  occasion  in  situ  changes  of 
carcinoma  have  been  reported  in  true  gallbladder 
polyps,  there  is  no  case  on  record  of  frankly  in- 
vasive carcinoma  occurring  in  such  a lesion.^  In- 
vasive carcinomas  of  the  gallbladder  are  almost 
invariably  associated  with  non-visualization.^ 

A somewhat  less  common  form  of  the  hyper- 
plastic cholecystoses  which  may  require  special 
diligence  to  uncover  and  confirm  is  the  ade- 
nomyoma.  This  lesion  as  the  term  suggests  is 
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characterized  histologically  by  proliferation  of 
both  epithelium  and  smooth  muscle.  Often  the 
hyperplastic  epithelium  grows  down  in  the  mus- 
cularis  producing  the  small  outpouchings  of 
Rokitansky-Aschoff.  These  lesions  are  most  often 
single  and  may  present  in  the  fundus  as  a variable 
shaped  mass  or  elsewhere  in  the  gallbladder  as  a 
segmental  band  or  thickening.  Radiographically, 
the  fundic  lesion  may  be  prominent  or  obscure, 
depending  partly  on  the  size  of  the  intraluminal 
component  and  partly  on  the  skill  of  the  examiner. 
Variability  in  appearance  is  said  to  be  the  hall- 
mark of  the  adenomyoma  and  this  is  particularly 
so  with  respect  to  the  fundic  lesions'’’  (Figs.  2,  3, 
4).  Frequently,  it  will  be  necessary  to  secure  up- 
right pressure  spot  hlms  in  a variety  of  projections 
to  appreciate  the  defect  which  is  usually  more 
pronounced  following  a fatty  stimulus.  Sometimes, 
the  abnormality  of  contour  is  so  subtle,  it  will  be 
overlooked  unless  one  keeps  this  possibility  in 
mind  in  examining  cholecystograms.  It  should  be 


Fig.  2.  E.xumple  of  fundic  adenomyoma.  Cholecy.sto- 
gram  show.x  a gallbladder  of  slightly  reduced  density 
with  a persistent  and  minor  appearing  defect  involv- 
ing the  tip  of  the  fundus.  Pathologic  examination 
showed  a 1 cm.  adenomyoma. 


stressed  that  a very  minor  appearing  radiographic 
defect  may  be  correlated  with  a striking  morpho- 
logic lesion  upon  examination  of  the  removed 
specimen. 
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Fig.  3.  Another  e.xample  of  fundic  adenomyoma. 
Orcd  cholecystogram  shows  a gallbladder  of  less  than 
normal  density  with  a small  but  fixed  and  constant 
filling  defect  at  the  tip  of  the  fundus.  The  surgical 
specimen  showed  a surprisingly  large  adenomyoma- 
tous  mass  measuring  approximately  2 x 2V2  cm.  in 
dimension  with  the  main  mass  external  to  the  lumen 
of  the  gallbladder. 
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The  segmental  adenomyoma  by  contrast  is  more 
readily  apparent  but  may  be  called  a Phyrigian 
cap  or  a developmental  or  a postural  kink  unless 
one  is  on  the  lookout  for  it  and  conducts  a 
hand-tailored  examination  to  provide  diagnostic 
films.  In  contrast  to  the  Phyrigian  cap  or  develop- 
mental kink,  the  segmental  adenomyoma  pro- 
duces a radiolucent  band  which  completely  en- 
circles the  gallbladder  wall  and  following  a fatty 
stimulus,  the  adenomyomatous  band  and  the  gall- 
bladder wall  distal  to  the  band  contract  much 
more  vigorously  than  the  uninvolved  proximal 
segment  of  the  gallbladder  (Figs.  5 & 6).  In  gall- 
bladders containing  a Phyrigian  cap  or  a kink,  the 
segments  of  the  gallbladder  above  and  below  the 
narrowing  contract  symmetrically  following  a fat 
stimulus. 

Jutras’  third  category  of  common  cholecystoses 
is  that  of  neuromatosis.  His  colleagues  in  pa- 
thology have  described  this  as  a hyperplasia  of 
nervous  elements  in  the  superficial  autonomic 
plexus  in  the  gallbladder  wall.  Its  presence  re- 
quires special  staining  for  identification  and 
Jutras  postulates  that  the  neural  hyperplasia  pro- 
vides a mechanism  for  hyperexcitability  and  pain, 
which  are  seen  so  often  in  the  hyperplastic  chole- 
cystoses. Riopelle,  his  collaborating  pathologist, 


Fig.  4.  Intraliimifial  adenomyoma.  Cholecystogram 
shows  large  intraluminal  filling  defect.  In  addition, 
some  radiolucent  stones  are  present.  Pathologic  e.x- 
amination  showed  a large,  intraluminal  adenomyoma 
with  cholesterol  gallstones. 


Fig.  5.  Segmental  adenomyosis.  On  the  left  is  the  pre-evacuation  film  which  shows  a normally  dense  gallblad- 
der shadow  with  a radiolucent  band  near  the  distal  fundus.  The  post-evacuation  film,  on  the  right,  shows  dis- 
proportionate contraction  of  the  band  and  the  gallbladder  distal  to  the  band.  Pathologic  e.xammation  showed 
presence  of  a segmental  adenomyoma. 
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has  reported  neuromatosis  to  be  present  in  about 
two-thirds  of  cases  of  hyperplastic  cholecystoses 
examined  specifically  for  this  disorder. 

It  should- be  stressed  that  is  is  usual  to  find  the 
three  common  varieties  of  hyperplastic  chole- 
cytoses  just  described  to  co-exist  in  the  same 
gallbladder. 

What  is  the  clinical  significance  of  these  abnor- 
malities? Sometimes  radiographic  evidence  of  the 
hyperplastic  cholecystoses  is  seen  in  individuals 
without  good  clinical  findings  of  gallbladder  dis- 
ease. In  these  cases,  it  is  recommended  that  a con- 
servative course  be  followed.  Often,  a typical 
history  of  gallbladder  dyspepsia  will  be  found  in 
patients  with  cholesterolosis  or  adenomyosis,  and 
for  these  people  cholecystectomy  is  recommended. 
Short  term  follow-up  shows  good  clinical  response 
in  about  80%  of  cases  thus  selected  for  cholecys- 
tectomy.'^ 

Summary 

Cholesterolosis,  adenomyomatosis  and  neuro- 
matosis are  three  forms  of  hyperplastic  chole- 
cystosis  of  special  interest  to  surgeons,  internists 
and  radiologists.  The  disorder  is  believed  to  be 
principally  of  degenerative  nature.  There  is  no 


evidence  of  malignant  potential.  The  three  condi- 
tions often  co-exist  in  the  same  gallbladder.  Ex- 
cessive mucosa  may  be  responsible  for  hypercon- 
centration, excessive  neural  proliferation  may 
cause  hyperstimulation,  and  muscle  hypertrophy 
may  bring  on  hyperevacuation.  The  resulting  hy- 
perfunction syndrome  may  cause  severe  and  last- 
ing pain,  intermittent  colic  and  biliary  dyspepsia. 
In  properly  selected  cases,  surgery  may  provide 
good  symptomatic  response.  It  is  recommended 
that  asymptomatic  cases  be  followed  conservative- 
ly. • 

The  author  expresses  his  gratitude  to  Dr.  V.  A.  Salvadorini 
and  Staff,  Dept,  of  Pathology,  Washoe  Medical  Center,  for 
their  invaluable  assistance. 
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Fig.  6.  Another  example  of  segmental  adenomyosis.  Cholecystogram  on  the  left  shows  preliminary  appearance 
of  the  gallbladder  with  a normally  dense  shadow  and  an  irregular  thick  band  near  the  distal  fundus.  The 
post-evacuation  view  on  the  right  shows  marked  and  disproportionate  contraction  of  the  band  and  the  gall- 
bladder distal  to  the  hand.  Pathologic  examination  showed  a typical  segmental  adenomyoma. 
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Hyperkeratosis  palmaris  et  plantaris* 

George  T.  Manilla,  MD,  Elko,  Nevada,  and 
Sr.  Ann  Josephine  (CSC),  PhD,  Salt  Lake  City 


A familial  distribution  of  hyperkeratosis 
palmaris  et  plantaris  is  presented  through 
five  generations  and  a normal  chromosome 
phenotypic  picture  is  evident. 

Hyperkeratosis  palmaris  plantaris  is  general- 
ly believed  to  be  of  infrequent  occurrence  and  it 
is  characterized  by  hyperkeratotic  changes  of 
palms  and  soles.  Although  stated  to  be  an  auto- 
somal dominant  gene  from  the  familial  distribu- 
tion, there  is  an  occasionally  isolated  nonfamilial 

* From  the  Elko  Clinic,  Elko,  Nevada  (Dr.  Manilla)  and  the 
Holy  Cross  Hospital  (Sr.  Ann  Josephine),  Salt  Lake  City, 
Utah. 


case  that  presents  the  interesting  possibility  of  a 
mutation  while  a recessive  genetic  phenotype 
lends  itself  only  to  speculation. 

The  hereditary  aspects  as  well  as  the  clinical 
course  have  been  reviewed  elsewhere. 

Briefly,  however,  the  first  symptoms  may  occur  at 
any  age,  but  most  usually  the  onset  is  from  the 
time  of  puberty  and  there  is  progressive  worsen- 
ing of  the  disorder  through  the  years. 

The  etiology  is  still  conjectural  while  some  ad- 
vocate the  sweat  gland  origin  for  hyperkeratosis 
punctata  palmaris  et  plantaris.-  A mutilating  form 
of  the  palmar-planar  keratosis  may  also  present 


Foot — Patient’s  Mother  Hand — Patient’s  Daughter 

Fig.  F Similar  characteristic  thickening  of  the  foot  and  hand  in  patient’s  mother  and  daughter. 
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itself  as  a catastrophic  picture®  and  Ainhum  has 
been  seen  in  association.'^ 

Recently  a family  of  European  descent  was 
noted  to  have  had  a familial  distribution  of  this 
condition  and  the  pedigree  with  a typical  chro- 
mosomal phenotypic  picture  is  presented. 

Case  history 

A 30-year-old  white,  attractive  housewife  of 
French-Irish-English  extraction,  with  a diffuse  thick- 
ening of  the  palms  and  soles  has  three  of  her  four 
children  and  her  mother  all  presenting  similar  thick- 
ened skin  changes  (Fig.  1).  This  has  been  present 
since  the  patient  was  a child  and  no  documented 
time  of  onset  could  be  recalled.  Each  of  these  fam- 
ily members  complains  of  mild  but  annoying  cold 
intolerance  such  as  during  the  handling  of  a cold 
object  or  walking  upon  a cold  floor  in  bare  feet. 
Immersion  in  cold  water  for  extended  periods  of 
time  also  produces  slight  discomfort.  Eleat  is  toler- 
ated with  ease  and  the  occasional  inadvertent  pass- 
ing of  a hot  platter  or  plate  at  mealtime  to  her  nor- 
mal Spanish-Basque  husband  or  friends  produces  an 
occasional  humorous  aspect  to  this  skin  anomaly. 
As  a child  and  courting  woman  the  patient  was  only 
infrequently  without  hand  gloves  because  the  rough- 
ness of  her  exposed  hands  was  embarrassingly  ap- 
parent during  handshaking  at  social  events.  A period 
of  self-consciousness  prevailed  at  this  time  and  ulti- 
mately this  cosmetic  annoyance  finally  gave  way  to 
general  family  and  friend  acceptance.  The  mother 
of  the  patient  has  likewise  been  inflicted  “all  of  her 
life”  and  can  predict  the  disorder  in  the  newborn 
through  the  increased  number  of  palmar  lines.  These 
increases  in  palmar  lineation  slowly  progress  to  a 
diffuse  yellow  hue  and  obvious  skin  thickening  with 
the  condition  limited  to  palms  and  soles.  No  other  fa- 
milial disorders  are  associated.  Family  folklore  dic- 
tates that  a sterile  string  about  the  extremities  aids  in 
correcting  or  interferes  with  the  formation  of  this  skin 
change.  There  are  no  familial  complaints  of  hyper- 
hidrosis.  It  is  apparent  from  the  pedigree  that  fam- 
ily members  from  nonaffected  parents  are  free  of 
the  anomaly  (Fig.  2).  If  present,  the  condition  most 
usually  happens  before  puberty  with  several  stated 
to  have  possible  occurrences  at  or  following  puberty. 
That  this  is  not  of  a recessive  inheritance  distribu- 
tion is  seen  in  the  lack  of  appearance  in  siblings  of 
a nonaffected  parent.  It  is  also  heterozygous  and 
nonsex  linked  while  involving  both  sexes.  The  nor- 
mal metaphase  chromosomes  and  karyogram  may 
be  seen  in  Fig.  3,  as  performed  on  peripheral  blood 
by  the  method  of  Moorhead  et  al.*'  with  77  cells 
counted  and  7 analyzed. 
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Fig.  2.  Pedigree  of  five  generations  of  a family 
demonstrating  hyperkeratosis  of  palms  and  soles. 


ma,  hyperkeratosis  palmaris  et  plantaris,  tylosis  pal- 
marum  et  plantarum,  ichthyosis  palmaris  et  planta- 
ris, symmetric  keratodermia  of  the  extremities,  and 
Meleda  Disease.^’  '■  It  is  characterized  by  sym- 
metric thickening  of  the  horny  layer  of  the  skin 
beginning  on  the  palms  and  soles  and  progressing 
somewhat  along  the  dorsal  surfaces  where  slight 
localization  may  occur  at  various  pressure  areas. 
It  may  be  congenital  or  acquired.  The  acquired 
form  appears  related  in  some  manner  to  secondary 
manifestations  of  such  problems  as  eczema,  in- 
fection, neurodermatitis,  psoriasis,  or  arsenic  der- 
matosis, where  as  the  congenital  form  is  usually 
seen  to  occur  through  multiple  generations.  The 
congenital  form  of  hyperkeratosis  palmaris  and 
planaris  is  not  commonly  manifested  at  birth,  al- 
though usually  evident  by  the  third  or  fourth 
month.  The  hyperkeratotic  regions  of  epithelial 
thickening  assumes  a somewhat  yellow-white 
rough  appearance  that  eventually  extends  over 
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Discussion 

The  disorder  has  been  described  under  many  syn- 
onyms as  a result  of  the  extent  of  the  disease  proc- 
ess. Some  of  the  common  synonyms  are  keratoder- 


Fig.  3.  Patient's  normal  metaphase  leukocytes  with 
46  chromosomes  and  its  karyogram. 
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the  entire  palms  and  soles.  These  horny  areas 
ultimately  progress  to  Assuring  and  predispose  to 
infections.  In  the  female  this  may  be  extremely 
annoying  in  light  of  her  social  activities.  There 
appears  to  be  no  associated  chromosomal  ab- 
normality noted  with  this  disorder.  Treatment  is 
one  of  employment  of  strong  keratolytic  agents 
such  as  30%  salicylic  acid,^  fissure  infection 
control  or  dermabrasion. Surgical  correction-^ 
and  radiotherapy®  have  also  been  employed.  • 

REFERENCES 

* Buchanan,  R.  W.,  Jr.:  Keratosis  Punctata  Palmaris  et 
Plantaris.  Arch.  Dermat.  88:644-650,  1963. 

2 Coupe,  R.  and  Usher,  B.:  Keratosis  Punctata  Paimaris  et 
Plantaris.  Arch.  Dermat.  87:91-95,  1963. 

^Editor:  Queries  & Minor  Notes.  Treatment  of  Severe  Hyper- 
keratosis. J.A.M.A.  132:184,  1946. 


We  have  wondered  where  all  the  doctors 
are  coming  from  to  cover  the  mounting  needs 
implied  in  the  Medicare  program.  Here  is 
insight  into  a corresponding  need 
for  more  nurses. 

One  of  our  biggest  problems  is  shortage  of 
nursing  personnel.  Legislation  relating  to  health 
will  bring  about  a tremendous  change  in  the  pattern 
of  medical  and  nursing  care  in  the  United  States. 
The  use  of  our  hospital  beds  will  increase  to  such  an 
extent  that  communities  will  be  forced  to  consider 
plans  for  increasing  the  number  of  beds  or  finding 
some  other  resource  for  caring  for  patients.  Hos- 
pital beds  are  prohibitive  in  cost  to  the  low  in- 
come person  subjected  to  a long  illness  and  he 
will  therefore  turn  to  other  means  of  care.  The 
answer  in  many  cases  will  be  home  care,  and 
public  health  nurses  will  be  needed  for  these 
programs. 

In  the  United  States  the  recruitment  into  nurs- 
ing education  has  not  kept  up  with  the  population 

* Prepared  for  United  States-Mexico  Border  Public  Health 
Association,  Twenty-third  Annual  Meeting,  Los  Angeles, 
California,  June  7-10,  1965.  The  author  is  Program  Director, 
Nursing  Services,  New  Mexico  Department  of  Public  Health. 
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Tomorrow  is  today* 


Mary  S.  Colman,  Santa  Fe,  New  Mexico 

growth.  Therefore,  the  expansion  of  medical  care 
presents  a serious  problem  to  the  nursing  profes- 
sion. We  who  are  working  in  the  field  of  public 
health  must  find  solutions  to  the  problem  by  de- 
veloping plans  to  meet  specific  nursing  care  needs 
in  the  home,  as  well  as  the  staffing  of  generalized 
public  health  programs. 

Questions  which  need  answers  include: 

1 . How  many  well  prepared  professional  peo- 
ple do  we  need  in  ratio  to  the  number  of  lesser 
trained  people? 

2.  Do  we  need  national  standards  which  would 
provide  criteria  and  guidance  for  the  preparation 
of  ancillary  workers  and  for  the  services  which 
they  can  perform  in  a public  health  program? 

3.  In  which  age  groups  of  our  population  can 
we  recruit  people  to  train  for  subprofessional 
positions?  Should  we  select  people  from  18  to  25 
years  old  and  those  over  60?  Here  is  where  it  is 
possible  to  find  the  most  number  of  people  who 
are  unemployed. 

4.  Will  it  be  possible  for  all  the  agencies  draw- 
ing upon  nursing  resources  to  coordinate  their 
programs  in  such  a way  as  to  utilize  their  re- 
sources most  efficiently? 

In  the  WICHE’s  1959  report,  NURSES  FOR 
THE  WEST,  it  was  noted  that  “the  West’s  1957 
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nurse  ratio  was  275  nurses  per  100,000  popula- 
tion compared  with  its  1950  ratio  of  318.”  In  a 
study  on  New  Mexico  Nursing  Needs  and  Re- 
sources published  this  past  year,  it  was  shown 
that  New  Mexico’s  nurse-population  ratio  was 
201  nurses  per  100,000  population.  These  fig- 
ures are  considerably  below  the  recommended 
350  nurses  per  100,000  population  that  is  con- 
sidered desirable  for  adequate  nursing  care. 

Several  projects  have  been  done  to  study  the 
value  of  ancillary  workers.  On  the  Navajo  reser- 
vation from  1956-1962,  the  training  and  use  of 
“health  visitors”  was  undertaken  and  studied. 
Criteria  were  set  as  to  what  these  workers  could 
do  in  the  clinic,  in  the  school  and  in  the  field.  The 
results  were  gratifying  when  the  health  visitor 
was  given  some  basic  training  and  good  super- 
vision. In  1961-63,  the  Tuberculosis  Division  of 
the  USPHS  backed  a nurse  aide  project  in  New 
Mexico  to  demonstrate  how  the  use  of  “Public 
Health  Nurse  Aides”  could  free  the  public  health 
nurse  of  necessary  non-nursing  duties  to  do  more 
follow-up  of  tuberculosis  cases.  This  project 
showed  that  where  some  basic  training  was  given 
and  good  supervision  followed,  these  workers  are 
invaluable.  The  North  Carolina  State  Board  of 
Health,  Public  Health  Nursing  Section  has  just 
published  a Clinical  Aide  Manual  as  a result  of 
projects  carried  on  in  two  of  its  counties.  In  this 
manual  the  role  of  the  public  health  nurse  as  a 
team  leader  is  defined  as  are  the  functions,  per- 
sonnel policies,  and  suggested  activities  of  a clin- 
ical aide  in  the  health  department,  school,  home, 
and  other  services.  In  the  April,  1965,  issue  of 
the  American  Journal  of  Nursing,  Miss  Florence 
Hicks  wrote  about  a project  in  Washington,  D.  C., 
in  which  women  with  high  school  education  are 
being  trained  to  help  their  neighbors  with  health 
problems.  These  “health  aides”  are  being  taught 
and  supervised  by  a public  health  nurse  who  has 
enlisted  the  cooperation  of  voluntary  and  official 
public  health  agencies,  staffs  of  maternal  and 
child  health  clinics,  the  mobile  health  units,  the 
health  centers  and  other  facilities. 

According  to  our  June  issue  of  the  American 
Journal  of  Nursing,  a project  is  now  in  progress 
under  the  Economic  Opportunity  Act  in  South 
Dakota  to  prepare  young  men  and  women  as 
“Community  Health  Aides”  to  work  under  the 
direction  of  team  leaders  and  the  supervision  of  a 
public  health  nurse.  In  an  article  on  “Experiences 


in  Mexico”  in  the  January,  1964,  issue  of  Nursing 
Outlook,  Miss  Jean  Egbert  wrote  about  the  use 
of  and  training  of  nurse  aides  in  public  health  in 
Mexico  in  the  cities  of  Tehuantepec,  in  Oaxaca, 
and  in  Tlalixlac.  In  the  December,  1964,  Nursing 
Outlook,  Dorothy  Potts  and  Carl  Miller  wrote 
about  the  Community  Health  Aide  project  in  the 
Kern  County  Health  Department  here  in  Cali- 
fornia in  which  they  point  out  the  reluctance  of 
the  nurses  to  accept  aides  and  the  advantages  that 
the  nurses  now  recognize,  of  working  with  an  aide. 

In  all  of  these  articles  the  name  given  to  the 
ancillary  worker  differs,  the  lists  of  duties  they 
can  perform  differ,  and  the  age  groups  from 
which  workers  are  recruited  differ,  but  two  things 
that  are  common  to  all  are  the  need  for  some 
basic  training  in  health  and  day-to-day  super- 
vision. 

Quoting  from  a statement  made  by  NLN’s  Pub- 
lic Health  Nursing  Committee: 

“Before  adding  any  new  worker  to  a public 
health  nursing  service  it  is  axiomatic  to  say  that 
an  evaluation  of  present  staff  and  community 
needs  for  service  should  be  undertaken  by  the 
agency.  It  is  also  essential  that  nursing  adminis- 
tration be  included  in  program  planning  and  deci- 
sion-making in  all  program  areas  of  the  agency 
when  contemplating  the  employment  of  follow-up 
workers.  To  emphasize  the  need  for  coordination 
and  to  reduce  fragmentation  of  service  to  patients 
and  families  these  workers  should  function  under 
the  administrative  direction  and  day-to-day  super- 
vision of  nursing  service.” 

The  challenge  of  tomorrow  is  with  us  today  and 
if  we  study  all  of  the  resources  at  hand  and  have 
the  courage  to  try  using  them,  the  task  will  not 
seem  so  great.  Our  friends  in  Mexico  have  already 
tackled  the  problem  of  staff  development  with 
great  success  by  training  and  establishing  stan- 
dard criteria  for  job  performance  for  subprofes- 
sional service  staff  in  public  health.  Their  health 
visitors  have  helped  in  expanding  the  public 
health  program  in  rural  areas. 

Since  each  one  of  us  has  the  ability  to  see  the 
problem  from  a different  point  of  view,  we  should 
meet  the  challenge  of  combining  our  concepts 
into  one  report.  This  would  give  us  a broad  pic- 
ture of  what  can  be  done  to  meet  the  ever-increas- 
ing needs  of  communities  and  patients  for  public 
health  nursing  service.  This  is  one  way  of  finding 
the  solution  to  tomorrow’s  problem,  today.  • 
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Asthma 

Responses  to  rebreathing  during  symptom-free  intervals 


C.  Matthews,  MD,  and  T.  F.  Keyes,  MD,  Las  Vegas,  Nevada 


Some  severely  asthmatic  patients  enter  status 
asthmaticus  in  which  they  exhaust  themselves 
with  increasingly  inefficient  efforts  to  ventilate 
through  an  obstructed  airway.  A few  of  these  pa- 
tients remain  refractory  to  treatment.  Hypercapnia 
and  hypoxia  surpass  tolerable  limits— the  patient 
dies.  In  the  following  study  an  attempt  was  made 
to  isolate  asthmatic  patterns  of  ventilation  during 
hypercapnia  which  might  differ  significantly  from 
the  ventilation  of  normal  controls.  It  was  hoped 
that  in  this  way  clues  might  be  afforded  as  to  the 
liability  of  status  asthmaticus  developing  in  asth- 
matic patients. 

Ventilatory  studies  were  performed  on  25  sub- 
jects, 10  normal  controls  and  15  patients  with 
severe  asthma,  studied  during  asymptomatic  peri- 
ods between  attacks.  The  control  group  was  se- 
lected at  random,  but  was  then  screened  to  elim- 
inate individuals  with  symptoms  or  history  of 
bronchial  asthma  or  other  significant  broncho- 
pulmonary disease.  Subjects  of  the  asthmatic 
group  had  all  had  episodes  of  asthma  refractory 
to  usual  modes  of  treatment.  All  except  one  had 
been  hospitalized  at  least  once  in  status  asth- 
maticus, and  most  had  undergone  this  experience 
several  times.  All  met  the  clinical  diagnostic 
standards  for  asthma  set  forth  by  the  American 
Thoracic  Society  Committee.^ 

Method 

The  25  subjects  were  seated  in  a quiet  room 
and  were  allowed  to  rebreathe  a mixture  of  5% 
carbon  dioxide  and  95%  oxygen,  starting  with  a 
12  liter  volume  (ATPS).  The  mixture  was  con- 
tained in  a Collins  Respirometer  equipped  with 
a Reichert  ventilometer  having  a gear  reduction 
ratio  of  11.09.  Since  previous  tests  of  timed  vital 
capacity  and  maximal  breathing  capacity  before 
and  after  bronchodilators  had  been  performed 
to  rule  out  any  significant  degree  of  emphysema 
in  the  group,  all  patients  were  familiar  with  the 
equipment.  The  soda  lime  cannister  was  removed 


to  allow  carbon  dioxide  to  collect  in  the  system 
as  expired.  Minute  ventilation,  respiratory  rate, 
mean  tidal  volume,  mean  alveolar  Paco25  and 
mean  alveolar  ventilation  per  square  meter  of 
body  surface  were  recorded  or  derived  by  stan- 
dard methods.-  In  addition  the  qualitative  pattern 
of  breathing  was  analyzed  over  the  125  minutes 
of  spirogram  tracings  obtained  during  rebreath- 
ing (kymograph  drum  speed  of  32  millimeters 
per  minute). 

Restdts 

Mean  results  of  the  tracings  indicate  that 
tachypnea  was  not  an  important  response  to 
hypercardia  of  the  group  as  a whole.  No  distinc- 
tive difference  between  control  rates  and  asth- 
matic rates  of  breathing  was  found. 

During  the  five  minutes  of  rebreathing  the 
scores  for  minute  volume  per  square  meter  of 
body  surface  area  were  consistently  higher  in  the 
asthmatic  group.  Adding  data  obtained  from 
those  asthmatics  and  control  subjects  who  were 
able  to  rebreathe  for  six  minutes,  a t value  was 
calculated  by  Gosset’s  t-test  at  2.10,  using  13 
degrees  of  freedom.  This  is  well  within  the  10% 
level  of  significance,  and  approaches  to  within 
0.06  of  the  2.16  t value  necessary  for  significant 
difference  at  the  5%  level.  Together  with  the 
consistently  higher  asthmatic  scores,  this  sug- 
gests the  likelihood  of  a trend  toward  more  sensi- 
tive minute  volume  responses  to  rebreathing  in 
asthmatics  than  in  the  controls.  Since  frequency 
of  respiration  showed  only  minor  changes,  in 
both  groups  the  major  portion  of  increase  in 
V^/M-  was  contributed  by  gains  in  tidal  volume. 

The  control  subjects  achieved  an  approximately 
33%  increase  above  their  mean  first  minute  tidal 
volume  by  the  end  of  the  fifth  minute.  In  the 
same  length  of  time  the  asthmatic  patients  achieved 
an  approximately  42%  increase  in  mean  tidal  vol- 
umes (Fig.  1).  By  the  end  of  the  fifth  minute  of 
the  rebreathing  study,  the  values  of  the  slopes  of 
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TABLE  1 


MEAN  VALUES  EOR  ALVEOLAR  VENTILATION  PER  SQUARE  METER  OF  SURFACE  AREA,  SLOPE  OF 
CHANGE  IN  MEAN  TIDAL  VOLUME  (FIFTH  MINUTE),  MINUTE  VOLUME  (BTPS),  MEAN  TIDAL 
VOLUME  (BTPS),  AND  NUMBER  OF  SIGHING  RESPIRATIONS  DURING  FIVE  MINUTES  OF 
REBREATHING  A MIXTURE  OF  5%  CO2  AND  95%  O2. 


Asthmatic  Patients 

1 Minute  2 Minutes  3 Minutes  4 Minutes  5 Minutes  Total 

Age  S.A.  Ve  Vt  S Ve  Vt  S Ve  Vt  S Ve  Vt  S Ve  Vt  S dVT/dt  No.S 

41.8  1.72  13633  778  .93  15402  859  .29  17261  942  1.0  18908  986  .87  21249  1100  1.1  1.14  4.2 

Va/M=  6458.2  7453.4  8500.8  9399.9  10752.9 


Control  Subjects 

43.9  1.68  11625  721  .2  13683  842  .3  15180  871  .4  17491  956  .3  19023  962  .2  0.13  1.4 

V.UM=  5549.9  6758.0  7567.7  8878.0  9700.7 


Note:  Abbreviations  and  symbols  as  follows:  S.A.  = Surface  Area  in  Square  Meters;  Ve  = Minute  Volume;  S = Mean 
Number  of  Sighing  Respirations;  dVT/dt  = Slope  of  Change  in  Mean  Tidal  Volume  with  Respect  to  Time  at  End 
of  Fifth  Minute;  V,4/M'  = Mean  Alveolar  Ventilation  per  Minute  per  Square  Meters  of  S.A.  Volumetric  Scores  are  in 
Milliliters. 


the  rates  of  change  in  tidal  volumes  are  on  the 
average  higher  for  the  asthmatics  than  for  the 
controls  (1.14  versus  0.13).  Calculated  for  the 
values  of  the  first  derivatives  (representing  the 
velocity  of  change  in  mean  tidal  volumes  after 
five  minutes  of  rebreathing),  t is  equal  to  2.06. 
This  is  well  above  the  1.72  required  to  establish 
significant  difference  between  the  two  groups  at 
the  10%  level,  and  approaches  to  within  0.01 
of  the  t value  required  to  establish  significance 
at  the  5%  level. 

In  the  steady  state,  minute  volumes  and  tidal 
volumes  may  be  expressed  as  functions  of  alveolar 
or  arterial  PCOo  considered  as  the  independent 
variable,  by  allowing  time  for  equilibration.  How- 
ever during  rapid  dynamic  shifts  in  pathophysio- 
logic response,  such  as  are  seen  in  some  cases  of 
status  asthmaticus  who  decompensate  into  respi- 
ratory failure  or  asphyxia,  the  steady  state  model 
does  not  accurately  mirror  the  changes  leading 
to  an  unexpectedly  moribund  patient.  Here  the 
variables  of  tidal  volume  and  PCO^  are  more 
appropriately  considered  as  interdependent,  with 
time  measured  in  small  units  as  the  only  inde- 
pendent variable.  The  more  strenuous  respiratory 
responses  of  the  asthmatic  to  hypercapnia  indi- 
cate that  he  is  more  rapidly  liable  to  asphyxia  in 
those  pathologic  situations  where  carbon  dioxide 
cannot  be  efficiently  cleared,  and  instead  builds 
to  higher  levels  in  the  arterial  blood  with  the  in- 
creasingly desperate  efforts  of  the  obstructed  res- 
piratory system  to  ventilate  itself. 


Fig.  1.  Mean  tidal  volumes  of  asthmatic  patients  and 
controls  during  five  minutes  of  rebreathing  a mix- 
ture of  5%  CO^  and  95%  0.2-  Volumes  in  milliliters 
corrected  to  B.T.P.S.  length  and  slope  of  vectors 
correspond  to  velocity  of  change  in  mean  tidal  vol- 
umes. 
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On  examination  of  the  tracings  for  qualitative 
differences  in  breathing  patterns  between  the 
asthmatics  and  the  controls,  a relative  abundance 
of  tall  “spiking”  or  gasping  inspirations  was  noted 
in  the  tracings  of  the  asthmatics.  These  inspira- 
tions have  been  described  as  sighs  by  Leiner  and 
Abramowitz,  who  define  them  as  involuntary  res- 
piratory peaks  at  least  1.5  times  taller  than  the 
height  of  the  mean  tidal  volume.®  Using  this 
definition,  12  sighing  respirations  were  enumerat- 
ed in  the  control  tracings  during  five  minutes  of 
rebreathing,  and  62  were  enumerated  in  the 
asthmatic  tracings.  In  the  tracings  of  the  first 
minute  a t-test  yielded  a t of  2.76.  This  indicates 
a higher  frequency  of  sighing  respirations  in  the 
asthmatics  versus  the  controls  at  a significance 
well  within  the  5%  level.  The  tracings  of  the 
fifth  minute  yielded  a t value  which  approached 
to  within  0.01  of  the  5%  level  of  significance. 
For  the  cumulative  sum  of  sighing  respirations 
in  five  minutes,  a significant  difference  between 
the  higher  frequency  for  the  asthmatic  subjects 
as  compared  with  the  frequency  for  the  controls 
was  established  as  well  within  the  5%  level 
(t  = 2.32)  (Fig.  2). 


I ASTHMATieS 


Fig.  2.  Mean  frequency  of  sighing  respirations  in 
asthmatic  patients  and  controls  during  five  minutes 
of  rebreathing  a mixture  of  5%  CO.,  and  95%  O-i. 


Fig.  3.  Specimen  spirograms  of  asthmatic  patients 
showing  pattern  of  sighing  respirations.  Above:  Case 
6,  E.  F.;  below:  Case  1 , E.  D. 

Discussion 

The  data  described  here  tend  to  suggest  that 
the  hyperventilation  reported  in  asymptomatic 
asthma  under  steady  state  conditions'*  persists 
and  is  aggravated  during  dynamic  ventilatory  re- 
sponses to  acutely  diminished  carbon  dioxide 
clearance  (mean  rise  of  end  expiratory  COo  from 
5%  to  7%  in  the  tests  performed  on  asthmatics). 
Since  inspiratory  work  against  lung  elasticity  in- 
creases as  the  square  of  the  volume  increases, 
large  inspiratory  volumes  require  considerably 
more  work  than  small  inspiratory  volumes,  even 
in  normal  subjects.®  Respirations  with  a sighing 
pattern  are  found  to  have  a mean  volume  of 
about  49%  of  the  total  vital  capacity.  Since  the 
normal  tidal  volume  is  approximately  10%  of 
the  vital  capacity,  sighing  respirations  represent 
an  almost  five-fold  greater  volume  than  the  tidal 
volume.  But  strikingly,  they  also  represent  an 
almost  24  fold  greater  inspiratory  work  effort, 
even  in  the  normal  subject.  Recent  data  obtained 
elsewhere  indicate  that  the  mechanical  resistance 
to  inspiration  is  high  in  the  asthmatic  lung.^*  Con- 
sideration of  the  averages  found  for  normal  sub- 
jects, asymptomatic  asthma,  and  symptomatic 
asthma  (2.3,  5.3,  and  13.7  cm.  water/liter/sec. 
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respectively  for  inspiratory  resistance)  will  sug- 
gest the  increased  work  demanded  of  the  asth- 
matic to  produce  the  larger  tidal  volumes  and 
more  frequent  sighing  respirations  found  in  the 
present  study.  These  abnormal  ventilatory  re- 
sponses together  with  the  increased  expiratory 
airflow  resistance  in  symptomatic  severe  asthma 
would  be  expected  to  increase  the  oxygen  cost  of 
ventilation  and  could  rapidly  eventuate  in  ex- 
haustion and  respiratory  failure.  The  source  of 
the  probably  significant  increase  in  sighing  respi- 
rations found  in  this  study  of  asthmatics  during 
rebreathing  cannot  be  determined  here  with  the 
data  available.  Emotional  disturbances  have  been 
stressed  by  some.'^  Others  suggest  associations 
with  the  hyperventilation  syndrome,  but  the  tachy- 
pnea usually  seen  in  this  syndrome  was  absent 
from  the  data  presented  here.  Groups  with  in- 
herently high  sensitivity  and  response  to  CO2 
have  been  described.®  Whatever  the  source,  the 
effects  of  the  abnormal  asthmatic  response  would 
be  to  adversely  affect  ventilation  from  the  stand- 
point of  economy  of  effort.  If  such  abnormal  re- 
sponses are  found  on  rebreathing  tracings  of  asth- 
matics during  periods  when  they  are  free  of 
symptoms,  they  may  suggest  a prognosis  of  status 
asthmaticus  in  future  attacks.  If  prompt  remission 
during  an  attack  is  not  forthcoming  in  such  pa- 
tients, one  should  not  delay  a request  for  assist- 
ance from  the  bronchoscopist  and  the  anesthetist. 
Furthermore  one  may  expect  that  some  of  the 
more  heroic  methods  of  therapy  reviewed  in  re- 
cent literature  may  more  likely  be  needed  to  ex- 
tricate the  patient  from  his  peril;  i.e.,  in  addition 
to  bronchoscopic  aspiration,  intravenous  bicar- 


bonate for  adrenalin  fastness,  tracheostomy,  or 
mechanical  ventilation  with  muscle-paralyzing 
agents  may  become  necessary  to  halt  status  asth- 
maticus. 

Summary 

Ventilatory  responses  to  hypercapnia  produced 
by  rebreathing  were  recorded  in  25  subjects;  of 
these  10  were  controls  and  15  were  patients  with 
histories  of  severe  asthma  but  without  symptoms 
at  the  time  of  the  study.  The  recorded  data  sug- 
gest a trend  to  larger  and  more  rapidly  increasing 
mean  tidal  volumes  and  indicate  a significantly 
excessive  frequency  of  sighing  respirations  in  the 
asthmatic  group.  Possible  implications  for  prog- 
nosis of  status  asthmaticus  are  discussed.  • 
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New  Drugs  But  Old  Problems 

LSD  and  other  psychedelic  drugs  to  come  suggest  that  some  will  be  devised  to  have  far 
reaching  benefits  upon  perception,  memory  and  mentation  that  may  produce  a new  breed  of 
man.  . . . We  are  probably  on  the  threshold  of  “well-healed”  scientific  inquiry  into  mind- 
memory  learning,  problem  solving,  thinking.  Attempts  to  understand  the  operations  of  the  brain 
must  produce  knowledge  whose  impact  upon  our  civilization  may  be  immense.  We  must  con- 
sider in  advance  how  to  deal  with  the  ethical,  political  and  social  problems  that  may  arise,  if  a 
real  psychedelic  drug  comes  into  existence. — Louis  H.  Nahum,  MD,  in  Connecticut  Medicine 
(30:165),  March  1966. 
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The  significance  of  abnormal  serum  proteins 

in  cancer  detection ' 


Charles  M.  Carpenter,  MD,  Charles  L.  Heiskell,  MD,  Los  Angeles,  Calif., 

and  Herrick  Aldrich,  MD,  Sheridan,  Wyoming 


The  authors  report  a five-year  study 
of  a serologic  screening  test  for  early 
detection  of  cancer. 

The  early  detection  of  cancer  by  serologic  tests 
prior  to  clinical  recognition  of  neoplastic  disease 
has  engaged  the  attention  of  numerous  investiga- 
tors, yet  to  date  no  dependable  procedure  has  been 
developed.  Clinicians  often  discourage  this  type 
of  research,  maintaining  that,  in  the  absence  of  a 
cure  for  cancer,  early  detection  would  only  extend 
the  period  of  stress  and  anxiety  for  the  patient. 
Certainly  this  is  a specious  argument  inasmuch  as 
the  development  of  a satisfactory  serologic  test 
might  lead  to  discovery  of  the  cause  and  control 
of  cancer. 

During  a five-year  period,  1960-1964,  a co- 
operative study  of  certain  screening  tests  for  early 
cancer  detection  was  carried  out  between  the 
Whedon  Cancer  Detection  Foundation  at  Sheri- 
dan, Wyoming,  which  provided  a non-hospital 
population,  the  Center  for  Health  Sciences  at  the 
University  of  California  at  Los  Angeles,  and  the 
Veterans  Administration  Hospital  at  Long  Beach, 
California,  which  made  a hospital  population 
available  for  comparative  studies.  Physicians  in 
the  Sheridan  community  were  invited  to  collabo- 
rate in  the  study.  Their  cooperation  made  it  pos- 
sible to  work  with  a group  of  approximately  1600 
adult  volunteers  on  whom  the  laboratory  and 
clinical  studies  were  made. 

A group  of  adult  volunteers  in  Sheridan, 
Wyoming,  was  obtained  following  announcements 
in  the  local  newspaper  and  on  the  local  radio  sta- 

• From  the  Evelyn  Castera  Cancer  Research  Laboratory, 
School  of  Public  Health,  Center  for  Health  Sciences,  Uni- 
versity of  California,  Los  Angeles,  and  Research  Programs, 
Veterans  Administration  Hospital,  Long  Beach,  California, 
and  the  Earl  and  Bessie  Whedon  Cancer  Detection  Founda- 
tion, Sheridan,  Wyoming.  This  investigation  was  supported 
in  part  by  Public  Health  Service  Research  Grant  No. 
CA-06748  from  the  National  Cancer  Institute,  and  in  part  by 
the  California  Institute  for  Cancer  Research. 


tion  that  certain  annual  blood  tests  would  be  made 
on  individuals  over  25  years  of  age  requesting  the 
test.  This  group  comprised  the  non-hospital  popu- 
lation and  ranged  from  1452  in  1960  to  1653  in 
1964.  During  the  five-year  period,  approximately 
200  individuals  either  withdrew  from  the  program 
because  of  personal  reasons  or  moved  to  another 
community.  In  addition,  some  of  the  patients  died. 
Although  a few  new  volunteers  were  accepted 
each  year,  the  number  of  persons  on  whom  tests 
were  completed  varied  from  1327  in  1960  to  1273 
in  1964  (Table  1).  The  hospital  population  from 
the  Long  Beach  Veterans  Administration  Hospital 
was  comprised  of  1028  adult  males. 

The  following  plan  was  undertaken:  Each 
volunteer  in  the  non-hospital  population  complet- 
ed a questionnaire  requesting  information  on  past 

TABLE  1 

FIVE-YEAR  STUDY  OF  SF  AND  CRP  TESTS 
IN  A NON-HOSPITAL  POPULATION 


PER  CENT  PER  CENT 
REACTIVE  REACTIVE 

YEAR  NUMBER  SF  CRP 


1960  1327  15.1  7.2 

1961  1426  20.6  12.7 

1962  1370  12.4  14.0 

1963  1362  17.9  11.8 

1964  1273  18.3  8.4 


illnesses,  smoking  habits  and  symptoms  referred  to 
as  the  “Seven  Danger  Signals”  of  the  American 
Cancer  Society.  The  questionnaire  was  completed 
each  year  for  comparative  studies.  Subsequently, 
twenty  ml  of  blood  was  obtained  from  each  per- 
son. The  serum  was  removed  from  the  clot, 
frozen,  and  sent  by  air  express  to  the  Evelyn 
Castera  Cancer  Research  Laboratory  at  UCLA. 
The  sera  were  kept  frozen  until  the  tests  were 
made.  Twenty  ml  of  blood  was  similarly  obtained 
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from  each  of  the  hospital  population  and  subject- 
ed to  the  same  procedures.  The  hospitalized  pa- 
tients did  not  complete  the  questionnaire,  but  data 
were  obtained  from  their  clinical  records. 

Originally  the  study  was  designed  to  evaluate  a 
seroflocculation  reaction,  SF  test,^  in  a hospital 
and  a non-hospital  population  for  the  detection  of 
invasive  cancer.  In  our  preliminary  studies  it  was 
recognized  that  although  the  SF  test  had  limita- 
tions and  was  not  a specific  test  for  cancer,  it  was 
of  such  interest  that  efl'orts  were  made  to  improve 
and  standardize  the  test.-  Inasmuch  as  the  SF  test 
lacked  sensitivity  and  specificity,  and  because  cer- 
tain investigators'*  believed  that  the  SF  test  was 
only  another  means  for  detecting  CRP,  the  ab- 
normal carbohydrate-reactive  protein  in  serum,  a 
quantitative  gel  diffusion  procedure  for  CRP  was 
developed  and  used  in  the  survey.^ 

The  SF  test  detects  a “seroflocculant”  produced 
when  the  serum  of  the  patient  is  reacted  with  ethyl 
choladienate,  a bile  acid  derivative.  As  yet  defini- 
tive information  on  the  nature  of  the  factor  is 
unknown  but  it  is  evident  that  it  is  dissimilar  to 
CRP.  Although  the  carbohydrate  reactive  protein 
occurs  in  the  serum  of  patients  with  inflammatory 
disease,  it  is  present  in  greater  concentration  in 
invasive  neoplastic  disease.  It  is  not  known 
whether  the  abnormal  serum  protein  CRP  is  pro- 
duced as  a defense  factor  for  the  host  or  whether 
it  is  a protein  that  has  been  formed  as  a by- 
product of  disease  and  is  to  be  removed  from  the 
tissues. 

Determinations  of  total  serum  protein  and  total 
glycoserum  proteins  were  made  on  serum  from 
patients  with  reactive  SF  and  CRP  tests  and  in- 
cluded in  the  screening  test  program.  Other 
standard  laboratory  tests  were  made  such  as  blood 
counts,  urine  examinations,  and  determinations  of 
cholesterol  and  beta  lipoprotein  blood  levels.  Re- 
sults of  the  laboratory  studies  at  UCLA  were  re- 
ported to  the  Whedon  Cancer  Detection  Founda- 


tion, which  in  turn  were  reported  to  the  patient’s 
physician.  In  order  to  coordinate  the  program,  a 
special  physician  employed  by  the  study  group 
worked  with  the  patient’s  physician  and  obtained 
clinical  information  on  the  patient.  Annual  ex- 
aminations and  reports  were  made.  In  the  case 
of  patients  with  neoplastic  disease  more  frequent 
observations  were  carried  out. 

Laboratory  screening  tests  during  the  five-year 
study  indicated  that  two  tests,  the  standardized 
seroflocculation  test,  SF,  and  the  quantitative  gel 
diffusion  test  for  CRP  provided  the  most  depend- 
able information  on  the  physical  status  of  the 
patient.  The  total  serum  glycoprotein  level  was 
helpful  but  in  general  only  supplemented  informa- 
tion gained  by  the  SF  and  CRP  tests,  both  of 
which  determine  the  presence  of  two  different 
abnormal  serum  proteins. 

In  the  present  report  only  data  obtained  from 
the  laboratory  and  clinical  studies  of  those  pa- 
tients with  either  neoplastic  disease  or  a history 
of  such  disease  are  included.  Results  of  similar 
studies  with  the  hospital  population  and  with 
those  patients  who  have  non-neoplastic  disease  in 
the  non-hospital  population  are  presented  as  con- 
trol data. 

Results 

During  the  five-year  study,  the  SF  and  CRP 
tests  were  completed  on  1327  patients  in  1960, 
1426  in  1961,  1370  in  1962,  1362  in  1963,  and 
1273  in  1964.  The  percentages  of  reactive  SF 
tests  for  the  five-year  observation  period  were, 
respectively,  15.1,  20.6,  12.4,  17.9,  and  18.3. 
The  percentages  of  reactive  CRP  tests  for  the 
same  periods  were;  7.2,  12.7,  14.0,  11.8,  and 
8.4  (Table  1).  Only  175  patients  had  non-re- 
active SF  and  CRP  tests  and  clinically  remained 
well  during  the  five-year  study.  Seventy  other  pa- 
tients developed  reactive  SF  and  CRP  tests  yet 


TABLE  2 

FIVE-YEAR  STUDY  OF  SF  AND  CRP  TESTS  ON  CANCER  PATIENTS 
IN  A NON-HOSPITAL  POPULATION 


PATIENTS  WITH 
REACTIVE  SF 

AND  CRP  TESTS 

GROUP 

PATIENTS 

NUMBER 

Number 

Per  Cent 

I 

History  of  cancer  prior  to  10-1-59,  living 

45 

27 

60.0 

II 

Developed  cancer  10-1-59  to  9-30-64,  living 

19 

13 

68.4 

III 

Death  from  cancer  10-1-59  to  9-30-64  

12 

15 

68.2 

Total  . . 

86 

55 

64.0 

IV 

Non-neoplastic  disease  (control)  

100 

36 

36.0 

60 
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showed  no  evidence  of  clinical  disease  during  the 
study. 

A total  of  86  patients  had  some  experience 
with  cancer  as  determined  by  conventional  diag- 
nostic methods.  Group  I was  comprised  of  45  pa- 
tients who  had  a history  of  cancer  prior  to  Octo- 
ber 1,  1959,  when  the  study  was  initiated.  Twenty- 
seven  or  60%  of  this  group  showed  either  one  or 
both  reactive  CRP  and  SF  tests  during  the  five- 
year  observation  period.  In  Group  II  were  19  pa- 
tients who  developed  cancer  during  the  five-year 
study.  Thirteen  or  68.4%  developed  a reactive 
SF  and/or  CRP  test.  Twenty-two  patients  in 
Group  III  died  from  cancer  during  the  observation 
period.  Fifteen  or  68.2%  had  either  a reactive  SF 
or  CRP  test  or  both  prior  to  death.  In  a control 
group  of  100  randomly  selected  patients  with  non- 
neoplastic disease  in  the  same  non-hospital  popu- 
lation only  36  or  36%  reacted  positively  to  either 
one  or  both  tests  (Table  2). 

Of  the  86  patients  with  cancer,  24  or  28%  oc- 
curred in  the  female  breast,  20  or  23%  were 
observed  in  the  skin  of  males,  and  the  primary 
sites  of  18  or  21%  were  either  in  the  cervix, 
uterus,  endometrium  or  ovary.  The  remaining  24 
or  28%  cancers  had  their  origins  in  lung,  pros- 
tate, pancreas,  colon  and  rectum.  Two  patients 
had  leukemia,  one  had  melanosarcoma,  and  the 
primary  site  of  two  cancers  was  undetermined. 
These  sites  with  age  distribution  of  the  tumors 
are  shown  in  Table  3. 

TABLE  3 

CANCER  BY  AGE  AND  SITE 


CERVIX, 

UTERUS, 

OVARY, 

AGE  BREAST  SKIN  ENDOMETRIUM  OTHER* 

20-29  1 — — — 

30-39  0 1 — — 

40-49  8 6 3 — 

50-59  3 6 8 8 

60-69  8 3 4 4 

70-79  4 3 2 12 

80-89  — 1 1 — 

Total  24  20  18  24 

Total  86 


* Lung,  prostate,  colon,  rectum,  pancreas,  etc. 

A correlation  of  the  results  of  the  SF  and  CRP 
tests  with  the  type  of  cancer  showed  that  15  or 
62.5%  of  24  patients  with  cancer  of  breast  had 
either  a reactive  SF  or  CRP  test  or  both  during 
the  five-year  study.  Eleven  or  55%  of  20  patients 


with  skin  cancer  reacted  similarly.  Among  18 
cancers  of  female  genital  origin,  8 of  cervix  and 
10  of  ovary,  uterus  or  endometrium,  only  7 or 
38.9%  reacted  positively  to  the  CRP  and  SF  tests 
during  the  five-year  study.  The  highest  percentage 
of  reactive  tests  was  83.3%  observed  in  20  of  24 
patients  with  cancer  of  the  lung,  prostate,  pan- 
creas, colon,  rectum,  leukemia,  melanosarcoma, 
and  two  widely  metastasized  cancers  on  which  the 
primary  site  was  undetermined.  Most  of  the  deaths 
occurred  in  this  group.  Thus,  53  or  61.1%  of  the 
86  patients  with  cancer  reacted  positively  to  either 
one  or  both  of  the  tests  during  the  five-year  period 
(Table  4). 

TABLE  4 

REACTIVE  SF  AND  CRP  TESTS 
ON  CANCER  PATIENTS  BY  SITE 

REACTIVE  SF  AND 
CRP  TESTS 
5 YEARS 

SITE  NUMBER  Number  Per  Cent 


Breast 

24 

15 

62.5 

Skin 

20 

11 

55.0 

Cervix,  ovary,  uterus. 

endometrium 

18 

7 

38.9 

Other  (lung,  prostate,  colon. 

rectum,  pancreas,  etc.) 

24 

20 

83.3 

Total 

86 

53 

61.6 

Non-reactive  tests  occurred  consistently  for  the 
most  part  in  patients  with  skin  cancer,  cancer  of 
the  cervix  in  situ,  and  cancers  of  breast  which  had 
either  not  metastasized  or  had  been  removed 
surgically  following  which  no  recurrence  was  de- 
tected. Representative  SF  and  CRP  tests  in  pa- 
tients with  breast  and  skin  cancer  are  shown  in 
Table  5. 

TABLE  5 

REPRESENTATIVE  SF  AND  CRP  TESTS 
ON  THREE  CANCER  PATIENTS 


DIAGNOSIS 

TEST 

I960 

1961 

1962 

1963 

1964 

#333  Breast 
Adenocarcinoma 

SF 

R 

WR 

WR 

R 

with  metastasis 
Expired  8-19-63 

CRP 

NR 

NR 

.33 

.30^ 

= 

#495  Breast 

Cancer  no 

SF 

NR 

NR 

NR 

NR 

NR 

recurrence 
Mastectomy  1953 

CRP 

NR 

NR 

NR 

NR 

NR 

#790  Skin 

Basal  cell  carcinoma 

SF 

NR 

NR 

NR 

NR 

NR 

October  1961 

CRP 

NR 

NR 

NR 

NR 

NR 

* TSGP  138  mg  % 


for  June,  1966 


61 


Discussion 

Various  types  of  serologic  screening  tests  for 
the  detection  of  cancer  have  been  reported.^’  ® 
With  the  exception  of  the  Papanicolaou  technique, 
which  is  being  employed  not  only  for  the  detec- 
tion of  cancer  of  the  cervix  but  for  cancer  of  the 
lung,  stomach,  and  other  organs  from  which 
material  can  be  readily  obtained  for  microscopic 
studies  for  cancer  cells,  most  of  the  recommended 
screening  tests  have  not  withstood  the  rigors  of 
practical  application.  The  reasons  for  failure  are 
numerous  but  foremost  is  our  lack  of  knowledge 
concerning  the  cause  of  cancer.  Secondly,  multiple 
factors  or  decreased  resistance  of  the  host  may 
be  responsible  for  the  different  types  of  cancer. 

The  best  cancer  detection  clinics,  which  routine- 
ly examine  an  ambulatory  non-hospital  population 
employing  physical  examinations,  usual  standard 
laboratory  tests,  radiologic  examinations,  and 
proctoscopy,  only  detect  cancer  in  50%  of  such 
patients.  In  general  cancer  occurs  in  14  patients 
per  thousand  in  this  type  of  population  seeking 
examination  for  cancer.  Of  this  number,  7 will  be 
diagnosed  by  the  above  procedures  and  7 will  not 
be  detected.  The  expense  of  examining  993 
normal  persons  to  discover  7 patients  with  cancer 
is  excessive.  The  laboratory  approach  employing 
screening  tests  for  cancer  detection  is  far  less 
expensive. 

The  value  of  the  tests  is  obvious  if  a compari- 
son is  made  of  the  percentages  of  reactive  tests  in 
a so-called  healthy  non-hospital  population,  a hos- 
pital population,  and  of  a group  of  patients  with 
known  neoplastic  disease.  Respectively,  the  per- 
centages were  for  the  combined  tests  7.6,  36,  and 
82.®  In  inoperable  lung  cancer  the  percentage  was 
93.  The  percentage  of  reactive  SF  tests  is  usually 
higher  than  that  observed  for  reactive  CRP  tests. 

From  these  studies  it  is  evident  that  the  SF  and 
CRP  tests  are  not  only  reactive  in  invasive  neo- 
plastic disease  but  also  in  such  other  chronic  in- 
flammatory diseases  as  rheumatoid  arthritis,  heart 
disease  with  infarction  or  congestive  failure,  pneu- 
monia and  cirrhosis  of  the  liver.  It  is  also  evident 
that  the  two  tests  measure  different  abnormal 
serum  proteins  because  some  sera  react  in  the  SF 
test  and  not  in  the  CRP  test  and  vice  versa.  Re- 
active CF  and  CRP  tests  alert  the  physician  to  a 
search  for  clinical  disease.  Thus,  it  remains  for 
him  to  determine  if  either  neoplastic  or  non- 
neoplastic disease  exists,  and  it  is  his  responsibility 
to  continue  to  search  for  disease  as  long  as  the 
tests  are  reactive. 


In  our  experience  the  SF  and  CRP  tests, 
especially  in  neoplastic  disease,  often  become 
reactive  from  six  months  to  one  year  prior  to  the 
patient’s  awareness  of  symptoms.  From  a review 
of  our  data  it  is  recommended  that  the  two  tests 
be  repeated  at  six-month  intervals,  especially  after 
a reactive  or  weakly  reactive  SF  or  CRP  test  is 
observed.  So-called  “False  Positive”  tests  occur. 
Their  significance  can  only  be  interpreted  after  a 
comparatively  long  observation  period.  In  some 
instances  they  disappeared  in  from  two  to  six 
months.  When  they  persist,  repeated  physical  ex- 
aminations should  be  made.  False  negative  SF  and 
CRP  tests  were  likewise  observed  in  the  presence 
of  certain  acute  and  chronic  diseases.  They  were 
most  prevalent  in  non-invasive  neoplastic  disease 
such  as  cancer  of  the  breast,  skin  and  cervix.  A 
negative  test  may  be  due  to  failure  of  the  host  to 
produce  the  abnormal  serum  protein,  CRP,  or  in- 
adequate amounts  of  the  antigen  were  present  to 
yield  a reactive  test. 

Experience  with  these  comparatively  simple 
and  inexpensive  tests  indicates  that  their  use  as  a 
screening  procedure  in  a large  population  would 
aid  in  early  detection  of  many  patients  with  neo- 
plastic and  non-neoplastic  disease.  Although  the 
exact  significance  of  these  two  abnormal  serum 
proteins  in  the  pathogenesis  of  disease  is  not 
known,  their  presence  in  serum  should  be  recog- 
nized as  a means  of  disease  detection.  The  lessons 
learned  in  a half  century  of  standard  serologic 
testing  for  syphilis  should  not  be  forgotten.  We 
know  that  from  55  to  60  per  cent  of  reactive 
standard  tests  for  syphilis  are  biologic  false  posi- 
tive reactions  and  warn  the  physician  of  an  under- 
lying disease  other  than  syphilis  that  should  be 
investigated,  yet  no  well  trained  physician  would 
eliminate  this  blood  test  from  his  practice. 

Summary 

1.  Serologic  screening  with  a standardized 
seroflocculation  test  employing  ethyl  choladienate 
as  an  antigen,  SF,  and  a quantitative  C-reactive 
protein  test,  CRP,  were  made  annually  for  five 
years  on  an  adult  non-hospital  population  of  1600 
volunteers. 

2.  During  the  five-year  study  86  patients  in  the 
non-hospital  population  had  some  experience  with 
cancer.  Forty-five  revealed  a history  of  cancer 
prior  to  initiation  of  the  screening  test  program. 
Nineteen  developed  cancer  and  the  remaining  22 
died  from  cancer  during  the  observation  period. 

3.  Twenty-seven,  or  60%,  of  45  patients  with 
history  of  cancer,  13,  or  68.4%,  of  19  patients 
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that  developed  cancer,  and  15,  or  68.2%,  of  22 
patients  that  died  during  the  five-year  observation 
period  had  either  a reactive  SF  or  CRP  test  or 
reacted  to  both  tests. 

4.  Reactive  SF  and  CRP  tests  according  to 
site  were  as  follows:  Fifteen  or  62.5%  of  24 
patients  with  cancer  of  the  breast,  11  or  55%  of 
22  patients  with  skin  cancer,  7 or  38.9%  of  18 
patients  with  cancer  of  the  cervix,  ovary  and 
uterus,  and  20  or  83.3%  of  24  patients  with  can- 
cer of  lung,  prostate,  colon,  rectum,  and  pan- 
creas. 

5.  The  SF  and  CRP  tests  were  reactive  in 
36%  of  patients  with  non-neoplastic  disease  in 
the  non-hospital  population  during  the  five-year 
study.  In  a so-called  “healthy”  group  with  no 
clinical  evidence  of  disease,  only  7.6%  were  re- 
active to  either  or  both  tests. 

6.  The  SF  and  CRP  tests  often  became  re- 
active in  from  six  months  to  one  year  before  the 
patient  became  aware  of  symptoms. 

7.  The  SF  and  CRP  tests  are  recommended  as 
an  inexpensive  screening  aid  in  a large  population 
for  the  detection  of  chronic  disease.  The  per- 
sistence of  either  one  or  both  of  the  abnormal 


proteins  in  a patient’s  serum  should  alert  the 
physician  to  the  possibility  that  the  patient  may 
have  cancer  or  some  other  chronic  illness,  and  it 
is  his  responsibility  to  determine  whether  the  pa- 
tient has  a neoplastic  or  a non-neoplastic  disease. 

• 
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Animal  Research  in  Danger! 

The  “animal  protectionist”  groups  have  mounted  the  greatest  offensive  against  the  effective 
use  of  animals  in  biological  research  and  teaching  that  has  ever  been  attempted  in  the 
United  States.  Today  in  Congress  there  are  bills  to  which  about  40  congressmen  have  at- 
tached their  names,  dealing  with  procurement,  housing,  care,  and  use  of  experimental  ani- 
mals. The  present  mood  of  Congress  is  to  accede  to  the  demands  of  the  vocal  animal  pro- 
tectionist minority  and  pass  some  sort  of  legislation.  Every  physician  and  biological  scientist 
who  has  a sense  of  public  responsibility  should  be  informed  of  the  issue  and  communicate 
his  views  to  his  congressman  as  to  public  harm  that  might  be  done  by  unwise  legislation. — Mau- 
rice B.  Visscher,  PhD,  MD,  in  Modern  Medicine  (34:87),  March  14,  1966. 
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Colorado  tick  fever — risk  of  infection* 


This  brief  recording  is  note  timely  as  a 
reminder  to  physicians  and  parents 
in  our  geographic  area. 

Colorado  tick  fever  (CTF)  in  human  beings 
is  usually  a mild,  bi-phasic,  granulocytopenic, 
febrile  illness  of  viral  etiology.  Encephalitis  and 
rash  occur  in  a minority  of  cases.  The  endemic 
area  probably  includes  most  of  the  mountainous 
Western  United  States,  and  the  disease  is  little 
known  by  most  physicians  outside  of  this  region. 
Immunity  is  of  long  duration,  and  an  appreciable 
proportion  of  long-term  residents  of  endemic  areas 
may  not  be  susceptible.^  The  tick  Dermacentor 
vemistus  (syn.  andersoni)  is  the  major  vector,  and 
small  rodents  are  believed  to  represent  a reser- 
voir.- High  ratios  of  CTF  virus-infected  to  non- 
infected  ticks  have  been  found  in  some  areas,  and 
lower  ratios  in  other  nearby  areas,  with  ranges 
from  40%  to  O.'^ 

Reported  human  cases  are  variable  in  number 
from  year  to  year — those  in  Colorado  have  ranged 
in  the  last  live  years  from  a high  of  242  in  1960 
to  a low  of  100  in  1964,  the  year  of  this  study. ^ 
The  normal  seasons  for  transmission  to  humans  of 
this  virus  are  spring  and  summer. 

Fifty-three  teenage  boys  from  two  distant  states 
were  introduced  in  the  early  summer  of  1964 
into  a camp  in  an  endemic  area  at  about  7,500 
ft.  elevation  in  northern  Colorado.  Cases  are 
known  to  have  occurred  there  in  each  of  the  last 
three  years.  None  of  the  boys  had  ever  before 

* From  the  U.  S.  Department  of  Health,  Education,  and 
Welfare,  Public  Health  Service,  Communicable  Disease  Cen- 
ter. Disease  Ecology  Section,  Greeley,  Colorado. 


George  W.  Sciple,  MD,  Fred  Harmston,  MS,  and 
Louis  C.  LaMotte,  ScD,  Greeley,  Colo. 

been  in  an  area  endemic  for  CTF  during  the  trans- 
mission season  and  none  had  engaged  in  activities 
which  might  have  led  to  previous  transmission  in 
any  non-natural  manner.  All,  therefore,  were  pre- 
sumed to  be  susceptible.  One  boy  present  in  the 
camp  for  one  day  was  considered  one  boy-day  of 
exposure. 

Ticks  were  collected  in  the  camp  area  while 
the  boys  were  present.  A total  of  297  adult 
D.  vemistus  was  obtained,  and  these  individuals 
were  consolidated  into  49  pools.  Each  pool  was 
ground,  centrifuged,  and  the  supernate  examined 
for  virus  by  intracerebral  inoculation  into  suckling 
mice.  Isolation  of  CTF  virus  was  made  from  only 

1 pool,  showing  that  tick  infection  rates  were  low 
during  the  period  of  collection.  Nine  boys  were 
found  with  one  or  more  embedded  ticks  on  their 
bodies. 

One  clinically  consistent,  uncomplicated,  and 
serologically  confirmed  case  occurred  in  301  boy- 
days  of  exposure  under  these  conditions.  The  pa- 
tient was  one  of  the  four  boys  found  to  have  had 
two  embedded  ticks.  • 
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Rocky  Mountain  Medical  Journal 


This  is  the  fourth  of  a series  of 
informational  articles  on 


THE  MEDICARE  LAW 

PL-89-97 


and  how  it  may  affect  you  and  your  patient 


Proposed  regulations  for  Extended  Care  Facilities 
Finalized  “Request  for  Payment”  Form'*^ 


■‘Excerpts  from  proposed  Regulations  as  printed  in  the  Federal  Register,  Volume  31,  Number 
94,  outlining  conditions  for  participation  for  Extended  Care  Facilities  under  PL  89-97.  These 
proposed  regulations  are  dated  May  14,  1966  and  are  subject  to  change  before  becoming 
final.  Should  changes  be  made,  they  will  be  printed  in  a future  supplement. 


This  is  designed  for  re- 
moval from  RMMJ  and 
we  urge  you  to  place  it 
in  your  permanent  file 


§ 405.1123  Condition  of  participation — physician 
services. 

The  extended  care  facility  admits  patients  in 
need  of  skilled  nursing  care  only  upon  the  recom- 
mendation of  a physician;  their  health  care  con- 
tinues under  the  supervision  of  a physician;  and 
the  facility  has  a physician  available  to  furnish 
necessary  medical  care  in  case  of  emergency. 

(a)  There  is  made  available  to  the  facility, 
prior  to  or  at  the  time  of  admission,  patient  infor- 
mation which  includes  current  medical  findings, 
diagnoses,  rehabilitation  potential,  a summary  of 
the  course  of  treatment  followed  in  the  hospital, 
and  orders  from  a physician  for  the  immediate 
care  of  the  patient  . . . 

(1)  If  the  above  information  is  not  available 
in  the  facility  upon  admission,  it  is  obtained  with- 
in 48  hours  after  admission. 

(2)  If  medical  orders  for  the  immediate  care 
of  a patient  are  unobtainable  at  the  time  of  ad- 
mission, the  physician  with  responsibility  for 
emergency  care  gives  temporary  orders. 

(3)  A current  hospital  discharge  summary  con- 
taining the  above  information  is  acceptable. 

(b)  The  facility  has  a requirement  that  the 
health  care  of  every  patient  is  under  the  super- 
vision of  a physician  who,  based  on  an  evaluation 
of  the  patient’s  immediate  and  long-term  needs, 
prescribes  a planned  regimen  of  medical  care 
which  covers  indicated  medications,  treatments, 
restorative  services,  diet,  special  procedures 
recommended  for  the  health  and  safety  of  the 
patient,  activities,  plans  for  continuing  care  and 
discharge  . . . 

( 1 ) The  medical  evaluation  of  the  patient  is 
based  on  a physical  examination  done  within  48 
hours  of  admission  unless  such  examination  was 
performed  within  5 days  prior  to  admission. 

(2)  The  charge  nurse  and  other  appropriate 
personnel  involved  in  the  care  of  the  patient 
assists  in  planning  his  total  program  of  care. 

(3)  The  patient’s  total  program  of  care  is  re- 
viewed and  revised  at  intervals  appropriate  to 
his  needs.  Attention  is  given  to  special  needs  of 
patients  such  as  foot,  sight,  speech,  and  hearing 
problems. 

(4)  Orders  concerning  miedications  and  treat- 
ments are  in  effect  for  the  specified  number  of 
days  indicated  by  the  physician  but  in  no  case 
exceed  a period  of  30  days  unless  reordered  in 
writing  by  the  physician. 

(5)  Telephone  orders  are  accepted  only  when 
necessary  and  only  by  licensed  nurses.  Telephone 
orders  are  written  into  the  appropriate  clinical 
record  by  the  nurse  receiving  them  and  are 
countersigned  by  the  physician  within  48  hours. 

(6)  Patients  are  seen  by  a physician  at  least 
once  every  30  days.  There  is  evidence  in  the 
clinical  record  of  the  physician’s  visits  to  the  pa- 
tient at  appropriate  intervals. 

(7)  There  is  evidence  in  the  clinical  record 
that  the  physician  has  made  arrangements  for 
the  medical  care  of  the  patient  in  the  physician’s 
absence. 

(8)  To  the  extent  feasible,  each  patient  or  his 
sponsor  designates  a personal  physician. 

(c)  The  extended  care  facility  provides  for 
having  one  or  more  physicians  available  to  fur- 
nish necessary  medical  care  in  case  of  emergency 
if  the  physician  responsible  for  the  care  of  the 
patient  is  not  immediately  available  . . . 


§ 405.1137  Condition  of  participation-— utilization 
review  plan. 

(a)  (1)  The  discussion  of  the  utilization  review 
provisions  in  the  congressional  committee  reports 
clearly  indicate  that  the  intent  of  Congress  was 
to  provide  a flexible  framework  within  which  ex- 
tended care  facilities,  in  cooperation  with  physi- 
cians, hospitals.  State  health  departments,  and 
other  community  organizations,  could  develop  the 
most  appropriate  and  effective  utilization  review 
procedures  for  such  facilities  . . . Since  it  is  recog- 
nized that  utilization  review  in  extended  care 
facilities  is  a relatively  unexplored  area,  and  that 
extended  care  facilities  vary  widely  with  respect 
to  their  size,  organization,  and  location,  many 
different  types  of  utilization  review  plans  will 
fulfill  the  requirements  of  the  law  and  the  regu- 
lations. 

(2)  Extended  care  facilities  wishing  to  establish 
their  eligibility  to  participate  will  be  required 
to  submit  a written  description  of  their  utiliza- 
tion review  plan  and  a certification  that  it  is  in 
effect  or  that  it  will  be  in  effect  on  January  1, 
1967  . . . 

(3)  The  review  plan  of  an  extended  care  facil- 
ity should  have  as  its  overall  objectives  the  main- 
tenance of  high  quality  patient  care,  more  effec- 
tive utilization  of  extended  care  services  (through 
the  mechanism  of  an  educational  approach  in- 
volving study  of  patterns  of  care),  and  the  en- 
couragement of  appropriate  utilization.  It  is  con- 
templated that  a review  of  the  medical  necessity 
of  admissions  and  duration  of  stays,  for  example, 
would  take  into  account  alternative  use  and  avail- 
ability of  other  facilities  and  services. 

(4)  The  review  of  professional  services  fur- 
nished might  include  study  of  such  conditions  as 
overuse  or  underuse  of  services,  proper  use  of  con- 
sultation, and  whether  the  required  nursing  and 
related  care  is  initiated  and  carried  out  promptly. 
Review  of  lengths  of  stay  might  consider  not  only 
medical  necessity,  but  whether  assistance  is  avail- 
able to  the  physician  in  arranging  for  discharge 
planning,  and  the  availability  of  other  facilities 
and  services  which  will  assure  continuity  of 
care. 

(5)  Costs  incurred  in  connection  with  the  im- 
plementation of  the  utilization  review  plan  are  in- 
cludable in  reasonable  costs  and  are  reimbursable 
to  the  extent  that  such  costs  relate  to  health  in- 
surance program  beneficiaries. 

(b)  Condition  . . . An  acceptable  utilization  re- 
view plan  provides  for:  (1)  The  review  on  a 
sample  or  other  basis,  of  admissions,  duration  of 
stays,  and  professional  services  furnished;  and 
(2)  review  of  each  case  of  continuous  extended 
duration. 

(c)  Standard;  responsibility  for  plan.  The  op- 
eration of  the  utilization  review  plan  is  a respon- 
sibility of  the  medical  profession  . . . 

(d)  Standard;  statement  of  plan.  The  extended 
care  facility  has  a currently  applicable,  written 
description  of  its  utilization  review  plan,  includes: 

The  organization  and  composition  of  the  com- 
mittee (s)  which  will  be  responsible  for  the  utili- 
zation review  functions; 

Frequency  of  meetings; 

The  type  of  records  to  be  kept; 

The  method  to  be  used  in  selecting  cases  on 
a sample  or  other  basis; 


The  definition  of  what  constitutes  the  period 
or  periods  of  extended  duration: 

The  relationship  of  the  utilization  review  plan 
to  claims  administration  by  a third  party; 

Arrangements  for  committee  reports  and  their 
dissemination; 

Responsibilities  of  the  facility’s  administrative 
staff  in  support  of  utilization  review. 

(e)  Standard;  conduct  of  review.  The  utiliza- 
tion review  function  is  conducted  . . . 

(i)  By  a staff  committee  of  the  facility,  which 
is  composed  of  two  or  more  physicians,  with  or 
without  the  inclusion  of  other  professional  per- 
sonnel; or 

(ii)  By  a committee(s)  orgroup(s)  outside  the 
facility  composed  as  in  subdivision  (i)  of  this 
subparagraph  which  is  established  by  the  local 
medical  society  and  some  or  all  of  the  hospitals 
and  extended  care  facilities  in  the  locality;  or 

(iii)  Where  a committee(s)  or  group(s)  as  de- 
scribed in  subdivision  (i)  or  (ii)  of  this  sub- 
paragraph  has  not  been  established  to  carry  out 
all  the  utilization  review  functions  prescribed  by 
the  Act,  by  a committee(s)  or  group(s)  composed 
as  in  subdivision  (i)  of  this  subparagraph,  and 
sponsored  and  organized  in  such  manner  as  ap- 
proved by  the  Secretary. 

The  medical  care  appraisal  and  educational 
aspects  of  review  on  a sample  or  other  basis,  and 
the  review  of  long-stay  cases  need  not  be  done 
by  the  same  committee  or  group. 

In  a facility  with  an  organized  medical  staff, 
all  of  the  review  functions  may  be  carried  out  in 
the  facility  by  a committee  of  the  whole  or  a 
medical  care  appraisal  committee. 

(f)  Standard:  basis  for  review.  Reviews  are 
made,  on  a sample  or  other  basis,  of  admissions, 
duration  of  stays,  and  professional  services  (in- 
cluding drugs  and  biologicals)  furnished,  with  re- 
spect to  the  medical  necessity  of  the  services,  and 
for  the  purpose  of  promoting  the  most  efficient  use 
of  available  health  facilities  and  services.  Such 
reviews  emphasize  identification  and  analysis  of 
patterns  of  patient  care  in  order  to  maintain  con- 
sistent high  quality.  The  review  is  accomplished 
by  considering  the  data  obtained  . . . 

By  use  of  services  and  facilities  of  external 
organizations  which  compile  statistics,  design  pro- 
files, and  produce  other  comparative  data;  or 

By  cooperative  endeavor  with  the  fiscal  inter- 
mediary or  State  agency:  or 

By  studies  of  medical  records  of  patients  of 
the  institution. 

Some  review  functions  are  carried  out  on  a 
continuing  basis. 

Reviews  include  a sample  of  physician  re- 
certifications of  medical  necessity  for  extended 
care  facility  services,  as  made  for  purposes  of  the 
Health  Insurance  for  the  Aged  Program. 

Reviews  are  made  of  each  beneficiary  case 
of  continuous  extended  duration.  The  extended 
care  facility’s  utilization  review  plan  specifies 
the  number  of  continuous  days  of  stay  in  the 
extended  care  facility  following  which  a review 
is  made  to  determine  whether  further  inpatient 
extended  care  services  are  medically  necessary. 
The  plan  may  specify  a different  number  of  days 
for  different  classes  of  cases. 


Reviews  for  such  purpose  are  made  no  later 
than  the  seventh  day  following  the  last  day  of 
the  period  of  extended  duration  specified  in  the 
plan.  No  physician  has  review  responsibility  for 
any  case  of  continuous  extended  duration  in  which 
he  was  professionally  involved. 

If  physician  members  of  the  committee  decide, 
after  opportunity  for  consultation  is  given  the 
attending  physician  by  the  committee,  and  con- 
sidering the  availability  and  appropriateness  of 
other  facilities  and  services,  that  further  inpa- 
tient stay  is  not  medically  necessary,  there  is 
to  be  prompt  notification  (within  48  hours)  in 
writing  to  the  facility,  the  physician  responsible 
for  the  patient’s  care,  and  the  patient  or  his  repre- 
sentative. Because  there  are  significant  diver- 
gences in  opinion  among  individual  physicians 
with  respect  to  evaluation  of  medical  necessity 
for  posthospital  extended  care  services,  the  judg- 
ment of  the  attending  physician  in  an  extended 
stay  case  is  given  great  weight,  and  is  not  rejected 
except  under  unusual  circumstances. 

(h)  Standard;  maintenance  of  records  of  re- 
view. Records  are  kept  of  the  activities  of  the  com- 
mittee; and  reports  are  regularly  made  by  the  com- 
mittee to  the  executive  committee  of  the  medical 
staff  (if  any)  or  to  the  facilities,  institutions, 
and  organizations  sponsoring  the  utilization  re- 
view plan,  and  relevant  information  and  recom- 
mendations are  reported  through  usual  channels 
to  the  entire  medical  staff  and  the  governing  body 
of  the  facility,  and  the  sponsor  of  the  plan  . . . 

The  extended  care  facility  administration 
studies  and  acts  upon  Administrative  recommen- 
dations made  by  the  utilization  review  committee. 

A summary  of  the  number  and  types  of  cases 
reviewed,  and  the  findings,  are  part  of  the  records 
of  the  committee  and  the  participating  facilities 
and  institutions. 

Minutes  of  each  committee  meeting  are  main- 
tained. 

Committee  action  in  extended  stay  cases  is 
recorded,  with  cases  identified  only  by  case 
number  when  possible. 

(i)  Standard;  staff  cooperation  with  review 
committee.  The  committee  (s)  having  responsibil- 
ity for  utilization  review  functions  have  the  sup- 
port and  assistance  of  the  facility’s  administrative 
staff  in  assembling  information,  facilitating  chart 
reviews,  conducting  studies,  exploring  ways  to  im- 
prove procedures,  maintaining  committee  records, 
and  promoting  the  most  efficient  use  of  avail- 
able health  services  and  facilities  . . . 

With  respect  to  each  of  these  activities,  an 
individual  or  department  is  designated  as  being 
responsible  for  the  particular  service. 

In  order  to  encourage  the  most  efficient  use 
of  available  health  services  and  facilities,  assist- 
ance to  the  physician  in  timely  planning  for  care 
following  extended  facility  care  is  initiated  as 
promptly  as  possible,  either  by  the  facility’s  staff, 
or  by  arrangement  with  other  agencies.  For  this 
purpose,  the  facility  makes  available  to  the  at- 
tending physician  current  information  on  re- 
sources available  for  continued  noninstitutional 
or  custodial  care  of  patients  and  arranges  for 
prompt  transfer  of  appropriate  medical  and  nurs- 
ing information  in  order  to  assure  continuity  of 
care  upon  discharge  of  a patient. 


P H Y S i C I .\  N ■ S P A Y Ar  10  N T F U R M R 10  I.  10  A S E I).  . . . 

The  Depaitment  of  HEW  ha.s  recently  finalized  and  released  the  “Re- 
c|uest  For  Payment"  form  which  will  be  utilized  for  payment  of  physicians 
under  Part  B of  medicare.  The  one-page  claims  form  retains  much  of  the 
simplicity  of  earlier  form.s  and  requires  only  a minimal  amount  of  Informa- 
tion from  the  patient  and  the  physician.  Part  I of  the  form  requires  informa- 
tion and  the  signature  of  the  patient.  If  the  benefits  are  being  assigned  to 
the  pltysician  (and  tlie  physician  accepts  the  assignment)  tlie  MD  will  com- 
plete Part  II.  If  the  physician  is  proceeding  hy  the  direct  hilling  method 
rather  than  assignment,  he  is  not  required  to  complete  or  sign  any  part  of 
the  form.  Hi.s  "paid"  bill  containing  the  requested  information  is  sufficient 
for  tlie  patient  who  seeUs  reimbursement  from  the  carrier. 


REQUEST  FOR  PAYMENT 

MEDICAL  INSURANCE  BENEFITS— SOCIAL  SECURITY  ACT 


Copy  from 
your  HEALTH 
INSURANCE 

NAME  OF  BENEFICIARY  iPxIUnll 

CARD  ^ 

CLAIM  NUMBER 

^^MALE  1 1 FEMALE 

PART  1— CLAIMS  INFORMATION— TO  BE  COMPLETED  BY  PATIENT. 

1.  Describe  Ihc  illness  or  injury  for  which  you  received  ircatmcnl.  (Ynu  do  not  need  to  complete  this  item  if 

Port  II  hriow) 

your  doctor  completes 

2.  Was  your  illness  or  injury  connccled 

with  your  employment? 

U 

□ 

z 

3.  Are  you  attaching  itemized 
receipted  bills? 

□ yes  □ NO 

ASSIGNMENT;  Do  you  wani  payment  for  an  unpaid  bill  made  directly  to  the  physician  or  supplier?  □ YES  □ NO 

AUTHORIZATION:  1 authorize  release  of  any  information  required  to  act  on  this  claim  and  permit  a photographic  or  other 
facsimile  reproduction  of  this  authorization  to  be  used  in  place  of  the  original. 

REQUEST  FOR  PAYMENT,  I am  requesting  payment  either  to  myself  or  to  the  party  accepting  my  assignment  for  the  medical 
insurance  benefit,  if  any.  payable  for  tbe  reasonable  charges  for  services  or  supplies  described.  Where  payment  is  assigned.  I under- 
stand I am  responsible  for  the  deductible  and  20C(>  of  the  remaining  reasonable  charges. 


IIGNATURC  ir.lll 


AOOREQS  iSutfl  nddffit.  Cl(y.  Slah 


TCLCRHONe  r 


This  Part,  Including  Physician’s  Signature, 
PART  II — REPORT  OF  SERVICES — TO  BE  COMPLETED  BY  PHYSICIAN—  Need  Not  Be  Completed  If  Poid,  Itemized 

Bills  Are  Submitted. 


^'OATE  OF 

PLACE 

SERVICE' 

e. 

FULLY  DESCRIBE  SURGICAL  OR  MEDICAL 
PROCEDURES  AND  OTHER  SERVICES  OR 
SUPPLIES  FURNISHED  FOR  EACH  DATE  GIVEN 

NATURE  OF  ILLNESS  OR 

INJURY  REQUIRING  SERVICES 

OR  SUPPLIES  iDlatnosli) 

CHARGES 

$ 

K NAME  AND  AODRESt  OF  PHYSICIAN  OR  SUPPLIER  l^um^P'  nnd  llPfVr.  City. 

Sialf.  7.IP  CnJfl 

TELEPHONE  NUMBER 

9.  Total 

Chorges 

$ 

10.  Amount 

Paid 

i 

11.  Any  Unpoid 
Balanc#  Dus 

$ 

12.  ASSIGNMENT  OF  PATIENTS  BILE 

(See  reverse) 

[ I 1 ACCEPT  ASSIGNMENT 

1 1 1 DO  NOT  ACCEPT  ASSIGNMENT 

13.  SIGNATURE  OF  PHYSICIAN  OR  SUPPLIER  ‘A 

wtrt  prunnally  rrndtrrd  by  Mm  er  undfr  hh  prrie 

DATE  SIGNED 

'0 — OMtsr't  Oltli*  IH— InpoHtnl  Heipltol 

lt->lnSsssnS«nl  ie^rolorv  (sl>*  noms  ond  oddPAit  In  ZCI 

tCf — Eitsndsd  Cors  Facility  01 — Olhtr  locotlsni  ISptlly  In  70 

H — FolUnt'i  Hem*  OH — Oulpallsnl  Heipltol  NH — Nuning  Heme 

INSTRUCTIONS— PLEASE  READ  BEFORE  COMPLETING  THE  OTHER  SIDE  OF  THIS  FORM 


GENERAL  INSTRUCTIONS 

MEDICAL  INSURANCE  PAYS— 80  percent  of  the  reason- 
able charges  for  physicians’  services  and  medical  supplies, 
except  the  first  $50  each  calendar  year  (called  the  $50 
deductible).  Reasonable  charges  arc  determined  by  the 
organization  which  pays  the  claim,  taking  into  account  the 
customary  charges  made  by  the  doctor  and  the  prevailing 
(usual)  charges  of  doctors  in  the  locality. 

Example  of  Payment:  A beneficiary  has  doctor  bills  of 
$500  during  a calendar  year.  The  first  $50  will  not  be 
paid  by  medical  insurance;  the  beneficiary  is  responsible 
for  this  deductible  amount.  Of  Ihc  remaining  $450.  medi- 
cal insurance  will  pay  80  percent,  or  $360.  and  the 
beneficiary  is  responsible  for  20  percent,  or  $90. 

DEDUCTIBLE — The  $50  deductible  applies  each  calendar 
year.  No  expenses  before  the  beneficiary  ’s  medical  insurance 
coverage  date  can  be  used  for  the  deductible.  This  date  is 
shown  on  the  beneficiary's  health  insurance  card.  Be  sure 
to  read  the  full  explanation  of  the  deductible  in  YOUR 
MEDICARE  HANDBOOK,  especially  to  find  out  how  ex- 
penses in  the  last  3 months  of  one  year  may  sometimes  be 
used  for  the  deductible  in  the  next  year. 

Since  the  medical  insurance  plan  does  not  pay  for  any  part 
of  the  $50  deductible,  it  is  recommended  that  the  first  claim 
each  year  not  be  filed  until  the  deductible  has  been  met  for 
that  year. 

HOW  TO  CLAIM — This  form  can  be  used  to  claim  pay- 
ment in  either  of  two  ways; 

1.  Payment  to  the  patient — after  he  has  paid  his  doctor  or 
supplier;  or 

2.  Payment  to  the  doctor  or  supplier — for  unpaid  charges, 
if  boih  the  patient  and  the  doctor  or  supplier  agree  to 
this  method  of  payment,  called  the  “assignment”  method, 

PAYMENT  TO  THE  PATIENT 

The  beneficiary  (patient)  should  complete  Part  I of  this 
claims  form.  He  should  be  sure  to  sign  and  date  it.  If  he 
cannot  sign  his  name,  he  should  make  an  X and  have  it 
witnessed.  The  witness  should  show  his  own  name  and  ad- 
dress on  the  signature  line.  If  the  beneficiary  cannot  make 
the  claim  for  himself,  his  authorized  representative  should 
show  the  beneficiary’s  name  and  “By”  followed  by  his  own 
signature  and  address. 

Itemized  receipted  bills,  including  bills  for  the  deductible 
amount,  must  be  attached  to  the  claims  form,  unless  the  doc- 
tor prefers  to  complete  Part  II.  If  itemized  bills  are  attached. 
THEY  MUST  SHOW; 

• Name  of  person  or  organization  furnishing  the  medical 
services  or  supplies.  If  they  were  not  furnished  by  a 
physician,  the  name  of  the  physician  who  prescribed  the 
services  or  supplies  should  be  shown. 

• Name  of  patient  receiving  services  or  supplies. 

• Each  date  services  or  supplies  were  provided. 

• Place  services  were  provided  (home,  office,  hospital,  etc.). 
If  provided  in  an  independent  laboratory,  its  name  and 
address  must  be  shown. 

• A description  of  the  services  or  supplie.s  provided  on  each 
occasion.  If  the  bill  is  for  ambulance  service,  it  should 
show  the  origin  and  destination. 

• The  charges  for  each  medical  service  or  item. 


• The  receipt  showing  the  bill  was  paid  may  be  on  the  bill 
or  attached  to  it.  Please  do  not  send  cancelled  checks. 

• To  help  speed  handling  of  claims,  the  claim  number 
should  be  written  on  each  bill. 


PAYMENT  TO  THE  DOCTOR  OR  SUPPLIER 

If  all  or  any  part  of  a medical  bill  has  not  yet  been  paid,  the 
patient  may  assign  his  medical  insurance  benefit  payment  so 
that  payment  can  he  made  directly  to  the  physician  (or  sup- 
plier). However,  both  (he  patient  and  the  physician  (or 
supplier)  must  agree  to  this  “assignment”  method  of  pay- 
ment. Under  the  Social  Security  Act.  the  physician  or  sup- 
plier who  accepts  an  assignment  also  agrees  to  accept  the 
reasonable  charge  as  his  full  charge.  (Reasonable  charge 
determinations  are  made  by  the  organization  which  makes 
medical  insurance  payments.)  The  patient,  of  course,  is  still 
responsible  for  the  $50  deductible  and  20  percent  of  the 
remainder. 

If  this  method  is  used,  the  patient  should  complete  Part  I of 
this  claims  form  and  check  “Yes”  in  item  4,  The  physician 
(or  supplier)  should  complete  Part  II  and  check  the  box  in 
Item  12  to  show  his  acceptance  of  the  beneficiary's  assign- 
ment. 


INSTRUCTIONS  TO  PHYSICIAN  OR  SUPPLIER  FOR 
COMPLETING  PART  II 

For  each  date  in  item  7,  the  physician  should  describe  any 
medical  or  surgical  procedure,  attaching  a supplementary 
statement  if  necessary.  If  more  than  one  procedure  or  treat- 
ment was  provided  on  a single  date,  describe  each  procedure 
separately.  Include  any  charges  for  preoperativc  and  post- 
operative care  in  surgical  charges.  If  the  services  or  supplies 
were  not  furnished  by  a physician,  the  supplier  should  show 
in  item  7-D  the  name  of  the  physician  prescribing  them 
whenever  Part  11  is  completed.  A report  for  ambulance 
service  should  show  the  origin  and  destination  in  item  7-C. 
Space  is  provided  for  a physician  identification  number  to 
facilitate  processing  of  the  claim  by  the  organization  making 
payment. 

The  doctor  or  supplier  may  attach  itemized  or  machine- 
prepared  bills  which  contain  the  same  information  required 
by  item  7 of  the  form.  The  patient’s  claim  number  should 
be  shown  on  each  bill.  The  physician  may  show  his  diagno- 
sis either  on  the  bill  or  in  item  7, 

MAILING  INSTRUCTIONS 

Mail  this  form  to  the  organization  handling  medical  insurance 
benefits  in  the  area  where  the  medical  services  or  items  were 
furnished.  The  nearest  social  security  district  office  will  be 
glad  to  help  anyone  who  calls,  writes,  or  telephones  for 
assistance  in  filing  his  claim.  If  it  is  more  convenient,  you 
may  get  help  from  the  organization  designated  to  handle 
medical  insurance  benefits  for  your  area. 

FOR  MORE  INFORMATION 

For  more  information,  please  refer  to  YOUR  MEDICARE 
HANDBOOK.  If  you  have  a question  about  the  way  a par- 
ticular claim  was  handled,  you  should  get  in  (ouch  with  the 
organization  which  made  the  payment  or  with  the  nearest 
social  security  district  office. 


Rewards  from  foreign  travel 

Lome  M.  Phillips,  MD,  Henderson,  Nevada 


You  will  enjoy  this  travelogue,  especially 
with  its  study  of  medical  problems  and 
opportunities  for  service  along  the  way. 

Most  doctors  of  medicine  have  a fundamental 
desire  to  serve  humanity.  This  is  the  drive  that 
helps  them  through  long  hard  years  of  medical 
education.  This  is  the  reason  they  happily  devote 
many  hours  of  their  lives  in  care  of  people  from 
whom  they  know  they  will  receive  no  monetary 
return.  An  increasing  number  of  doctors  are  find- 
ing an  outlet  for  this  urge  by  going  to  countries 
where  medical  needs  are  many  times  greater  than 
in  the  United  States  of  America.  It  has  been  my 
privilege  during  the  past  two  years  to  spend  six 
months  in  1964  on  Okinawa  working  with  the 
Ryukyu  doctors  and  this  year  to  spend  a month 
under  the  auspices  of  Medico,  a service  of  Care, 
in  Afghanistan.  This  article  will  be  primarily  con- 
cerned with  Afghanistan  because  it  was  a more 
recent  experience. 

Since  Afghanistan  is  on  the  opposite  side  of 
the  world  from  the  U.S.A.  one  can  travel  there 
by  way  of  the  Orient  and  return  via  Europe.  Even 
with  the  speed  of  jet  airplanes  a traveler  will  be- 
come exhausted  if  he  does  not  stop  for  several 
days  enroute  on  such  a long  trip.  This  is  partially 
due  to  metabolic  adjustment  required  by  changes 
in  meal  times  and  hours  of  darkness.  Because  of 
my  interest  in  Okinawa,  I stayed  overnight  in 
Tokyo  to  make  connections  with  a plane  the  next 
day  for  Okinawa.  That  night  there  was  an  earth- 
quake but,  since  they  have  approximately  1500 
earth  tremors  a year  in  Japan,  none  of  the  local 
people  were  much  impressed.  In  Okinawa,  much 
to  my  surprise  and  pleasure,  I was  met  at  the 
airport  by  many  doctors  who  had  been  my  as- 
sociates during  the  previous  year.  During  the  next 
two  days  it  was  gratifying  to  see  the  methods  of 
treatment  I had  suggested  previously  being  used. 
Because  of  the  war  between  India  and  Pakistan 
it  was  necessary  to  enter  Afghanistan  by  way  of 
Iran  (formerly  Persia).  While  awaiting  plane  con- 
nections to  Kabul,  the  capital  of  Afghanistan,  I 


stayed  at  the  Teheran  Hilton  Hotel.  One  interest- 
ing experience  here  was  to  see  the  Shah  (or  king) 
of  Iran  eating  in  the  hotel  coffee  shop  with  about 
twenty  of  his  aides.  The  staff  were  so  excited  by 
this  that  it  took  considerable  time  to  get  them  to 
bring  me  a menu.  The  crown  jewels  of  Iran  are 
on  display  in  a vault  in  one  of  the  banks  in 
Teheran  and  it  is  an  impressive  sight.  Even  more 
impressive  is  that  these  jewels  have  been  pledged 
as  security  for  loans  to  develop  the  country.  The 
striking  thing  on  arrival  in  Kabul,  Afghanistan  is 
a mixture  of  the  old  and  the  new.  One  sees  cars, 
camels,  donkeys,  bicycles  and  horses  being  used 
as  methods  of  transportation.  There  are  new 
modern  hotels  a short  distance  from  clay  brick 
buildings  that  appear  to  be  hundreds  of  years  old. 

Only  within  the  past  thirty  years  has  medicine 
as  we  practice  it  begun  to  progress  in  Afghanistan. 
Prior  to  this,  medical  treatment  was  the  ancient 
Arabic  system  practiced  by  the  “Mullahs”  or  re- 
ligious leaders.  This  is  still  the  only  treatment 
available  in  remote  villages.  In  many  cases,  even 
in  the  cities,  Arabic  medicine  has  been  tried  for 
some  time  before  people  seek  help  of  doctors 
trained  in  western  medicine.  There  are  over 
1 2,000,000  people  in  Afghanistan  and  only  about 
600  doctors.  There  are  two  medical  schools  in 
the  country,  one  in  Kabul  that  was  started  in  1938 
and  one  at  Jalalabad  which  has  not  been  in  oper- 
ation long  enough  to  have  any  graduates  as  yet.  I 
met  the  Professor  of  Surgery  at  the  Kabul  Uni- 
versity Medical  School  and  was  interested  to  learn 
that  he  had  trained  under  Dr.  Frederick  A.  Coder 
of  the  University  of  Michigan  who  died  in  1964. 
He  was  quite  proud  of  the  fact  that  Dr.  Coder 
had  been  his  teacher.  I visited  the  medical  school 
at  Jalalabad  where  there  is  a great  need  for  teach- 
ing help.  The  Dean  of  the  school  speaks  English 
and  is  a sincere  and  dedicated  individual.  He  has 
a wed  planned  program  and  if  he  can  only  obtain 
the  teaching  help  that  he  needs,  and  has  requested 
from  the  U.S.A..  his  school  could  develop  into  an 
outstanding  institution.  This  could  be  a wonderful 
experience  for  an  American  doctor,  and  also 
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create  a better  understanding  of  our  country  by 
the  Afghan  people. 

The  hospital  where  I was  privileged  to  demon- 
strate surgical  technic  and  teach  was  in  the 
southern  part  of  Afghanistan  in  a small  town 
called  Bost.  The  80  bed  hospital  had  been  built 
by  the  U.S.  under  AID  and  was  occupied  in  1964. 
The  medical  staff  consisted  of  two  general  practi- 
tioners, three  nurses  and  a laboratory  technician 
under  Medico,  a nurse  from  the  Peace  Corps,  and 
five  Afghan  doctors  including  the  hospital  ad- 
ministrator. 

The  ruined  city,  Qual-i-Bist,  mentioned  in 
Michener’s  book,  “Caravans,”  is  within  sight  of 
Bost.  Approximately  1000  years  ago  the  sur- 
rounding land  was  irrigated  and  supported  a 
population  of  possibly  500,000  people.  There  are 
only  one  tenth  that  number  of  people  in  the  area 
now.  Under  the  Helmand  Valley  Authority,  dams 
and  irrigation  canals  have  been  built  with  U.S. 
help  and  an  attempt  is  being  made  to  restore 
fertility  of  the  soil.  There  are  about  120  Ameri- 
cans in  Bost,  most  of  them  employed  in  projects 
associated  with  electric  power  or  irrigation. 

Many  patients  have  the  same  diseases  found  in 
the  U.S. A.  The  only  difference  was  the  much 
more  advanced  pathology.  Intestinal  parasites 
were  common  and  frequently  stool  specimens 
would  contain  more  than  one  variety.  Many  of 
the  people  are  blind  and  only  need  the  help  of 
an  ophthalmologist  to  see  again.  Adults  seemed  to 
tolerate  massive  trauma  with  less  reaction  than 
Americans.  This  was  illustrated  by  a compound, 
severely  comminuted  fracture  of  the  upper  end 
of  the  femur  due  to  a rifle  bullet.  The  patient 
traveled  about  100  miles  across  the  desert  and 
was  brought  into  the  emergency  room  on  a blan- 


ket. He  had  only  minimal  fever  and  his  general 
condition  was  good.  There  must  have  been  an 
interesting  story  in  the  background  of  this  case, 
but  I was  unable  to  obtain  any  details,  except 
that  the  wound  of  entrance  was  posterior  and 
most  of  the  bullet  went  out  the  front  of  the  thigh. 
Stones  in  the  urinary  bladder  of  male  children, 
aged  four  to  six  years,  were  common.  This  could 
be  a productive  area  for  research  because  the  diet 
and  parasites  would  be  similar  in  the  female  child 
but  they  did  not  develop  calculi.  Tuberculosis  is 
prevalent  and  when  diagnosed  the  patient  was  sent 
home  because  of  dangers  of  infection  to  the  at- 
tending staff  and  other  patients. 

Afghanistan  has  a distinguished  history.  The 
ruins  of  ancient  civilization  to  be  found  here  are 
an  archaeologist’s  paradise.  The  Afghans,  for 
hundreds  of  years,  have  suffered  ordeals  of  war 
and  fought  bravely  for  their  independence. 
Genghis  Khan,  Alexander  the  Great  and  others 
brought  death  and  destruction  but  still  the  people 
would  rise  again  to  fight  for  their  freedom.  We  in 
the  U.S. A.  have  been  so  fortunate  in  our  relatively 
short  history. 

As  doctors  we  have  much  that  we  can  share 
with  the  less  fortunate  areas  in  the  world.  People 
fundamentally  are  the  same  the  world  over. 
Worldwide  peace  can  only  be  achieved  as  we  get 
to  know  the  people  in  other  countries  and  they 
get  to  know  us. 

The  American  Medical  Association  is  a good 
source  for  any  doctor  who  wishes  information 
about  organizations  doing  volunteer  work  in  other 
countries.  This  requires  some  sacrifice  but  the 
personal  satisfaction  of  helping  where  the  need  is 
great  is  more  than  adequate  reward.  • 


How  to  Disserve  the  Public 

No  one  can  deny  that  the  provisions  of  the  Federal  Food,  Drug  and  Cosmetic  Act  and  its 
Amendments  are  in  the  public  interest  and  promote  drug  safety  to  a degree  not  surpassed  any- 
where in  the  world.  But  it  must  be  recognized — and  this  I cannot  stress  too  strongly — that  the 
provisions  of  these  drastic  and  far  reaching  amendments  should  be  administered  in  a scien- 
tific and  flexible  manner.  An  overly  strict  interpretation  and  application  of  the  legal  and  regu- 
latory language  of  the  recent  Amendments  could  stifle  the  development  and  production  of  new 
drugs.  To  regulate  the  production  and  use  of  drugs  by  responding  to  pressure  groups  and  to 
the  whim  and  fancy  of  biased  and  overly  critical  individuals  whether  lay  or  scientific,  would 
be  a disservice  to  the  public. — Joseph  F.  Sadusk,  Jr.,  MD,  to  American  College  of  Physicians, 
New  York,  April  19,  1966. 
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Abstract  of  Minutes 
House  of  Delegates  of 
Colorado  Medical  Society 

Thirty-First  Annual  Midwinter  Clinical  Session 
March  1-3,  1966 

FIRST  MEETING 

Tuesday,  March  1,  1966 

1.  Call  to  Order 

The  Interim  Session  of  the  Colorado  Medical  So- 
ciety House  of  Delegates,  held  at  the  Brown  Palace 
Hotel,  Denver,  Colorado,  on  March  1-3,  1966  in  con- 
junction with  the  Thirty-First  Annual  Midwinter 
Clinical  Session  of  the  Society,  convened  at  10:00 
a.m.,  March  1,  1966.  Marvin  Johnson,  MD,  Speaker, 
and  Matthew  L.  Gibson,  MD,  Vice  Speaker,  presid- 
ing: 

2.  Report  of  Credentials  Committee 

Alan  I.  Bortz,  MD,  Chairman  moved  that  Dr. 
Martin  Van  Der  Schouw  be  seated  for  Dr.  Richard 
Hansen  of  Larimer  County.  Since  the  Handbook 
was  printed.  Dr.  Vincent  Gardner,  Delegate,  Dr. 
Edward  Merritt,  Alternate  were  elected  by  the 
Montelores  Medical  Society.  Dr.  Milton  Wiggins  was 
elected  as  the  additional  Delegate  for  El  Paso 
County.  105  Delegates  out  of  a possible  111  were 
seated. 

3.  Invocation  and  Pledge  of  Allegiance 

The  Speaker  called  upon  Dr.  Paul  Hamilton  to 
deliver  the  invocation. 

President  Hildebrand  led  the  House  in  the  Pledge 
of  Allegiance  to  the  Flag. 

4.  Minutes  of  Annual  Session  Meeting,  September 
19-22, 1965 

Minutes  were  approved  as  published  in  the  De- 
cember, 1965  issue  of  the  Rocky  Mountain  Medical 
Journal. 

4.  Recognition  of  Honored  Guests 

Speaker  Johnson  recognized  the  presence  of  Dr. 
John  Cline,  Past  President  of  the  American  Medical 
Association,  and  Mr.  Harvey  T.  Sethman.  He  then 
called  upon  Dr.  John  Conger,  Dean  of  the  University 
of  Colorado  School  of  Medicine,  who  addressed  the 
House. 


5.  Speaker’s  Remarks 

Dr.  Marvin  Johnson  announced  the  following 
changes  in  Reference  Committee  assignments:  Dr. 
James  Hensen,  to  Reference  Committee  on  Miscel- 
laneous Business;  Dr.  James  Perkins,  Reference  Com- 
mittee on  Public  Health;  Dr.  Martin  Van  Der 
Schouw  to  replace  Dr.  Richard  Hansen  on  the 
Reference  Committee  of  Board  of  Trustees  and  Ex- 
ecutive Office.  The  House  received  the  verbal  report 
of  the  Speaker. 

6.  Reports  of  Officers  and  Committees 

Reports  printed  in  the  Handbook  were  referred  to 
Reference  Committees  as  indicated  in  the  Handbook, 
with  the  exception  of  page  15  of  the  report  of  the 
Board  of  Trustees,  relating  to  Public  Law  89-97 
which  was  referred  to  the  Reference  Committee  on 
Legislation  and  Public  Relations. 

President  Hildebrand  presented  a verbal  supple- 
mental report  of  the  Board  of  Trustees.  The  entire 
report  with  the  exception  of  the  last  paragraph  was 
referred  to  the  Reference  Committee  on  Board  of 
Trustees  and  Executive  Office.  The  following  para- 
graph was  referred  to  the  Reference  Committee  on 
Legislation  and  Public  Relations.  "The  Board  recom- 
mends that  a Medicare  Advisory  Committee  be 
formed  and  that  it  be  separate  and  distinct  from  any 
committee  now  existing.” 

President  Hildebrand  presented  a verbal  report  as 
the  Society's  President,  referred  to  the  Reference 
Committee  on  Legislation  and  Public  Relations. 

The  House  received  a verbal  report  from  AMA 
Delegate,  Dr.  Kenneth  Sawyer,  referred  to  the  Ref- 
erence Committee  on  Professional  Relations. 

Dr.  Robert  G.  Bosworth,  Jr.,  presented  two  printed 
supplemental  reports  distributed  to  each  member  of 
the  House  from  the  Council  on  Medical  Service's 
ad  hoc  Committee  on  Medicare.  These  published  re- 
ports were  referred  to  the  Reference  Committee  on 
Legislation  and  Public  Relations. 

Dr.  Robert  Hawley  presented  a verbal  report  on 
the  preceptorship  program  under  the  Council  on 
Scientific  Education:  This  report  was  received  for 
information  and  was  not  referred. 

Dr.  Harry  Hughes,  President  of  Blue  Shield,  pre- 
sented a verbal  report  referred  to  the  Reference  Com- 
mittee on  Insurance  and  Prepayment  Plans. 

Dr.  Robert  McCurdy,  Chairman  of  the  Blue  Shield 
Advisory  Committee,  presented  a verbal  report  which 
was  referred  to  the  Reference  Committee  on  Insur- 
ance and  Prepayment  Plans. 

7.  Election  of  Nominating  Committee 

The  Speaker  called  for  nominations  for  the  Nomi- 
nating Committee.  The  following  physicians  were 
elected  by  written  ballot:  Drs.  Clyde  Stanfield,  Den- 
ver; Dr.  Roy  Shore,  Weld;  Dr.  James  Hensen, 
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Pueblo;  Dr.  Carl  Manganaro,  Northeast;  Dr.  Morgan 
Durham,  Clear  Creek;  Dr.  Vernon  Bolton,  El  Paso; 
Dr.  Alan  Bortz,  Arapahoe. 

8.  Resolutions:  Resolution  No.  1 was  referred  to 
Reference  Commitfee  as  indicated  in  the  Handbook. 
Nos.  2 and  4 were  referred  to  the  Reference  Com- 
mittee on  Legislation  and  Public  Relations,  and  No. 
3 was  referred  to  the  Reference  Commiffee  on  Public 
Health.  Resolutions  Nos.  5 through  13  were  printed 
and  distributed  to  the  House,  and  referred  as  in- 
dicated, with  the  e.xception  of  Resolution  No.  9 which 
was  referred  to  the  Reference  Committee  on  Insur- 
ance and  Prepayment  Plans. 

9.  Executive  Session.  The  House  retired  to  Execu- 
tive Session  and  received  a Resolution  from  Dr. 
Kenneth  Kahn,  Delegate  from  the  Boulder  County 
Medical  Society. 

SECOND  MEETING 

March  3,  1966 

1.  Call  to  Order.  Speaker  Johnson  called  the  House 
to  order  at  2:00  p.m.  The  Secretary  reported  that  a 
total  of  102  Delegates  were  seated.  Reading  of  the 
condensed  minutes  of  the  March  1 meeting  was 
dispensed  with. 

DEFINITIVE  ACTIONS 

I.  Handbook  Reports 

A.  Report  of  the  Board  of  Trustees — Approved 
as  printed  on  pages  1 1 through  16  of  the  Handbook. 
Paragraph  entitled  PL  89-97  on  page  15  was  in- 
corporated with  Supplemental  Report  No.  2 of  the 
Ad  Hoc  Committee  on  Medicare. 

B.  Report  of  the  Judicial  Council — Approved  as 
carried  on  pages  16-18  of  the  Handbook. 

C.  Report  of  the  AM  A Delegation — Approved  as 
printed  on  page  19  of  the  Handbook. 

D.  Report  of  the  Foundation  Advocate — Ap- 
proved as  printed  on  page  20  of  the  Handbook. 

E.  Report  of  the  Historian — Approved  as  printed 
on  pages  20  and  2 1 of  the  Handbook.  Added  an  ad- 
ditional paragraph  Numbered  5:  “A  further  ques- 
tionnaire should  be  sent  to  the  membership  at  a 
suitable  interval  after  the  first  questionnaire  is  com- 
pleted. 

F.  Report  of  the  Executive  Secretary — Approved 
as  printed  on  pages  21-24  of  the  Handbook. 

G.  Report  of  the  Council  on  Interprofessional  Re- 
lations— Approved  as  printed  on  pages  24-25  of  the 
Handbook. 

H.  Report  of  the  Council  on  Legislation — Ap- 
proved as  printed  on  pages  25-27  of  the  Handbook. 

I.  Report  of  the  Council  on  Medical  Service — 
Approved  as  printed  on  pages  27-33  of  the  Hand- 
book. Amended  paragraph  numbered  6.  on  page  34 
of  the  report  of  the  Committee  on  Medical  Aspects 
on  Sports  to  read:  “6.  Group  children  according  to 
their  weight  and  age  except  in  contact  sports  where 
weight  and  physical  development  is  of  prime  con- 
sideration.” Approved  remainder  of  the  report  as 
printed  on  pages  34  and  35  of  the  Handbook. 


J.  Report  of  the  Council  on  Public  Health — Ap- 
proved as  printed  on  pages  36  and  37  of  the  Hand- 
book. Amended  the  report  of  the  Addictions  Com- 
mittee on  page  38,  changing  the  word  “drunks”  to 
"alcoholics”  in  the  second  paragraph;  and  substitu- 
ting the  words  “very  limited”  for  the  word  “no”  in 
the  third  line  of  paragraph  3;  Deleting  the  fourth 
and  fifth  paragraphs  on  page  38  (lines  20  through 
30).  The  Reference  Committee  stated:  “after  listen- 
ing to  testimony  concerning  the  Ft.  Logan  Alcohol- 
ism Division,  your  committee  concludes  that  the  Ft. 
Logan  Hospital  is  under  competent  medical  direc- 
tion and  is  striving  to  handle  this  tremendous  prob- 
lem of  alcoholism  with  the  presently  available  staff 
of  physicians  plus  ancillary  personnel.  Increase  in 
the  number  of  psychiatrists  on  the  staff  is  being  at- 
tempted by  the  Alcoholism  Division  at  the  present 
time,  but  no  applicants  have  applied  for  these  po- 
sitions. The  use  of  ancillary  medical  care  in  the 
treatment  of  the  alcoholic  is  freely  admitted  as  there 
is  no  other  way  to  handle  the  problem.  The  need 
for  an  increase  in  available  funds  for  the  Alcoholism 
Division  is  recognized  by  your  committee.”  The 
Reference  Committee  stressed  the  magnitude  of  the 
problem,  and  expressed  the  hope  that  the  Society 
will  continue  to  give  strong  support  to  its  Addictions 
Committee  in  its  efforts  to  improve  the  lot  of  the 
Alcoholic.  Approved  the  report  of  the  Automotive 
Safety  Committee  on  pages  38  and  39  of  the  Hand- 
book and  endorsed  the  “Merit  Plan  for  Judges.”  Ap- 
proved the  remainder  of  the  report  of  the  Council 
on  Public  Health  as  printed  on  pages  40  through  44, 
urging  that  the  report  of  the  Mental  Health  Com- 
mittee on  pages  42-44  of  the  Handbook  be  reported 
to  all  component  societies  and  read  to  all  members. 
Approved  the  report  of  the  Venereal  Disease  Com- 
mittee on  pages  45  and  46  of  the  handbook,  deleting 
paragraph  numbered  4 on  page  46.  (See  action  on 
Resolution  No.  6.) 

K.  Council  on  Scientific  Education — Amended  the 
first  paragraph  of  the  report  on  page  47,  deleting  the 
word  “not”  at  the  end  of  line  12;  substituting  the 
words  “at  times”  for  the  words  “on  dates”  on  line 
13  of  that  paragraph  and  adding  the  word  “not” 
after  the  word  “be”  in  line  14. 

Adopted  the  recommendation  of  the  Reference 
Committee  “that  specialty  organizations  be  encour- 
aged to  hold  meetings  at  the  time  of  the  Annual 
Session,  and  that  in  fact  these  specialty  meetings  be 
integrated  as  much  as  possible  with  the  scientific 
portion  of  the  Annual  Session.”  Approved  the  second 
paragraph  on  page  47,  and  expressed  the  hope  that 
the  format  of  the  Midwinter  session  could  be  changed 
to  conform  to  that  of  the  Annual  Session,  and  the 
hope  that  the  Council  will  see  fit  to  arranging  a 
time  that  would  include  a week-end  for  the  meeting. 

Approved  the  report  as  printed  on  pages  48  and 


All  amended  reports,  supplemental  and  verbal  reports, 
Reference  Committee  Reports  and  Resolutions  are  on  file 
with  the  Secretary  of  each  Component  Society,  or  copies 
may  be  obtained  upon  request  from  the  Executive  Office.  A 
complete  digest  of  actions  of  the  House  was  carried  in  the 
March  21.  1966  issue  of  Colorado  Medicine. 
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49  with  the  exception  of  the  paragraph  on  "Quack- 
ery" concerning  which  the  Reference  Committee 
made  the  following  comment: 

. . . “Whereas,  We  recognize  the  valuable  assistance  given 
to  this  problem  of  the  Governor's  Committee  on  Cancer 
Quackery,  we  continue  to  be  disappointed  at  the  apparent 
lack  of  effort  given  to  this  ever-increasing  problem  by  the 
Committee  on  Quackery  of  the  Colorado  Medical  Society 
. . . we  would  like  to  reiterate  what  we  feel  to  be  a 
necessity  for  increased  efforts  in  this  area  of  public  health 
and  public  relations.  We  urge  the  appropriate  committees  in 
all  areas  associated  with  medical  quackery  in  all  of  its 
forms  to  utilize  every  means  of  publicizing  this  problem  in 
order  to  protect  as  much  as  possible,  the  lay  public” 

II.  Verbal  and  Supplemental  Reports 

A.  Board  of  Trustees — Approved  as  presented. 

B.  Report  of  the  President — Approved  as  pre- 
sented. 

C.  Report  of  the  AM  A Delegate — Approved  as 
presented.  In  addition  approved  a recommendation 
of  the  Reference  Committee  for  a $25.00  increase 
in  AMA  Dues  for  the  proper  maintenance  of  our 
national  body,  and  that  a survey  be  made  by  the 
AMA  to  determine  what  the  doctors  want  and  what 
they  are  using  with  regard  to  journal  publications 
and  other  material  with  the  possibility  of  reducing 
mailing  expenses  of  non-essential  material. 

D.  Supplemental  Report  No.  1,  Ad  Hoc  Com- 
mittee on  Medicare — Approved  the  published  report, 
amending  Paragraph  No.  5,  substituting  the  word 
“reimbursement”  for  the  word  “basis”  in  the  last 
line  of  that  paragraph,  and  amending  Paragraph  No. 
7,  substituting  the  word  “shall”  for  the  word 
“should.” 

E.  Supplemental  Report  No.  2,  Ad  Hoc  Com- 
mittee on  Medicare — Approved  the  published  re- 
port, recognizing  the  great  volume  of  work  and  time 
that  the  Ad  Hoc  Committee  on  Medicare  has  exer- 
cised in  performing  their  responsibilities  and  com- 
pliments them  on  this  excellent  report.  Recommends 
the  implementation  of  all  the  suggestions  contained 
in  the  supplementary  report,  and  the  development 
of  the  organization  plans  that  are  incorporated. 

F.  Report  of  the  President  of  Blue  Shield — Ap- 
proved as  presented. 

G.  Report  of  the  Chairman  of  the  Blue  Shield 
Advisory  Committee — -Approved  as  presented. 

III.  RESOLUTIONS. 

No.  1.  “Certificates  of  Health  for  Day  Camp  At- 
tendance”— Introduced  by  Morgan  County  Medical 
Society.  Approved  as  printed  on  page  50  of  the 
Handbook. 

No.  2.  “Billing  for  Services  of  Radiologists" — In- 
troduced by  Dr.  Henry  Toll  on  behalf  of  the  Colo- 
rado Radiological  Society.  Approved  as  printed  on 
pages  50  and  51  of  the  Handbook,  amending  the 
last  “Resolve”  to  read  as  follows: 

“Be  It  Further  Resolved,  That  the  Board  of  Trustees  of 
the  Colorado  Medical  Society  form  a Committee  to  dispense 
information  and  assist  its  members  in  the  implementation 
of  these  policies  and  forward  a copy  of  this  resolution  to 
Blue  Cross-Blue  Shield  Plans  of  Colorado,  to  such  insurance 
carriers  it  deems  advisable,  to  the  Colorado  Hospital  As- 
sociation, to  the  President  of  the  Medical  Staff  of  each  hos- 
pital in  Colorado  and  include  with  this  a request  that  they 
cooperate  with  the  Colorado  Medical  Society  in  effectuating 
this  principle  of  separate  billing.” 


The  Reference  Committee  reported  that  this  Reso- 
lution had  been  referred  to  the  Judicial  Council  for 
its  opinion  on  the  ethical  questions  involved  and  it 
was  the  opinion  of  the  Judicial  Council  that  there  is 
nothing  in  Resolution  No.  2 that  is  in  conflict  with 
any  of  the  Principles  of  Medical  Ethics  adopted  by 
the  American  Medical  Association  or  by  fhe  Judicial 
Council  of  the  Colorado  Medical  Society. 

No.  3.  “Guidelines  for  Medical  Staff  Function" — 
Introduced  by  Boulder  County  Medical  Society.  Ap- 
proved as  printed  on  pages  51  and  52  of  the  Hand- 
book. 

No.  4.  Contracts  Between  Physicians  and  Hospitals 
— Introduced  by  Arapahoe  County  Medical  Society. 
Approved  as  printed  on  page  52  of  the  Handbook, 
amending  the  Resolve  to  read: 

“Be  It  Resolved,  That  the  Colorado  Medical  Society  de- 
clare that  all  contracts  between  physicians  and  hospitals 
which  divide  fees  collected  for  professional  services  to  pa- 
tients are  unethical.” 

It  was  the  judgment  of  the  Reference  Committee 
that  the  last  two  lines  of  the  original  “Resolve”  had 
been  covered  by  Resolution  No.  2.  This  resolution 
in  its  modified  form  was  referred  to  the  Judicial 
Council  for  its  opinion  on  the  ethical  questions  thus 
presented.  The  following  opinion  has  been  given  by 
the  Judicial  Council:  “It  is  the  opinion  of  the  Judicial 
Council  that  there  is  nothing  in  Resolution  No.  4 in 
the  form  submitted  to  the  Council  for  review  (being 
the  resolution  as  set  forth  on  page  52  of  the  Hand- 
book with  the  last  two  lines  thereof  deleted ) that  is 
in  conflict  with  the  Principles  of  Medical  Ethics 
adopted  by  the  American  Medical  Association  or  by 
the  Judicial  Council  of  the  Colorado  Medical  So- 
ciety.” 

No.  5.  “Fees  for  Local  Welfare  Departments" — ■ 
Introduced  by  Fremont  County  Medical  Society. 
Approved  as  distributed  to  the  House  of  Delegates 
with  the  following  changes  in  the  fourth  paragraph: 

“Whereas,  These  services  should  be  reimbursed  at  his  usual 
and  customary  rate  lest  a precedent  for  future  rate  cuts  be 
established”; 

and  that  the  “Resolve”  be  changed  to  read: 

“Resolved.  That  the  Colorado  Medical  Society  endorse  and 
encourage  the  action  of  its  component  societies  in  dealing 
with  local  Welfare  Agencies  in  requiring  that  remuneration 
for  Services  be  developed  on  the  physician's  usual,  customary, 
and  reasonable  basis.” 

No.  6.  “Venereal  Disease  Legislation” — Introduced 
by  Clear  Creek  Valley  Medical  Society.  Referred 
with  item  4.  on  page  46  of  the  Handbook,  to  the 
Council  on  Legislation  for  consideration  and  suitable 
action  after  consultation  with  legal  counsel. 

No.  7.  AMA  Dues — Introduced  by  Clear  Creek 
Valley  Medical  Society.  Tabled  for  discussion  under 
unfinished  business  at  the  Annual  Session  meeting. 

No.  8.  “Utilization  Committees" — Introduced  by 
Clear  Creek  Valley  Medical  Society.  Not  adopted. 
Covered  in  other  portions  of  material  considered, 
especially  supplemental  Report  No.  2 of  the  Ad  Hoc 
Committee  on  Medicare.  (See  1st  page  second  meet- 
ing of  these  minutes.) 

No.  9.  “Professional  Advisory  Committee  on 
Fees” — Introduced  by  the  Ad  Hoc  Committee  on 
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Medicare.  Adopted  an  amended  Resolution  as  fol- 
lows: 

"Whereas,  The  House  of  Delegates  of  the  Colorado  Medical 
Society  has  firmly  established  the  policy  that  physicians 
should  charge  their  usual  and  customary  fees  for  their  ser- 
vices under  any  governmental  medical  care  program;  and 
Whereas,  There  is  ever-increasing  need  for  some  guideline 
as  to  what  constitutes  a prevailing  usual  and  customary  fee 
for  the  practice  of  medicine  in  Colorado;  Therefore 
Be  It  Resolved,  That  the  Colorado  Medical  Society  create 
a committee  to  be  known  as  the  Advisory  Committee  on 
Fees,  to  implement  the  use  of  the  relative  value  scale,  and 
such  other  measures  as  may  be  applicable,  to  aid  in  determi- 
nation of  guide  lines  for  usual  and  customary  fees;  and 

Be  It  Further  Resolved.  That  this  Committee  may  act  in  an 
advisory  capacity  to  third  parties  and  physicians  when  so 
requested;  and 

Be  It  Further  Resolved,  That  this  Committee  continue  to 
develop  reliable  methods  and  surveys  for  review  and  re- 
vision, by  which  reasonableness  of  fees  may  be  determined 
in  areas  of  practice  and  in  geographic  localities;  and 

Be  It  Further  Resolved.  That  this  Committee  be  composed 
of  seven  members,  three  members  from  the  Relative  Value 
Committee,  one  member  to  be  from  the  Ad  Hoc  Committee 
on  Medicare,  and  three  knowledgeable  members  from  the 
membership  of  Colorado  Medical  Society.  If  in  the  future  it 
is  felt  that  the  composition  of  this  Committee  should  be 
changed,  the  Committee’s  composition  should  be  reviewed 
by  the  House  of  Delegates. 

The  provisions  of  this  Resolution  shall  supersede  any  pre- 
vious action  of  the  House  of  Delegates  inconsistent  with  the 
provisions  thereof. 

No.  10.  “Colorado  Winter  Clinics” — Introduced 
by  Denver  Medical  Society.  Implementation  of  this 
Resolution  will  require  a Constitution  and  By-Law 
amendment. 


Catering  Manager,  for  the  excellence  of  the  room  arrange- 
ments and  meal  functions  which  were  enjoyed  by  the  entire 
membership.  And  I move  that  this  resolution  be  spread  on 
the  minutes  of  the  House  and  be  a part  of  the  proceedings 
of  this  session.” 

There  being  no  further  business  the  Speaker  de- 
clared the  House  adjourned  without  day  at  4:30  p.m. 


HOUSE  OF  DELEGATES  ROLL  CALL 
MIDWINTER  CLINICAL  SESSION,  MARCH  1-3,  1966 


Component 

Society 

Delegates 

Alternates 

Adams  County- 

Martin,  William  (1)  (2) 

O’Dell,  Robert 

Aurora 

Palmieri,  Anthony  (1) 

Cersonsky,  H.  Sol 

Arapahoe 

(2) 

Bortz,  Alan  (1)  (2) 

Hughes,  Clarence 

Fraser,  Charles  (1)  (2) 

Carver,  Robert 

Grund,  Walter  J.  (1) 

Jobe,  William 

(2) 

Stewart,  John  (1) 

Dumm,  James  (2) 

Wood,  John  (1)  (2) 

Dunphy,  Stephen 

Boulder 

Kahn,  Kenneth  (1)  (2) 

Gillette,  Warren 

Kerkhoff,  Stanley 

Hardenbergh, 

McCurdy,  Robert  S.  (2) 

Firmon  (1)  (2) 
Amoroso,  Christian 

McFarland,  Robert  (1) 

Gordon,  Leon 

(2) 

Takahashi,  William  (1) 

Strenge,  Henry 

(2) 

Yost,  Byron  (1)  (2) 

■Wherry,  Harry 

Chaffee 

Mehos,  William  (1) 

Light,  Mason 

No.  1 1.  “Pap  Smears” — Introduced  by  the  Council 
on  Public  Health.  Adopted  as  distributed  to  the 
House. 

No.  12.  “RLS  Committee  Authority  and  Respon- 
sibility”— Introduced  by  F.  A.  Garcia  for  the  Den- 
ver Academy  of  Surgery.  Not  approved.  Big  dif- 
ference in  this  Resolution  and  No.  9 is  that  we 
choose  a separate  committee.  The  Reference  Com- 
mittee felt  that  a smaller  committee  is  important  and 
would  always  have  access  to  the  Relative  Value 
Committee.  (See  Resolution  No.  9,  pages  69-70) 

No.  13.  “Relative  Value  Scale” — Introduced  by 
William  Rettberg,  MD,  for  the  Colorado  Society  of 
Internal  Medicine.  Disapproved  on  basis  that  perti- 
nent parts  of  this  resolution  are  covered  in  No.  9. 
( See  pages  69-70 ) 

No.  14.  “Standards  for  Hospital  and  Medical 
Facilities” — Introduced  in  executive  session  by  the 
Boulder  County  Medical  Society,  was  considered 
in  executive  session  and  the  following  action  re- 
corded in  open  session:  Approved  and  referred  to 
the  Committee  on  Medical  Facilities  and  the  Council 
on  Medical  Service  for  suitable  action,  the  Com- 
mittee on  Medical  Facilities  to  report  directly  to  the 
House  of  Delegates. 

No.  15.  This  Resolution  was  introduced  by  Drs. 
Marvin  Johnson  and  Paul  Hildebrand  and  read  ver- 
bally to  the  House  and  unanimously  approved: 

“Resolved,  That  the  House  of  Delegates  of  the  31st  Annual 
Midwinter  Clinical  Session  of  the  Colorado  Medical  Society 
and  the  Society’s  officers,  commend  the  Brown  Palace  Hotel 
of  Denver  and  its  entire  staff  for  the  excellent  facilities  and 
cooperation  extended  by  the  Hotel  and  especially  commend 
Mr,  William  Sagasser,  Sales  Manager  and  Mr.  John  Ghigliano, 
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Ansley,  Robert  (1)  (2) 
Campbell,  B,  E.  (1)  (2) 
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(2) 

Dean,  Carlton 

Durham,  Morgan  (1) 

(2) 

Maruyama,  Herbert  (1) 
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Sadler,  Dean  (1) 
Sontag,  Stanley  (1)  (2) 
Walker,  H.  B.  (1)  (2) 


Markham,  Allen 
Miller,  William 
Doyle,  John 

Bridgeman,  John 
(1)  (2) 

Collier,  Douglas 

Traylor,  Frank 

Haynes,  Robert 
Chamberlin,  John 
Hollister,  E.  E. 


Bennett,  Robert  (1)  (2)  Hick,  L.  L. 


Denver 


Amesse,  John  (1)  (2) 
Ashe,  S.  M.  Prather  (1) 
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Atkins,  Dale  (1)  (2) 
Badger,  E.  Bruce  (1)  (2) 
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Buchtel,  Henry  (1)  (2) 
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Garcia,  F.  A,  (1)  (2) 
Gromer,  Terry  (1)  (2) 
Grow,  John  (2) 
Hamilton,  Paul  (1)  (2) 

Hinds,  Harry  (1)  (2) 
Hughes,  Harry  (1)  (2) 
Isbell,  N.  Paul  (1) 


Kovarik,  Joseph  (1)  (2) 
Lewis,  Henry  M.  (1)  (2) 
Liggett,  William  (1)  (2) 
Lipscomb,  William  (1) 
(2) 

Livingston,  Wallace  (1) 
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Lasater,  Gene 
Sunderland,  Karl 

Hines,  William 
Williams,  Ben 
Chisholm,  R.  Neil 
Reimers,  Wilbur 
Fisher,  H.  Calvin 
Roessing, 
Lawrence  (1) 
Pear,  Bertram 

Cullen,  Richard 
Coleman,  Thomas 
Maresh,  Gerald 
Zarlengo,  Roland 
Strain,  James 
Brock,  L.  Loring 
Kaplan,  Max  (1) 
Alexander,  C. 

Houston 
Duman,  Louis 
Blandford,  Sidney 
Alexander,  Martin 
Wherry, 

Franklin  (21* 
Bograd,  Nathan 
Anderson,  Martin 
Appelbaum,  Jerry 
Bronson,  Howard 

Rademacher, 

Raymond 
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Component 

Society  Delegates 


Alternates 


Component 

Society 

Delegates 

Alternates 

Denver 

Longwell,  Freeman  (1) 

Hermann,  Gilbert 

Continued 

(2) 

Lubchenco,  A.  E. 

Phelps,  McKinnie 
(1)  (2) 

McClintock,  Homer  (1) 
(2) 

Hoch,  Peter 

McCurdy,  Robert  E.  (1) 
(2) 

Barth,  Robert 

McGlone,  Frank  (1)  (2) 

Gipson,  Bernard 

Meiklejohn,  Gordon  (1) 
(2) 

McAfee,  John 

Mitchell,  Roger 

Blackwood, 

Charles  (1) 
Appelbaum, 

Jerry  (2) * 

Nelson,  John  M.  (1)  (2) 

Bouslog.  John  S. 

Perkins,  James  (1) 

(2) 

Massa,  Emil 

Philpott,  James  (1)  (2) 

Ogura.  George 

Prevedel,  Arthur 

Butterfield,  Joseph 
(2) 

Rettberg,  William  (1) 

(2) 

Clarke,  J.  Philip 

Rothenberg,  Herbert  (1) 

Anderson,  Cyrus 
(2) 

Smyth,  Charley  (1) 

Kurland.  Stanley 
Reimers,  Wilbur 
(2)* 

Stanfield,  Clyde  (1)  (2) 

Curry,  Marcia 

Toll,  Henry  W.  (1)  (2) 

Wherry,  Franklin 

Tyner,  George  (1)  (2) 

Glassburn,  Alba 

Virtue,  Robert  (1)  (2) 

Becker,  Harold 

Wilson,  William  (1)  (2) 

Marchioro, 

Thomas  L. 

Eastern 

Ross,  C.  L. 

Straub,  John  (1) 
(2) 

Prowers 


Likes,  Edwin  (1)  (2)  Blease,  E.  B. 


Pueblo 


Beckwith,  Richard 

Farabaugh,  Leonard  (1) 
(2) 

Farley,  John  (1)  (2) 
Hensen,  James  (1)  (2) 

Ingram,  William  (1)  (2) 
Swartz,  Carl  <1)  (2) 


Braukman,  E.  H. 
(2) 

Hurley,  Grant 

Vickery,  Don 
Schilling,  Robert 
(1) 

McKinnon,  George 
Demshki,  Andrew 


San  Luis  Valley  Anderson,  V.  V. 

Bradshaw,  Robert 


Cassidy,  Charles 
Rechnitz,  Fred  ( 1 ) 
(2) 


Washington-  Waski,  A.  T.  (1) 
Yuma 


Good,  G.  T. 


Weld 


Allely,  Donald  (1)  (2) 
Kadlub,  Edwin  (1)  (2) 
Shore,  Roy  ( 1 ) 

Zuidema,  Jacob  (1)  (2) 


Cook,  Donald 
Mangum,  William 
Wolach,  Bemerd 
(2) 

Smith,  Hubbard 


* Indicates  appointed  substitute  Alternate  in  absence  of 
both  elected  Delegate  and  Alternate. 


El  Paso 


Fremont 


Bolton,  Vernon  (1)  (2) 
Crawford,  Lewis  (1)  (2) 
Dillon,  Robert  (1)  (2) 
Liddle,  Edward  (1)  (2) 
Meatheringham,  R.  E, 
(1)  (2) 

Paap,  Jack  (1)  (2) 
Pierce,  Alson  (1)  (2) 
Stone,  William  (1) 
Wiggins.  Milton  (1)  (2) 


Worlton,  James 
Larimer,  Craig 
Lovell,  Kenneth 
Roesler,  Paul 
Williams,  Lester 

Ryder,  William 
Edwards,  James 
Beadles,  Robert 
Stafford,  Robert 


Vincent,  Jack 


Wyatt,  Kon  (1)  (2) 


News  of  Members 

Harold  Fenner,  MD,  Hobbs,  recently  reappointed 
a member  of  the  AMA  Committee  on  the  Medical 
Aspects  of  Automotive  Safety,  spoke  at  the  AMA 
Congress  on  Environmental  Health  Problems  in  Chi- 
cago. His  subject  was  "Types  of  Vehicular  Injuries 
and  Treatment.” 


Garfield 

Hendrick,  Harry  (1) 

(2) 

Mueller,  Edward 

Huerfano 

Lamme,  James 

Merritt,  William 
(1)  (2) 

Lake 

Stanley,  George  (1) 

Smith,  James 

La  Plata 

Murray,  F.  M.  (1) 

Swanson,  Robert 

Larimer 

Codd,  Richard  (2) 

Murray,  Douglas 
(1) 

Hansen.  Richard  (2) 

Abbey,  William 

Van  Der  Schouw, 
M.  G.  (D* 

Henson,  Stanley  (1)  (2) 

Arndt,  Donald 

Las  Animas 

Donnelly,  James 

Vialpando,  A.  B. 

(2) 

Mesa 

Crumbaker,  Victor  (1) 

(2) 

Rigg,  James 

Huskey,  Harlan  (1)  (2) 

Troy,  Richard 

Ziegel,  Henry  (1)  (2) 

Linnemeyer,  R.  F. 

Montelores 

Gardner,  Vincent 

Merritt,  Edward 

Montrose 

Hepworth,  Claud  (1)  (2) 

Balderston,  George 

Morgan 

Mellinger,  William  (1) 
(2) 

Woodward,  Paul  E. 

Northeast 

Ludwick,  Robert 

Mackey,  Jack  (1) 

Manganaro,  Carl  (1)  (2) 

(2) 

Brehm,  Gill 

Northwestern 

Sisson,  William  (1)  (2) 

Hostettler,  George 

Edward  O.  Goodrich,  MD,  Santa  Fe,  presented  a 
paper  at  the  meeting  of  the  American  Association 
for  Contamination  Control  in  Houston  on  "Surgical 
Application  of  Laminar  Clean  Air  Flow." 

A.  H.  Swichtenberg,  MD,  Albuquerque,  has  been 
reappointed  to  the  AMA  Council  on  National  Se- 
curity. John  K.  Torrens,  MD,  Albuquerque,  has 
been  reappointed  to  the  AMA  Committee  on  Medico- 
Legal  Problems. 


• STOCKS 

• BONDS 

• MUTUAL  FUNDS 


Lou  Lagrave 

Call  Your  Orders  "Collect" 

CHapel  7-4045 

Albuquerque,  N.  M. 
Hilton  Hotel  Bids. 

Rauscher  Pierce  Securities  Corp. 

Member  New  York  Stock  Exchange  and  other  leading 
Exchanges 


for  June,  1966 
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Minutes  of  the  House  of  Delegates 
Utah  State  Medical  Association 

Ninth  Interim  Session 
Salt  Lake  City,  Utah 
March  30,  1966 

The  Ninth  Interim  Meeting  of  the  House  of  Dele- 
gates, Utah  State  Medical  Association,  was  called 
to  order  at  9:15  o'clock  a.m.,  on  Wednesday,  March 
30,  1966,  in  the  Empire  Room,  Hotel  Utah,  Salt 
Lake  City,  Utah,  by  the  Speaker  of  the  House  of 
Delegates,  J.  Clare  Hayward,  MD,  and  the  following 
proceedings  were  had: 

Invocation  given  by  Dr.  Russell  M.  Nelson. 

Minutes  of  the  September  session  which  were 
printed  in  the  December  issue  of  the  Rocky  Mountain 
Medical  Journal  were  approved. 

Report  of  President^ — L.  V.  Broadbent,  MD 

The  past  six  months  have  been  a rather  hectic 
six  months  with  tense  activity  on  the  national  and 
local  levels.  The  Board  of  Trustees  has  been  diligent 
in  its  duties,  faithfully  attended  meetings  and  given 
careful  attention  to  the  problems  presented. 

The  welfare  problem,  like  the  “seven-year  itch” 
is  still  with  us,  and  although  the  barriers  at  times 
seem  insurmountable,  the  predominating  difficulty 
has  been  the  lack  of  communication.  The  route  to 
communication  must  be  a two-way  street.  It  is  quite 
possible  for  two  parties  to  talk  and  still  not  com- 
municate. To  this  point  I feel  there  has  been  too 
much  talking  and  too  little  communicating.  The  Wel- 
fare Commission  needs  our  help,  especially  as  per- 
tains to  the  Medicare  assistance  program,  but  in 
giving  help,  we  must  maintain  our  dignity.  “The 
laborer  is  worthy  of  his  hire.”  On  the  other  hand, 
if  it  is  “alms”  we  are  asked  for,  then  that,  too,  must 
be  given  with  dignity.  There  has  been  a little  break- 
through, I feel,  in  discussing  problems  with  Welfare 
officials. 

In  line  with  the  recommendations  of  the  Medical 
Association,  and  Resolution  No.  3 presented  at  our 
last  meeting.  Blue  Cross  and  Blue  Shield  have  been 
designated  as  carriers  for  the  Medicare  program. 

In  order  to  obtain  a profile  of  physicians’  charges, 
a survey  of  “usual  and  customary”  charges  of  phy- 
sicians is  being  made.  It  is  quite  possible  that  this 
type  of  approach  will  be  used  in  the  Medicare  pro- 
gram. 1 would  like  to  read  a portion  of  this  Resolu- 
tion, and  then  counsel  you  men  to  do  what  you  are 
supposed  to  do  in  order  to  obtain  a profile  of  fees. 
This  is  Resolution  No.  3 presented  at  our  meeting  in 
September: 

“Now  Therefore  Be  It  Resolved, 

■‘1.  That  Blue  Shield  (The  Medical  Service  Bureau  of  the 
Utah  State  Medical  Association)  be  preferred  as  the  "carrier” 


of  our  preference  in  the  State  of  Utah  for  the  administration 
of  the  Medicare  Law  under  the  supplementary  coverage  of 
Part  B dealing  with  payments  for  physicians’  services,  and 

“2.  That  the  concept  of  "Prevailing  Fees”  be  studied  at 
this  time  to  protect  the  physicians  of  this  state  from  the 
effects  of  being  tied  to  a fee  schedule,  and, 

"3.  That  a survey  be  conducted  by  Blue  Shield  of  all 
doctors  throughout  the  state  as  to  their  usual  and  prevailing 
charges,  and 

"4.  That  the  results  of  such  study  be  reported  to  the  Board 
of  Trustees  of  the  Utah  State  Medical  Association  as  soon 
as  feasible  for  implementation  if  such  a program  is  deemed 
advisable  at  this  time.” 

There  has  been  a very  poor  response.  I think  in  the 
neighborhood  of  three  hundreil  of  these  question- 
naires have  come  back.  If  we  are  going  to  be  able  to 
do  any  study  with  Blue  Cross-Blue  Shield,  and  they 
are  going  to  be  able  to  refer  the  results  of  that  survey 
to  the  Board  of  Trustees  for  discussion  and  imple- 
mentation, we  are  going  to  have  to  have  those  re- 
ports returned.  After  these  reports  are  studied,  if  it 
is  deemed  necessary  by  the  Board  of  Trustees  to  re- 
solve the  question  of  usual  and  customary  fees,  and 
prevailing  fees,  a special  session  will  be  called. 

The  AMA  and  your  State  Association  have  en- 
deavored to  orient  the  profession  down  to  the  grass- 
roots level  in  numerous  meetings:  The  Orientation 
Conference  in  October,  the  Utilization  Review  in 
November,  the  National  Conference  on  Federal 
Medical  Assistance  Programs  in  January,  as  well  as 
special  emphasis  at  the  special  and  interim  sessions 
of  the  House  of  Delegates  in  October  and  November. 
The  guide  lines  are  being  developed  and  a task 
force  from  AMA  is  working  with  and  counseling  the 
Department  of  Health,  Education  and  Welfare  in 
this  respect. 

On  the  local  level,  a very  successful  symposium 
and  conference  of  County  Medical  Society  and 
Auxiliary  Officers  on  Medicare  and  the  Heart,  Can- 
cer and  Stroke  programs  was  held  in  January  of  this 
year. 

Of  special  interest  is  the  choice  of  the  state  of 
Utah  as  the  field  trial  site  for  the  pilot  program  for 
the  Continuing  Medical  Education  Program  spon- 
sored by  the  Council  of  Postgraduate  Education 
Programs  of  AMA.  A preliminary  meeting  was  held 
December  30  and  the  details  of  the  plan  were  out- 
lined. It  is  a determined,  purposeful  effort  in  the 
field  of  medical  education  to  identify  educational 
needs  in  the  framework  of  clinical  practice,  to  pro- 
vide the  means  for  obtaining  educational  objectives 
related  to  those  needs,  and  to  do  it  under  controlled 
conditions. 

The  state  of  Utah  was  selected  for  a number  of 
reasons:  First,  it  has  an  even  one  thousand  physicians 
which  is  a large  enough  number  to  study  but  small 
enough  to  handle;  second,  its  physicians  practice 
under  urban,  suburban  and  rural  circumstances; 
third,  it  has  a single  medical  school  with  an  active 
interest  and  considerable  investment  in  the  field  of 
continuing  medical  education:  fourth,  there  is  a 
good  working  relationship  between  the  medical 
society,  medical  school  and  community  hospitals; 
fifth,  the  school  and  University  Hospital  have  work- 
ing television  and  radio  communications  with  the 
community  hospitals. 

The  Little  Hoover  Commission  Report  is  still 
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under  study  at  this  writing,  and,  if  and  when  finally 
adopted,  will  undoubtedly  have  a majority  of  the 
controversial  points  ironed  out,  and  I feel  it  will 
be  acceptable  to  all  segments  of  the  medical  com- 
munity. There  has  been  considerable  correspondence 
on  this,  but  a lot  of  doubts  as  to  whether  the  mental 
health  field  should  fit  into  this  program. 

The  RVS  index  of  average  fees  is  being  studied 
and  some  changes  already  have  been  made.  I feel 
that  it  is  important  that  the  RVS  principle  be  main- 
tained and  should  any  general  escalation  of  these 
be  required,  that  it  be  done  through  raising  the  unit 
value  rather  than  revamping  the  schedule  as  a whole. 

Recognition  came  to  Utah  on  two  occasions  re- 
cently when  Drew  M.  Petersen  of  Ogden  was  elected 
to  the  Council  of  Medical  Service,  and  when  Harold 
Bowman,  Executive  Secretary,  was  appointed  to  the 
Public  Relations  Advisory  Board  to  the  American 
Medical  Association. 

I feel  that  it  is  important  that  all  members  of  the 
profession  interest  themselves  in  the  elections  this 
fall.  We  must  be  active  at  all  levels  and  must  see 
that  men  of  integrity  are  nominated  on  all  tickets.  A 
“rubber  stamp”  Congress  is  detrimental  not  only  to 
our  profession,  but  to  our  “way  of  life”  and  the  na- 
tion as  a whole. 

Finally,  we  are  sad  and  feel  a great  personal  loss 
and  a loss  to  the  medical  community  in  the  untime- 
ly death  of  several  members  of  our  Association  with- 
in the  past  six  months.  We  extend  to  their  families 
our  sincerest  sympathy  in  their  bereavement. 

It  has  been  a pleasure  to  serve  as  President  this 
past  six  months.  I hope  it  will  not  be  quite  so  hectic 
in  the  coming  six  months,  but  with  the  problems  still 
facing  us,  I feel  there  is  going  to  be  little  relief. 
Report  of  Executive  Secretary — Mr.  Harold 
Bowman 

Your  Association  is  hovering  around  a thousand 
members.  It  has  gone  over  that  mark  a time  or  two. 
and  then  has  fallen  back.  With  over  a thousand 
members,  a state  is  entitled  to  two  AMA  dele- 
gates. At  the  present  time  we  have  a total  of  1,018 
members.  However,  there  is  a move  to  increase  the 
number  to  1 ,250  members  per  delegate. 

Recently  we  made  a survey  of  the  charity  work 
being  done  by  the  physicians  in  the  state  of  Utah, 
and  it  is  quite  revealing.  Physicians  of  Utah  con- 
tributed about  five  million  dollars  in  medical  services 
to  their  fellow  citizens  last  year.  This  is  rather  star- 
tling when  the  Welfare  Commission  pays  between  six 
and  seven  hundred  thousand  dollars  for  medical  care 
of  indigent  patients  each  year.  My  full  report  will  be 
found  in  the  Handbook. 

There  has  been  a great  deal  of  confusion  relative 
to  the  matter  of  usual  and  customary  fees  versus 
the  prevailing  fee  concept.  The  usual  and  customary 
fee  concept  is  merely  an  interpretation  of  a method 
by  which  the  Government  can  reimburse  the  physi- 
cian for  his  services.  It  is  usual  and  customary  and 
reasonable;  the  reasonable  part  comes  into  the  pro- 
gram by  Blue  Shield. 

I have  a wire  from  California  in  which  they  define 
their  version,  and  it  reads; 


“Usual — The  ‘usual’  fee  is  that  fee  usually  charged  for  a 
given  service  by  an  individual  physician  to  his  private  pa- 
tient (i.e.,  his  own  usual  fee). 

“Customary — A fee  is  ‘customary’  when  it  is  within  the 
range  of  usual  fees  charged  by  physicians  of  similar  training 
and  experience,  for  the  same  service  within  the  same  specific 
and  limited  geographical  area  (socio-economic  area  of  a 
metropolitan  area  or  socio-economic  area  of  a country). 

“Reasonable — A fee  is  ‘reasonable’  when  it  meets  the  above 
two  criteria,  or  in  the  opinion  of  the  responsible  medical 
association’s  review  committee,  is  justifiable,  considering  the 
special  circumstances  of  the  particular  case  in  question.” 

AMA  was  also  queried,  and  they  came  back  with 
this  response; 

“Reference  to  your  inquiry  on  California  Resolution  of 
Usual  and  Customary  Fees,  these  definitions  were  adopted  by 
the  California  Association  but  have  not  yet  been  adopted  by 
the  AMA,  Recent  meeting  of  Council  on  Medical  Service 
voted  to  submit  the  following  definitions  to  the  House  of 
Delegates  with  the  recommendation  that  these  definitions  be 
adopted  as  official  AMA  definitions  of  usual  and  customary 
fees:” 

Then  they  quoted  the  same  definitions  from  the 
California  Resolution  as  I have  just  read  to  you. 
Now,  I might  ask.  What  is  the  reason  for  all  this? 
Why  are  we  looking  at  reasonable  and  customary 
fees?  At  the  onset  of  the  Medicare  program,  the 
Government  began  looking  around  and  working  with 
the  various  task  forces,  and  this  method  was  devised 
as  a method  of  setting  your  own  fees,  rather  than 
having  the  Government  try  to  set  them  for  you. 
There  was  some  objection  to  fixed  fee  schedules.  But, 
still  they  may  accept  a full  fee  schedule.  This  has  not 
been  definitely  decided.  We  expect  the  regulations 
will  be  out  in  a short  time,  but  the  Government  is 
leaning  strongly  toward  the  usual,  customary  and 
reasonable  fee  concept. 

Report  of  AMA  Delegate — Drew  M.  Petersen,  MD 

It  is  a pleasure  to  give  you  a brief  report  on  the 
19th  Clinical  Convention  of  the  American  Medical 
Association  which  was  held  at  Philadelphia,  Novem- 
ber 18  through  December  1,  1965. 

President  Appel,  in  his  address  to  the  House, 
described  Medicine's  effort  “to  guide  in  the  best  pos- 
sible direction  the  actions  that  Government  agencies 
are  now  taking  to  activate  existing  law.”  Many  of 
your  fellow  colleagues  have  been  working  long  hours 
with  the  Social  Security  Administration  in  regard  to 
a lot  of  the  facets  connected  with  implementation  of 
public  law  89-97.  I know  there  are  many  members 
of  the  House,  and  many  members  of  committees 
throughout  the  AMA  who  have  served  in  this  capa- 
city. There  are  now  some  eighteen  suggested  rules 
and  regulations  which  have  come  from  the  Social 
Security  Administration. 

One  of  the  interesting  things  which  is  going  to  be 
brought  up  before  this  House  of  Delegates  is  the 
usual  and  customary,  and  prevailing  fee  concepts. 
There  has  been  a lot  of  talk  regarding  this  issue,  and 
considerable  confusion.  The  AMA  House  reaffirmed 
its  support  of  the  “usual  and  customary”  fee  concept. 
This  is  not  something  that  just  came  out  since 
Medicare.  The  House  has  always  recommended  the 
usual  and  customary  fee  concept  as  a basis  for  re- 
imbursing physicians.  It  also  urged  the  individual 
physician's  usual  and  customary  fee  concept  to  all 
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third  parties.  The  prevailing  fee  concept  was  the 
concept  put  out  by  the  National  Association  of  Blue 
Shield  Plans  as  a method  of  compensation. 

A $25.00  increase  in  AMA  membership  dues, 
effective  January  1,  1967,  was  endorsed  by  the 
House  when  it  was  informed  by  the  Board  of 
Trustees  that  additional  income  would  be  needed 
to  avoid  deficit  spending.  This  will  increase  the  dues 
to  $70.00  a year  for  AMA’s  165,000  dues-paying 
members.  This  has  not  yet  been  passed,  but  will  be 
considered  in  June  at  the  meeting  in  Chicago. 

The  House  opposed  some  of  the  basic  philosophy 
of  some  portions  of  the  Coggeshall  Report  on  “plan- 
ning for  medical  progress  through  education.” 

Another  important  item  was  the  rewriting  of  two 
sections  of  a model  agreement  between  hospitals 
and  physicians  regarding  provision  of  professional 
services  in  hospital  emergency  departments  to  con- 
form to  the  principles  established  by  the  House. 

Many  members  of  the  House  made  statements  af- 
ter Dr.  Edward  Annis  issued  a statement  regarding 
commendation  to  Arthur  Hess,  head  of  the  health 
insurance  portion  of  the  Social  Security  Administra- 
tion. I would  like  to  reiterate  that  he  is  a very  con- 
scientious, intelligent,  hardworking,  and  understand- 
ing public  servant.  He  is  a very  impressive  fellow  and 
does  a good  job.  He  is  trying  to  do  a job  with  the 
law  he  has  been  asked  to  administer,  and  it  isn’t  an 
easy  one  by  any  stretch  of  the  imagination. 

The  Executive  Vice  President  gave  a report,  by 
request  of  the  House  at  the  previous  session,  regard- 


ing the  functions  and  over-all  activities  of  the  Ameri- 
can Medical  Association.  He  had  a film  and  some  ex- 
cellent slides;  and,  after  hearing  and  seeing  all  of  the 
things  that  they  do,  it  seems  that  a $25  increase  in 
dues  would  be  in  order.  Doctor  Blasingame  urged  the 
medical  profession  to  be  prepared  to  seize  the  initia- 
tive and  keep  it  on  the  vital  issues  of  medical  educa- 
tion, rising  health  care  costs,  quality  controls,  ethics, 
discipline,  and  strengthening  the  medical  federation 
of  the  state  and  local  level. 

Again,  it  has  been  my  privilege  to  serve  you  as 
your  Delegate  to  the  AMA. 

Report  of  Woman’s  Auxiliary  President — Mrs. 
Mary  Christensen 

No  one  could  serve  as  the  President  of  the 
Woman’s  Auxiliary  to  the  Utah  State  Medical  Asso- 
ciation without  developing  an  intense  pride  in  its 
membership.  Auxiliary  members  think  of  our  organi- 
zation as  one  of  your  best  public  relations  representa- 
tives. 

Our  real  working  year  began  with  our  very  suc- 
cessful September  Convention.  Here,  at  the  School  of 
Instruction,  our  state  committee  chairmen  outlined 
a year  of  worthwhile  endeavor  as  a guide  to  the 
county  auxiliaries. 

A Western  Regional  Workshop  later  in  October 
gave  special  “grass  roots”  help  and  an  “idea  ex- 
change” to  the  state  committee  chairmen  on  AMA- 
ERF,  Community  Service,  Health  Careers,  Mental 
Health,  and  Legislation. 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 
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Because  there  is  so  much  value  in  each  dollar 
donated  to  the  AMA-ERF,  this  became  one  of  our 
year’s  priority  projects.  Through  our  members’  in- 
genuity, there  was  a substantial  increase  contributed 
over  the  previous  year. 

Helping  with  Health  Careers  involved  both  educa- 
tion and  scholarship  support.  Financial  support  was 
made  available  to  loan  funds  for  nursing  and  para- 
medical students,  and  scholarships.  A new  Future 
Nurses  Club  was  organized,  and  aid  was  given  for 
“Career  Days”  in  many  of  the  high  schools.  The 
State  Auxiliary  also  maintained  a “Benevolent  Me- 
morial Loan  Fund,”  and  was  responsible  for  giving 
financial  aid  to  two  worthy  medical  students. 

It  is  hoped  that  competent  Congressmen  who  will 
support  good  medical  legislation  will  be  elected  to 
Congress.  In  every  county  there  are  women  who  are 
active  members  of  the  local  legislative  councils,  and 
we  are  honored  to  have  a physician’s  wife,  Mrs. 
Robert  Snow,  as  President  of  the  State  Woman’s 
Legislative  Council. 

Through  the  International  Health  Activity  program 
of  the  Auxiliary,  tons  of  sample  drugs,  medicines  and 
textbooks  are  sent  to  the  needy  countries  throughout 
the  free  world.  Utah’s  interest  in  this  is  growing. 

In  the  broad  field  of  safety  and  accident  preven- 
tion, our  role  was  mainly  educational.  Lists  of  safety 
films  and  programs  were  made  available  to  PTA 
groups  and  other  organizations. 

Community  service,  which  is  linked  with  so  many 
phases  of  auxiliary  work,  and  encompasses  so  much, 
is  our  real  contribution.  Doctors’  wives  must  make 
the  very  best  PTA  officers,  fund  raisers,  hospital 
volunteers,  den  mothers,  church  workers,  YWCA 
teachers,  youth  counselors,  Red  Cross  helpers,  and 
community  organizers,  for  nearly  all  of  them  are 
working  diligently  in  these  areas  and  many  more. 
The  individual  service  of  each  doctor’s  wife  reflects 
credit  upon  him,  and  places  her  in  a position  to  be 
a good  public  relations  agent  for  him  and  for  the 
medical  profession  as  a whole. 

We  want  to  give  our  thanks  to  the  Utah  State 
Medical  Association,  without  whose  help — both 
moral  and  financial — this  Auxiliary  could  not  func- 
tion. 

Report  of  AMA  Field  Representative— -Mr.  Dallas 
Whaley 

One  of  the  things  that  you  may  wish  to  consider 
back  in  your  county  societies  is  that  beginning  the 
first  of  July,  Medicare  will  become  a fact.  There  are 
going  to  be  a good  many  questions  in  the  minds  of 
people  who  are  eligible.  They  are  going  to  be  con- 
tacting the  people  they  know  best,  and  that  is  their 
family  physician.  However,  you  ought  to  remember 
that  while  this  is  a law  which  we  are  bound  to 
obey — -this  is  not  the  law  we  urged  or  that  we 
supported.  Therefore,  many  of  these  questions  should 
be  referred  back  to  your  Social  Security  Depart- 
ment in  your  community  because  the  SSA  should 
answer  these  people’s  questions,  and  especially  these 
people’s  complaints. 

Medicine  should  never  be  placed  in  the  position 


of  having  to  justify  Medicare,  or  having  to  defend 
themselves  as  trying  to  be  a participant  in  Medicare. 
People  who  are  thinking  down  the  road  toward  fu- 
ture enlargement  of  socialization  of  medicine  would 
like  nothing  better  than  to  have  complaints  directed 
toward  the  medical  profession.  So,  some  kind  of  liai- 
son should  be  established  with  your  local  Social  Se- 
curity administration. 

One  of  the  most  immediate  problems  facing 
medicine  at  this  time,  and  perhaps  one  of  the  most 
dangerous,  is  the  Hart  Bill.  This  bill  is  directed 
towards  seeing  that  a physician  does  not  earn  any 
profit  from  anything  that  he  dispenses.  This  includes 
drugs,  eyeglasses,  and  braces.  Primarily  this  bill  is 
against  doctors  owning  any  part  of  a drug  store. 
This  includes  renting  a building  or  leasing  a building 
in  which  a drug  store  is  housed.  It  also  includes  own- 
ing stock  in  a packaging  firm,  and  the  ophthalmologist 
dispensing  glasses.  All  kinds  of  problems  have  raised 
themselves  from  this,  in  that  it  is  very  discrim- 
inatory legislation.  It  does  not  spell  out  any  other 
medical  or  allied  health  field  beyond  that  of  physi- 
cians and  surgeons,  which  could  encompass  the 
osteopath.  There  will  be  further  hearings  on  this 
bill  later  on.  It  is  very  difficult  to  fight  this  in  the 
usual  type  of  legislative  work,  due  to  the  fact  that 
if  you  push  hard  on  it,  the  public  may  get  the  im- 
pression that  you  are  trying  to  protect  your  own  in- 
terests, instead  of  trying  to  help  them. 

Another  very  serious  bill  that  has  just  been  intro- 
duced is  that  of  Preventicare.  This  bill  proposes  to 
build  sixty  clinics  around  the  country,  in  which  a 
person,  fifty  years  old  or  more,  can  be  given  a 
comprehensive  multiphasic-screening  physical  exam- 
ination. It  will  all  be  done  on  a computer  process. 

Recently  through  the  Agricultural  Committee, 
there  was  passed  legislation  on  the  licensing  and  dis- 
tribution of  laboratory  animals,  namely  dogs  and 
cats.  Primarily  it  is  designed  to  keep  the  mass  steal- 
ing of  animals  from  occurring.  However,  it  is  going 
to  cause  quite  a number  of  hardships  on  persons  in- 
volved in  research.  It  will  require  that  all  research 
institutions  be  licensed — the  license  subject  to  rev- 
ocation should  the  government  feel  that  something 
has  gone  amiss.  The  AMA  has  spoken  in  favor  of 
part  of  the  legislation  which  will  stop  the  wholesale 
theft  of  animals  and  pets,  but  they  have  spoken 
strongly  against  the  unnecessary  licensing  of  re- 
search facilities. 

President’s  Report 

This  report  was  accepted  by  the  House,  with  the 
recommendation  that  adequate  liaison  be  exercised 
between  the  officers  of  USMA  and  the  members  in 
general,  particularly  on  issues  requiring  the  individ- 
ual participation  of  members. 

Executive  Secretary’s  Report 

This  report  was  approved,  with  the  revision  of 
part  of  the  third  paragraph  to  read,  “The  Board 
agrees  that  a separate  department  of  mental  health 
and  mental  retardation  is  desirable,  working  as  a 
separate  entity  under  the  director  of  the  State  Dept, 
of  Health.” 
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AMA  Delegate’s  Report 

The  Reference  Committee  recommended  approval 
of  this  report,  with  the  recommendation  that  the 
Legislative  Committee  be  directed  to  investigate  the 
matter  of  updating  the  laws  relative  to  abortion 
and  sterilization,  and  then  report  to  the  House  at 
the  annual  meeting  in  September. 

Cancer  Committee  Report 

This  report  was  approved  by  the  Reference  Com- 
mittee and  the  House,  with  mention  that  there  ap- 
pear to  be  some  deficiencies  in  the  reporting  of 
cancer  that  need  to  be  corrected. 

Medical  Economics  Committee  Report 

This  report  was  approved,  with  the  stipulation 
that  the  Medical  Economics  Committee  obtain  per- 
mission from  the  Board  of  Trustees  to  begin  im- 
mediate study,  and  to  obtain  information  relative 
to  the  increase  in  the  index  of  the  cost  of  living  scale 
as  soon  as  possible,  and  that  this  information  be 
compiled  and  sent  to  all  physicians  in  the  state  of 
Utah. 

Mental  Health  Committee  Report 

This  report  was  accepted  by  the  House,  with  par- 
ticular emphasis  that  Mental  Health  and  Mental 
Retardation  be  separate  departments  under  the  De- 
partment of  Health.  It  was  also  stressed  that  there 
should  be  some  type  of  certification  regarding  mar- 
riage counselors.  The  Reference  Committee  also 
expressed  some  concern  relative  to  federal  money 
for  mental  health  centers  which  is  available,  but  is 
presently  not  being  used. 

Medical  Legal  Committee  Report 

The  Reference  Committee  recommended  accept- 
ance of  this  report,  and  urged  that  the  entire  report 
be  sent  as  a letter  to  all  members  of  the  Association. 

Public  Relations  Committee  Report 

It  was  felt  that  the  House  of  Delegates,  as  well  as 
other  members  of  the  Association,  should  be  aware 
and  informed  relative  to  public  relations  activities, 
and  the  finances  which  are  being  spent  for  such. 
The  report  as  submitted  was  not  accepted. 

Occupational  Health  Committee  Report 

This  report  was  accepted  by  the  House,  with  the 
recommendation  that  the  Industrial  Commission  or 
insurance  carriers  send  patients,  at  the  time  of  their 
accident,  a letter  notifying  them  of  their  rights. 

Mental  Retardation  Committee  Report 

This  report  was  accepted,  with  emphasis  that 
Mental  Retardation,  Mental  Health,  and  Public 
Health  be  three  separate  entities  under  the  Depart- 
ment of  Health. 

Blood  Bank  Committee  Report 

Acceptance  of  this  report  was  recommended,  with 
the  comment  that  future  reports  from  this  com- 
mittee should  be  up  to  date  relative  to  where  blood 
is  presently  stored,  how  available  it  is,  how  much 
is  available  in  case  of  emergencies,  etc. 


Nursing  Liaison  Committee  Report 

The  Reference  Committee  recommended  accept- 
ance of  this  report,  with  the  admonition  that  the 
House  be  advised  of  any  and  all  problems  between 
doctors  and  the  nursing  profession. 

Cardiovascular  Committee  Report 

This  report  was  accepted,  with  the  stipulation  that 
this  committee’s  assignments,  particularly  regarding 
the  adult  heart  clinics,  be  re-evaluated  within  the 
next  year. 

Medically  Impaired  Drivers  Sub-Committee 
Report 

Acceptance  of  this  report  was  recommended,  with 
the  inclusion  of  the  patient  with  convulsive  disorders 
or  epilepsy. 

Nursing  Home  Liaison  Committee  Report 

This  report  was  accepted,  with  the  recommenda- 
tion that  this  committee  present  some  solution  at 
the  September  meeting  relative  to  follow-up  medical 
care  for  welfare  patients  residing  in  nursing  homes 
who  have  no  facilities  for  returning,  or  who  are 
physically  incapable  of  returning  to  the  out-patient 
department  of  the  medical  school. 

Trauma  Committee  Report 

Acceptance  of  this  report  was  recommended,  with 
a request  that  the  luminous  road  sign,  which  was 
demonstrated  to  the  House,  be  cleared  and  approved 
by  the  State  Highway  Department. 

Sanitation  and  Pollution  Committee  Report 

It  was  moved  that  this  report  be  not  accepted, 
and  that  a report  which  does  indicate  the  activities 
of  this  committee  be  submitted. 

Legislative  Committee  Report 

Acceptance  of  this  report  was  recommended,  with 
the  request  that  this  committee  be  urged  to  actively 
participate  in  the  up-dating  of  Utah  laws,  not  only 
in  the  matter  of  human  sterilization,  but  also  in  the 
matter  of  therapeutic  abortions. 

Box  Elder  County  Medical  Society  Report 

This  report  was  accepted,  with  the  comment  that 
future  reports  should  indicate  all  of  the  activities  in 
which  their  Society  is  engaged. 

Central  Utah  Medical  Society  Report 

Acceptance  of  this  report  was  recommended,  with 
the  comment  that  this  Society  also  indicate  their 
activities  in  future  reports  submitted. 

Other  reports  and  matters  were  discussed  in  de- 
tail, including  the  usual  and  customary  fee  versus 
the  prevailing  fee  concept.  Several  resolutions  were 
presented  to  the  House  which  were  tabled  and  re- 
ferred back  to  the  appropriate  committees  for  fur- 
ther study  and  action.  The  following  resolutions 
were  passed  by  the  House: 
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Water  Pollution 

Whekeas,  The  rapidly  expanding  population  of  Utah  is 
demonstrating  a major  interest  in  outdoor  water  recreation, 
and 

Whereas,  Bodies  of  waters,  including  Utah  Lake,  the 
largest  body  of  fresh  water  near  the  population  centers  of 
the  State  which  is  heavily  used  for  recreation,  are  becoming 
seriously  polluted,  thus  threatening  the  health  and  welfare 
of  the  general  public; 

Now  Therefore  Be  It  Resolved,  That  the  local  govern- 
mental agencies  having  a responsibility  for  these  bodies  of 
waters  and  Utah  Lake  and  its  in-flowing  streams  be  strongly 
urged  to  develop  a pollution  monitoring  system  and  enforce 
adequate  standards  of  pollution  control,  in  cooperation  with 
the  Utah  Water  Pollution  Control  Board  and  the  Utah  State 
Department  of  Health. 

Practice  of  Pathology 

Whereas,  The  practice  of  pathology  and  clinical  pathology 
has  been  repeatedly  affirmed  to  be  the  practice  of  medicine 
by  the  AMA,  the  College  of  American  Pathologists  and  the 
Utah  State  Medical  Association,  and 
Whereas,  The  complex  nature  of  this  medical  specialty 
requires  full  control  and  responsibility  of  a pathologist,  and 
Whereas,  A corporation  is  forbidden  by  Utah  law  to  prac- 
tice medicine,  and 

Whereas,  Public  Law  89-97  specifically  allows  payment  of 
fees  to  physicians  under  Title  XVIII,  Part  B; 

Now  Therefore  Be  It  Resolved,  That  the  Utah  State  Medical 
Association  does  hereby  reaffirm  its  position  as  declaring  pa- 
thology the  practice  of  medicine  and  supports  the  Utah 
Society  of  Pathology  in  its  efforts  to  encourage  its  members 
to  strive  for  mutual  agreements  wherein  pathologists  assume 
complete  control  and  responsibility  for  their  laboratories  and 
render  a fee  for  service. 

Usual  and  Customary  Fee  Concept 

Whereas,  The  usual  and  customary  fee  concept  was  de- 
veloped by  California  Medical  Association  and  some  other 
state  societies  to  define  a means  of  securing  adequate  reim- 
bursement to  physicians  for  services  rendered  to  beneficiaries 
of  programs  supported  by  government  funds,  and 
Whereas,  The  House  of  Delegates  of  the  AMA  in  meetings 
in  New  York  in  June,  1965,  recommended  support  of  the 
usual  and  customary  fee  concept,  and 

Whereas,  The  House  of  Delegates  of  the  AMA  in  meetings 
in  Philadelphia  in  December,  1965,  reaffirmed  its  support  of 
the  usual  and  customary  fee  concept  as  the  basis  for  reim- 
bursing physician  participants  in  government  programs,  and 
Whereas,  The  usual  and  custom.ary  fee  concept  is  only  a 
definition  for  payment  in  such  cases  and  does  not  eliminate 
the  doctor-patient  relationship  or  the  privilege  of  the  phy- 
sician to  bill  the  patient  directly; 

Now  Therefore  Be  It  Resolved,  That  the  House  of  Delegates 
of  the  Utah  State  Medical  Association  adopt  the  California 
Medical  Association  definition  for  the  usual  and  customary 
fees  as  follows: 

“Usual — The  ‘usual’  fee  is  that  fee  usually  charged,  for 
a given  service,  by  an  individual  physician  to  his  private 
patient  (i.e.,  his  own  usual  fee). 

“Customary — A fee  is  ‘customary’  when  it  is  within  the 
range  of  usual  fees  charged  by  physicians  of  similar  train- 
ing and  experience,  for  the  same  service  within  the  same 
specific  and  limited  geographical  area  (socio-economic  area 
of  a metropolitan  area  or  socio-economic  area  of  a county). 

“Reasonable — A fee  is  ‘reasonable’  when  it  meets  the 
above  two  criteria,  or  in  the  opinion  of  the  responsible 
medical  association’s  review  committee,  is  justifiable,  con- 
sidering the  special  circumstances  of  the  particular  case 
in  question.” 

And  Be  It  Further  Resolved,  That  the  House  of  Delegates 
of  the  Utah  State  Medical  Association  adopt  the  following 
AMA  Resolved  approved  in  December,  1965: 

“Resolved,  That  the  House  of  Delegates  of  the  American 
Medical  Association,  meeting  in  Philadelphia,  once  again  (1) 
reaffirm  its  support  of  the  usual  and  customary  fee  concept 
as  the  basis  for  reimbursing  physician  participants  in  gov- 
ernment programs;  and  (2)  extend  where  possible  its  policy 
relative  to  the  usual  and  customary  concept  to  all  third 
parties,  private  as  well  as  governmental.” 

Practice  of  Radiology 

Whereas,  The  Federal  Government,  as  a result  of  Medicare 
legislation,  is  now  intimately  concerned  with  the  detailed 
operation  of  hospitals,  and 


Whereas,  Physicians  practicing  the  medical  specialty  of 
radiology  intend  to  align  themselves  with  the  rest  of  the 
medical  profession  in  minimizing  government  control  of 
domination  of  the  practice  of  medicine,  and 

Whereas,  The  practice  of  radiology  is  the  practice  of  med- 
icine and  not  a hospital  service,  and 

Whereas,  The  House  of  Delegates  of  the  American  Medical 
Association  in  a special  convention  October  2-3,  1965,  adopted 
the  following  policy  statement: 

“Hospital-based  medical  specialists  are  engaged  in  the 
practice  of  medicine.  The  fee  for  the  services  -of  such  spe- 
cialists should  not  be  merged  with  hospital  charges.  The 
charges  for  the  services  of  such  specialists  should  be  estab- 
lished, billed  and  collected  by  the  medical  specialist  in  the 
same  manner  as  are  the  fees  of  other  physicians. 

“Furthermore,  the  American  Medical  Association  intends 
to  continue  vigorously  its  efforts  to  prevent  inclusion  in  the 
future  of  the  professional  services  of  any  practicing  phy- 
sician in  the  hospital  services  portion  of  any  health  legis- 
lation.”; 

Now  Therefore  Be  It  Resolved,  That  the  Utah  State  Medical 
Association  House  of  Delegates  adopt  and  support  the  fore- 
going policy  of  the  American  Medical  Association  with  re- 
spect to  hospital-based  specialists. 

Policy  With  Respect  to  the  Practice  of  Radiology 

Whereas,  The  American  College  of  Radiology  has  adopted 
the  following  principles: 

1.  A radiologist  should  bill  patients  for  his  professional 
services.  He  should  be  responsible  for  maintaining  his  own 
bookkeeping,  accounting  and  billing. 

2.  A radiologist  should  not  permit  the  hospital  to  present 
a bill  for  his  professional  services  on  or  as  a part  of  the 
hospital  bill. 

3.  A radiologist  should  not  designate  the  hospital  as  his 
agent  for  billing  for  professional  services. 

4.  A radiologist  should  not  designate  the  hospital  as  his 
agent  for  the  purpose  of  bookkeeping  and  accounting. 

5.  A.  A radiologist  may  not  ethically  pool  his  professional 
fees  with  the  hospital  service  charge. 

B.  Where  the  radiologist  receives  an  individual,  differen- 
tiated fee  for  his  professional  medical  services,  the  sharing 
of  this  fee  with  hospitals,  or  other  physicians — except  in 
group  practice — is  clearly  fee  splitting  and  unethical. 

C.  Exceptions  to  5 (A)  and  5 (B)  may  be  hospital-based 
radiologists  in  group  practice  such  as  in  a university  medical 
school,  in  which  all  types  of  full  time  physicians  practicing 
in  a hospital  voluntarily  and  mutually  agree  on  a different 
arrangement. 

6.  A radiologist  may  properly  accept  payment  from  a hos- 
pital or  medical  school  for  activities  such  as  administration, 
teaching,  research,  and  the  care  of  indigent  patients,  and 

Whereas,  The  present  percentage  contracts  between  radi- 
ologists and  hospitals  are  considered  unethical  by  both  the 
American  Medical  Association  and  the  American  College  of 
Radiology,  and 

Whereas,  The  Utah  State  Radiological  Society  has  been 
advised  by  counsel  that  hospital  corporations  may  not  practice 
medicine  in  Utah  pursuant  to  percentage  contracts  by  which 
they  sell  the  services  of  physicians  and  that  physicians  who 
participate  with  hospitals  in  such  practices  and  who  split 
fees  with  such  hospitals  may  be  engaging  in  illegal  and  un- 
ethical practices; 

Now  Therefore  Be  It  Resolved,  That  the  Utah  State  Radio- 
logical Society,  Inc.,  recommends  to  its  members  that  each 
physician  practicing  the  medical  specialty  of  radiology  in 
a hospital  forthwith  take  such  action  concerning  his  contract 
or  hospital  arrangements  as  will  be  necessary  to  make  such 
contracts  and  arrangements  ethical  and  legal  under  Utah  law 
and  thus  ensure  that  patients  will  receive  proper,  ethical 
and  professional  radiological  service  as  their  needs  require; 

And  Be  It  Further  Resolved,  That  the  Utah  State  Medical 
Association  House  of  Delegates  support  the  American  College 
of  Radiology  and  the  Utah  State  Radiological  Society  with 
respect  to  the  foregoing  policies  and  principles. 

Utah  as  Site  for  1972  Winter  Olympics 

Whereas,  Utah  has  been  named  as  the  American  choice 
as  site  for  the  1972  Winter  Olympic  Games,  and 

Whereas,  Selection  of  Utah  for  the  Winter  Olympic  Games 
would  do  much  to  draw  the  attention  of  skiers  and  others 
to  the  magnificent  winter  and  summer  recreation  facilities 
in  Utah, 

Now  Therefore  Be  It  Resolved.  That  the  Utah  State  Medical 
Association  go  on  record  as  whole-heartedly  endorsing  and 
.supporting  the  Olympic  for  Utah  campaign. 
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President  Broadbent  then  reported  that  the  follow- 
ing members  of  USMA  had  passed  away  since  the 
last  session  of  the  House  of  Delegates  held  in  Sep- 
tember. 1965: 

Henry  Raile 
Benjamin  Turman 
LeGrand  Woolley 
Roger  W.  Parkinson 
J.  Bernard  Critchfield 
Antoine  A.  Dalton 

A moment  of  silence  was  accordingly  observed. 

There  being  no  further  business,  the  Ninth  Interim 
Session  of  the  House  of  Delegates  of  the  Utah  State 
Medical  Association  was  adjourned  at  4:15  o’clock 
pm.,  March  30.  1966. 

USMA  Briefs 

The  President  of  the  Utah  State  Medical  Associa- 
tion, Dr.  L.  V.  Broadbent  of  Cedar  City,  has  been 
elected  a charter  member  of  the  first  board  of  direc- 
tors of  the  Utah  Heritage  Foundation.  This  group  has 
been  organized  for  the  purpose  of  preserving  all 
bonafide  historical  sites  and  buildings  in  a continuous 
program  over  many  years.  It  will  work  closely  with 
the  Utah  Historical  Society. 

ijs  * * 

Dr.  Arley  Flinders,  former  director  of  the  Weber 
County  Health  Department,  has  been  named  medical 
director  of  the  Urban  Job  Corps  Training  Center  at 
Clearfield.  The  Center  will  be  operated  through  the 
Thiokol  Corporation. 


Dr.  LaMar  Rogers,  Ogden  physician  and  surgeon, 
was  recently  installed  as  president  of  the  Utah  Acade- 
my of  General  Practice.  Elected  to  serve  with  Dr. 
Rogers  were:  Dr.  R.  N.  Malouf,  Logan,  president- 
elect; Dr.  Joe  Amano,  Clearfield,  secretary-treasurer; 
Dr.  Robert  F.  Bitner,  Layton,  national  delegate;  Dr. 
L.  D.  Nelson,  Ogden,  alternate  national  delegate;  and 
Dr.  L.  R.  Hicken,  Bountiful,  member  of  the  Board 
of  Directors. 

Utahans  Reappointed  to  AMA  Panels 

Richard  L.  Evans,  member  of  the  Council  of 
Twelve  Apostles,  Church  of  Jesus  Christ  of  Latter- 
day  Saints,  and  Dr.  Maxwell  M.  Wintrobe,  Professor 
of  Medicine  at  the  University  of  Utah  College  of 
Medicine,  have  both  been  reappointed  to  AMA 
panels  on  which  they  have  been  serving. 

Elder  Evans  is  a member  of  the  Committee  on 
Medicine  and  Religion.  This  Committee  is  composed 
of  clergymen  and  physicians  who  “work  to  create 
the  proper  climate  for  communication  between  the 
physician  and  the  clergyman  that  will  lead  to  the 
most  effective  care  and  treatment  of  the  patient  in 
whom  both  are  interested.” 

Dr.  Wintrobe  is  a member  of  the  Council  on 
Drugs.  This  group,  “assisted  by  staff  members  and 
consultants,  evaluates  available  evidence  on  the  ac- 
tion, uses,  dosages,  hazards  and  other  pertinent 
properties  of  drugs.” 


Marion  E.  Probert 
Edward  M.  Jeppson 
Byron  Rees 
Harvey  D.  VanWieren 
Warren  R.  Tepper 
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The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 
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foMnK 

infection 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Each  capsule  contains: 

Vitamin  B]  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  Bz  (Riboflavin)  10  mg 

Vitamin  Bj  (Pyridoxine  HCI)  2 mg 

Vitamin  Bt,  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


626-6-3612 


A common  cold!  I thought  everything  was  a virus'^  these  days. 


Although  he'd  prefer  a more  exotic  name  for  it,  you  know 
he’s  suffering  from  an  ordinary,  old  common  cold.  And, 
he's  congested.  He’ll  breathe  easier  when  you  prescribe 
Novahistine  LP. 

Two  long-acting  tablets  in  the  morning  and  two  in  the 
evening  will  provide  around-the-clock  relief  by  helping 
i-to  keep  congested  air  passages  clear,  thus  enabling 
iyour  cold  patient  to  enjoy  normal  and  free  breathing. 
This  action  of  long-acting  Novahistine  LP  helps  restore 
normal  mucus  secretion  and  ciliary  activity— physiologic 
defenses  against  infection  of  the  respiratory  tract. 

Use  cautiously  in  individuals  with  severe  hypertension, 


diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Tell  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine 
hydrochloride,  25  mg.,  and  chlorpheniramine  maleate, 
4 mg. 

NoiijiiiiniiFir 

For  relief  of  nasal  congestion. 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 

Recent  Acquisitions 

Anatomy  for  Anaesthetists:  By  Harold  Ellis.  Philadelphia, 
1963,  Davis.  340  p.  Price:  $9.00. 

Caesarean  Section  Scars:  By  L.  O.  S.  Poidevin.  Springfield, 
111.,  1965,  Thomas.  112  p.  Price:  $6.75. 

Caring  for  the  Aged:  By  Bertram  B.  Moss.  Garden  City, 
N.  Y.,  1966,  Doubleday.  372  p.  Price;  ? 

Cerebral  Edema:  By  Louis  Bakay.  Springfield,  111.,  1965, 
Thomas.  192  p.  Price:  $9.75. 

The  Electrocardiogram  and  Vectorcardiogram  in  Congenital 
Heart  Disease:  By  Mario  R.  Garcia-Palmieri.  New  York,  1965, 
Grune,  123  p.  Price:  $6.50. 

Functional  Neuroanatomy:  By  Newton  B.  Everett.  5th  ed. 
Philadelphia,  1965,  Lea  & Febiger.  420  p.  Price:  $12.00. 
Health  and  the  Community:  Edited  by  Alfred  H.  Katz.  New 
York,  1965,  FYee  Pr.  877  p.  Price:  $12.50. 

The  Heart,  Arteries,  and  Veins:  Edited  by  John  W.  Hurst. 
New  York,  1966,  Blakiston.  1255  p.  Price:  $25.00. 

Historical  and  Experimental  Approaches  to  Modern  Resuscita- 
tion: By  John  W.  Pearson.  Springfield,  111.,  1965,  Thomas. 
106  p.  Price:  $6.50. 

Husband-Coached  Childbirth:  By  Robert  A.  Bradley.  New 
York,  1965,  Harper  & Row.  208  p.  Price:  $3.95. 

Intracranial  Aneurysms  and  Subarachnoid  Hemorrhage:  Ed- 
ited by  William  S.  Fields.  Springfield,  111.,  1965,  Thomas.  518 
p.  Price;  $18.75. 

Lupus  Erythematosus:  Edited  by  Edmund  L.  Dubois.  New 
York,  1966,  Blakiston.  479  p.  Price:  $27.50. 

Luschka’s  Joint:  By  Michael  C.  Hall.  Springfield,  111.,  1965, 
Thomas.  141  p.  Price:  $8.50. 

A Primer  of  Peripheral  Vascular  Diseases:  By  Travis  Winsor. 
Philadelphia,  1965,  Lea  & Febiger.  348  p.  Price:  $12.50. 

The  Surgery  of  Pain:  By  Arnold  Jlrasek.  New  York,  1959, 
Vanous.  160  p.  Price:  $1.80. 

Therapeutic  Radiology:  Rationale,  Technique,  Results;  By 
William  T.  Moss.  2d  ed.  St.  Louis,  1965,  Mosby.  514  p.  Price: 
$18.75. 

Transcultural  Psychiatry:  Symposium  by  Ciba  Foundation. 
Boston,  1965,  Little,  Brown.  396  p.  Price:  $12.00. 

Unsafe  at  Any  Speed:  By  Ralph  Nader.  New  York,  1965, 
Grossman.  365  p.  Price:  $5.95. 

The  Use  of  Diagnostic  Ultrasound  in  Brain  Disorders:  By 
Charles  C.  Grossman.  Springfield,  111.,  1966,  Thomas.  155  p. 
Price:  $9.00. 

Your  Ulcer:  Prevention,  Control,  Cure:  By  G.  S.  Serino. 
Philadelphia,  1966,  Lippincott.  162  p.  Price:  $3.50. 

Book  Reviews 

Public  Administration:  A Public  Health  Viewpoint:  By 
Henrik  L.  Blum  and  Alvin  R.  Leonard.  New  York,  1963, 
Macmillan.  532  p.  Price:  $10.00. 

Democratic  Bureaucracy? 

This  remarkable  book  dares  to  insist  that  a public 
agency  should  be  run  as  though  its  primary  concern 
were  for  the  public!  For  this  reason  alone  many  phy- 
sicians will  find  the  book  of  interest.  The  authors 
convincingly  advocate  the  viewpoint  that  agencies  in 
our  free  society  can  and  should  be  administered  as 
though  we  actually  believed  in  democratic  methods. 
They  state  that  “.  . . our  guiding  philosophy  is  . . . 
that  a democracy  demands  a purpose  of  its  public 
agencies.  In  addition  to  carrying  out  its  assigned 
chores,  the  agency  is  asked  to  further  the  democratic 
process — to  conduct  its  business  so  that  its  residual 


effect  on  clients,  employees  and  citizens  alike  is  to 
extend  the  knowledge  of  democratic  principles.” 

The  authors  are  pragmatists  and  believe  that  the- 
oretical principles  are  useful  insofar  as  their  applica- 
tions will  yield  the  best  possible  community  results 
in  the  long  run.  They  point  out  that,  “The  adminis- 
trator, in  his  choice  of  method,  must  remember  that 
ends  rarely  justify  means  and  that  ill-chosen  means 
have  in  themselves  the  distinct  potential  to  encourage, 
both  in  practice  and  by  concept,  the  subversion  of 
democratic  values.  Undemocratic  means  may  lead  to 
the  abuse  of  the  very  obligations  and  liberties  that 
democracy  entails.  Even  the  arousal  of  cynicism  or 
callousness  towards  democratic  values  is  not  tolerable 
in  the  methods  of  a public  agency.”  These  are  radical 
words,  indeed! 

The  timely  pertinence  of  this  book  is  that  the  medi- 
cal structure  in  the  United  States  is  currently  creak- 
ing, emitting  anguished  cries  and  groans,  and  begin- 
ning to  change  its  form.  Whichever  direction  our 
personal  opinions  face,  it  is  incumbent  upon  individ- 
ual physicians,  in  their  role  of  community  medical 
leaders,  to  become  informed  as  to  methods  of  com- 
munity action  so  that  their  views  and  responsible 
leadership  can  have  an  effective  impact  upon  the  rest 
of  our  society. 

Our  society  appears  at  times  to  be  a confused  ag- 
gregate of  conflicting  pressure  groups,  currents  of 
thought  and  contradictory  goals.  Our  nation  is  not 
yet  perfect,  but  it  does  represent  a more  ideal  state 
of  freedom  and  respect  for  individual  rights  than 
most  peoples  of  the  world  enjoy.  Freedom,  by  defini- 
tion, requires  citizen  responsibility  for  its  mainte- 
nance, and  the  appreciation  of  this  book  is  based  up- 
on that  requirement. 

The  value  of  this  unique  book  can  hardly  be 
understated.  It  will  be  of  interest  to  three  principal 
types  of  physicians:  (1)  physicians  who  are  con- 
cerned with  the  current  evolution  of  U.  S.  medicine 
and  who  wish  to  more  effectively  influence  its  future 
course;  (2)  physicians  who  are  active  in,  and  would 
like  to  become  more  effective  in,  organizations  which 
deal  with  community  problems  (e.g.,  medical  so- 
cieties, voluntary  health  agencies,  school  boards,  com- 
munity service  organizations,  legislative  bodies,  etc.); 
and  (3)  full-time  or  part-time  public  health  physi- 
cians who  are  looking  for  a fresh  approach  to  their 
innumerable  and  rapidly  increasing  problems. 

William  E.  Morton,  MD 

Luschka’s  Joint:  By  Michael  C.  Hall.  Springfield,  111.,  1965, 
Thomas.  141  p.  Price:  $8.50. 

This  elegant  monograph  by  Hall,  who  is  an  ortho- 
pedist and  anatomist  at  the  University  of  Toronto, 
deals  with  an  incompletely  understood  feature  of  the 
anatomy  of  the  cervical  spine. 

Certain  anatomists  and  clinicians,  including  the 
author,  consider  Luschka’s  joint  to  be  a normal  struc- 
ture, while  a smaller  group  are  of  the  opinion  that  it 
is  pathological — the  result  of  degenerative  change. 
Hall,  through  most  painstaking  studies,  describes  the 
development  of  this  anatomic  feature  in  the  fetus  and 
the  young  human  and  in  an  extraordinary  number 
and  variety  of  other  animals.  The  investigation  is 
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primarily  an  anatomical  one,  but  occasional  refer- 
ence is  made  to  pathological  changes. 

The  many  illustrations  of  gross  anatomical  prepa- 
rations, photomicrographs,  and  radiographs  are  uni- 
formly first  class.  A rather  extensive  bibliography  is 
provided.  An  interesting  inclusion  is  an  extract  in  the 
German  of  H.  Luschka’s  original  work,  “Die 
Haibgelenke  Des  Menslichen  Korpers.” 

The  material  contained  in  this  volume  will  be  of 
necessarily  limited  interest  and  value  to  some  anat- 
omists, radiologists,  neurologists,  and  orthopedists. 
It  will  supply  informative  reading  to  those  rare  in- 
dividuals who  are  curious  about  the  structure  of  the 
cervical  spine  of  the  spiny  anteater,  wombat,  Tas- 
manian Devil,  aardvark,  and  manatee  which  are  a 
few  of  the  commonly  encountered  creatures  described 
in  varying  degree. 

Thomas  K.  Craigmile,  MD 

A Syllabus  for  the  Surgeon’s  Secretary:  By  Jeannette  A. 
Szulec.  Detroit,  Mich.,  1965,  Medical  Arts  Pub.  Co.  431  p. 
Price:  $10.00. 

Miss  Szulec  has  compiled  an  excellent  reference 
book  for  medical  secretaries  and  hospital  medical 
record  departments.  Its  range  is  wide,  covering  prop- 
er composition  of  letters  to  definitions  of  most  medi- 
cal terms.  The  explanations  of  medical  and  surgical 
procedures  would  be  of  great  value  for  quick  refer- 
ence in  medical  libraries  and  students  of  both  medi- 
cine and  nursing.  It  is  concise  and  to  the  point,  and 
should  be  a must  in  all  libraries  and  doctors’  offices. 

Dorothy  Frederick,  RN 

Congenital  Clubfoot:  By  Emil  D.  W.  Hauser.  Springfield,  HI., 
1966,  Thomas.  94  p.  Price:  $5.75. 

This  concise  monograph  dealing  with  one  of  the 
oldest  orthopedic  deformities  known  to  mankind  is 
a must  for  students  and  residents  of  orthopedic  sur- 
gery. Its  contents  touch  upon  the  etiology,  pathology, 
diagnosis,  conservation  and  surgical  treatment  of  the 
club  foot  condition.  Its  concise  format  represents  a 
composium  of  current  and  discarded  views  regarding 
the  clubfoot  deformity.  Perhaps  of  greatest  interest 
to  the  practitioner  of  orthopedic  surgery  is  the  abun- 
dant (over  100)  references  included  within  the  bibli- 
ography. For  any  practitioner  expressing  an  interest 
in  the  deformity  of  clubfoot  this  monograph  will 
prove  to  be  of  considerable  educational  value. 

Robert  G.  Volz,  MD 
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The  high  therapeutic  index  permits  dos-  ■ ' ( 
age  sufficient  to  relieve  spasm  promptly. 

The  usual  initial  dose  is  4 tablets.  Main- 
tenance  dosage  is  usually  one  or  two 
tablets  4 times  a day. 
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beta-diethylaminoethyl  diphenylthioacetate  hydrochloride  i 

Directly  relaxes  smooth  muscle  spasm  1 

Combats  hypermotility  '< 
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in  three  clinical  studies.  <J.  Mo.  Med.  Assoc., 

48:685-6:  Med.  Rec.  & Annals,  43:1104-6;  J.  ; 

UroL,  73:487-93),  to  be  effective  and  to  be  vir-  . 

tually  free  of  side-effects.  Fifteen  years  of  wide  j 

clinical  usage  has  affirmed  the  safety  and  effec-  ' 

tiveness  of  Trocinate.  i 

I 

DISPENSED  IN  BOTTLES  OF  i 

100,  250  AND  2000  TABLETS  [ 

Literature  and  samples  sent  upon  request  j 

WM.  P.  POYTHRESS  & CO.,  INC.  ; 

RICHMOND,  VIRGINIA  | 

Maanfaclurers  ef  ethical  pharmaceuticals  slace  1856 
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Blueprint  for  dealing  with  tension  due  to  stress— Prolixin— once-a-day 
For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 


Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  may 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 


Sqjjibb 


Squibb  Quality -the  Priceless  Ingredient 
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Refer  to  your  “What  goes 
on”  bulletin  for  information 
on  meetings  and  postgrad- 
uate courses.  The  June  is- 
sue carries  programs  of 
meetings  to  be  held  in  June 
and  also  lists  some  of 
the  meetings  scheduled  for 
other  months  in  the  “F uture 
Dates”  section. 


BRO^'DMOOR 


for  the  pure  pleasure  of  it  all. 


Broadmoor 

Colorado  Springs,  Colo. 


MOKNINGSIDE 

HOSPITAL 


Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• AIJ  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Neuroses  . . . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

Wendell  H.  Hutchens,  M.D.,  Medical  Director- — Henry  Coe,  Administrator 
10008  S.  E.  Stark  Street  Portland  16,  Ore.  Inquiries  invited  Phone:  ALpine  2-5571 
Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 
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University  of  Colorado  School  of  Medicine 


Dr.  Paul  R.  Hildebrand  of  Brush,  left,  president 
of  the  Colorado  Medical  Society,  presents  a check 
for  $13,682.95  from  the  American  Medical  Assn. 
Education  and  Research  Foundation  to  Dr.  John  J. 
Conger,  dean  of  the  University  of  Colorado  School 
of  Medicine.  The  check  represents  the  CU  medical 
school’s  portion  of  $1,133,583  in  gifts  the  AMA- 
ERF  is  distributing  this  year  to  108  medical  schools 
in  the  United  States  and  Canada.  Since  1951,  nearly 
$17  million  in  gifts  from  American  physicians,  their 
families  and  friends  has  been  contributed  through  the 
AMA-ERF  to  medical  education  via  state  medical 
societies.  Presentation  by  Dr.  Hildebrand  of  the  an- 
nual gift  to  the  CU  medical  school  was  part  of  the 
program  of  the  1966  “Senior  Day”  at  which  the 
Colorado  Medical  Society  played  host  to  the  school’s 
graduating  seniors. 

University  of  Utah  College  of  Medicine 

The  University  of  Utah  College  of  Medicine  an- 
nounces that  there  are  still  positions  available  for 
residencies  in  Anesthesiology  at  the  University  of 


Utah  and  Affiliated  Hospitals  for  the  period  begin- 
ning July  1,  1966.  There  is  also  a position  known 
as  a Career  Residency  in  Anesthesiology  available 
with  the  Salt  Lake  Veterans  Administration  Hospital, 
which  is  closely  affiliated  with  the  University  pro- 
gram. 

Anyone  desiring  information  on  these  residencies 
should  contact  Dr.  Carter  M.  Ballinger,  Division  of 
Anesthesiology,  University  of  Utah  College  of  Medi- 
cine. 

* sis  * 

The  Division  of  Anesthesiology  has  planned  a 
postgraduate  continuation  course  in  Inhalation  Ther- 
apy for  July  29-31,  1966,  at  the  University  of  Utah. 
Anyone  desiring  additional  information  should  con- 
tact the  Division  of  Postgraduate  Medical  Education 
at  the  University. 

sis  sj« 

Dr.  Alexander  M.  Schmidt,  assistant  professor  of 
medicine  at  the  University  of  Utah,  has  been  named 
a Markle  Scholar  in  Academic  Medicine,  which  in- 
cludes a money  award  of  $30,000  paid  over  a five- 
year  period. 

Dr.  Schmidt  is  one  of  25  medical  scientists  selected 
from  a nominated  list  of  68  from  medical  schools 
throughout  the  United  States  and  Canada.  The 
money,  paid  at  a rate  of  $6,000  a year,  is  to  be 
used  at  the  discretion  of  the  Dean  of  the  College  of 
Medicine  “to  supplement  salary,  aid  research,  or 
otherwise  assist  in  the  development  of  the  Scholar  as 
a teacher  or  investigator.” 

The  award  is  made  by  the  John  and  Mary  R. 
Markle  Foundation  which  has  made  such  grants  since 
1948  “to  relieve  the  faculty  shortage  in  medical 
schools  by  giving  support  to  young  teachers  and 
investigators  early  in  their  careers.” 

University  of  New  Mexico  Medical  School 

Robert  E.  Anderson,  MD,  of  the  Department  of 
Pathology  has  been  appointed  a Markle  Scholar  for 
five  years. 

Theodore  Cooper,  MD,  has  been  appointed  Pro- 
fessor and  Chairman  of  the  Department  of  Pharma- 
cology and  Professor  of  Surgery.  Dr.  Cooper  will 
join  the  faculty  in  July.  He  has  both  MD  and  PhD 
degrees  from  St.  Louis  University. 


PICKER  X-RAY, 

ROCKY  MOUNTAIN,  INC. 

4925  EAST  38TH  AVE. 

-TEL.  388-5731 -DENVER  7,  COLORADO 

Offices  also  in: 

Colorado  Springs,  Colorado 

1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 

Medical  X-Ray  Equipment 

21  Kensington  Street,  485-8262 

Accessories  & Film 

Albuquerque,  New  Mexico 

Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288 

Nuclear  Instrumentation 
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Destroys  Trichomonads  Wherever  They  Are 


Flagyl  seeks  out  the  sites  where  trichomonads 
hide.  Only  a systemic  agent  can.  Only  Flagyl 
does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the  inner 
crypts,  glands  and  cavities  of  the  genitouri- 
nary tract  in  both  women  and  men.  Conse- 
quently, Flagyl  is  capable  not  only  of  curing 
trichomoniasis  in  women  but  also  of  prevent- 
ing reinfection. 

Correctly  used,  with  due  attention  to  repeat 
courses  of  treatment  for  resistant,  deep-seated 
invasion  and  to  the  presumption  of  reinfec- 
tion from  male  consorts,  Flagyl  has  re- 
peatedly produced  up  to  100  per  cent  cure  in 
large  series  of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration  — /«  women:  one  250- 
mg.  oral  tablet  three  times  a day  for  ten  days.  A 


vaginal  insert  of  500  mg.  is  available  for  local 
therapy  when  desired.  When  the  inserts  are  used 
one  vaginal  insert  should  be  placed  high  in  the 
vaginal  vault  each  day  for  ten  days,  and  concur- 
rently two  oral  tablets  should  be  taken  daily. 

In  men:  in  whom  trichomonads  have  been  demon- 
strated, one  250-mg.  oral  tablet  twice  a day  for 
ten  days. 

ContraindicatioDS  — Pregnancy;  organic  disease  of 
the  central  nervous  system;  evidence  or  history  of 
blood  dyscrasia. 

Precautions  and  Side  Effects  — Complete  blood  cell 
counts  should  be  made  before  and  after  therapy, 
especially  if  a second  course  is  necessary. 

Infrequent  and  minor  side  effects  include:  nausea, 
unpleasant  taste,  furry  tongue,  headache,  darkened 
urine,  diarrhea,  dizziness,  dryness  of  mouth  or 
vagina,  skin  rash,  dysuria,  depression,  insomnia, 
edema.  Elimination  of  trichomonads  may  aggravate 
coexisting  moniliasis. 

Dosage  Forms 

Oral  — 250-mg.  tablets.  Vaginal  — 500-mg.  inserts. 


SEARLE 


Research  in  the  Service  of  Medicine 
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Colorado 

Dr.  Chauncey  A.  Hager  died  Saturday  evening, 
March  19,  1966,  at  his  office.  He  was  56  years  of 
age.  He  was  born  at  Ord,  Nebraska,  on  January  28, 
1909. 

After  graduating  from  the  Ord  High  School,  he 
attended  the  University  of  Nebraska  at  Lincoln, 
Nebraska,  and  was  awarded  an  AB  Degree  in  1930. 
Later  he  attended  the  University  of  Nebraska  Medi- 
cal Center  in  Omaha  and  was  awarded  an  MD  De- 
gree in  1933.  He  interned  at  Bellevue  Hospital  in 
New  York  and  following  this  he  was  a resident  in 
surgery  at  the  Lahey  Clinic  in  Boston,  Massachusetts. 

He  opened  an  office  in  Denver  following  his 
residency  in  Boston  and  practiced  medicine  for  a 
period  of  five  years  before  entering  the  Army  at  the 
beginning  of  World  War  II.  He  served  as  a medical 
officer  in  the  Southwest  Pacific.  At  the  end  of  World 
War  II  he  resumed  his  practice  in  Denver  and  was 
an  active  participant  in  the  community  and  medical 
affairs.  He  was  a member  of  the  Denver  Medical 
Society,  the  Colorado  Medical  Society,  and  the 
American  Medical  Association.  He  was  also  a mem- 
ber of  the  American  College  of  Surgeons. 

Dr.  Hager  was  quite  interested  in  music  and  art. 
He  was  a member  of  the  Jackson  Camera  Club  and 
a director  of  the  Sportland  YMCA.  In  medical  school 
he  was  a member  of  Nu  Sigma  Nu  medical  fraternity. 
He  was  also  an  elder  of  the  Montview  Boulevard 
Presbyterian  Church.  He  was  married  in  Denver  on 
December  31,  1945,  to  Yolanda  Grinager. 

He  is  survived  by  his  widow;  three  sons,  Lloyd, 
Douglas  and  Robert,  and  three  daughters.  Shannon, 
Jane  and  Margaret,  all  of  them  residing  in  Denver. 
He  is  also  survived  by  a sister,  Mrs.  W.  Kurt  Miller 
of  Greeley,  Colorado. 

Dr.  Martin  M.  Nilsson  died  at  his  home  Sunday, 
April  3,  1966,  after  a long  illness.  He  was  78  years 
old.  He  was  born  on  January  9,  1888,  at  Laurens, 
Iowa.  He  received  his  Doctor  of  Medicine  degree 
from  Northwestern  University  in  1913.  Following  his 
internship  he  specialized  in  ear,  nose,  and  throat 
work  at  Temple  University  in  Philadelphia  and  in 
Vienna,  Austria. 

Dr.  Nilsson  started  his  practice  in  Colorado  in 
1929.  He  was  a member  of  the  staff  of  several  of 
the  Denver  hospitals  and  a member  of  the  volunteer 
faculty  of  the  University  of  Colorado  Medical 
School.  He  retired  from  practice  in  1954. 

He  was  a member  of  the  First  Presbyterian  Church 
of  Lakewood  and  was  an  active  Mason  during  all  of 
his  professional  life.  He  was  a member  of  the  Den- 
ver and  Colorado  Medical  Societies  and  the  Ameri- 
can Medical  Association. 


He  is  survived  by  his  widow;  two  sons.  Dr.  Richard 
H.  Nilsson  of  Lakewood  and  John  Nilsson  of  Oma- 
ha, Nebraska;  two  daughters,  Mrs.  Betty  O’Day  of 
Lakewood  and  Mrs.  Mary  Bevers  of  Odessa,  Texas; 
two  brothers,  Loyal  and  Eskell  Nilsson,  both  of  Sioux 
Falls,  South  Dakota;  two  sisters,  Mrs.  Ivy  Peterson 
of  Iowa  City,  Iowa,  and  Miss  Esther  Nilsson  of  Sioux 
Ealls,  South  Dakota;  and  19  grandchildren. 

Dr.  Lawrence  D.  Buchanan  died  following  a 
heart  attack  on  Thursday,  April  28,  in  the  Wray 
Memorial  Hospital.  He  was  born  on  April  19,  1905, 
at  Harrisville,  Pennsylvania.  After  graduation  from 
the  University  of  Colorado  at  Boulder,  he  studied 
medicine  at  the  University  of  Colorado  Medical 
Center,  and  received  his  Doctor  of  Medicine  de- 
gree in  1931.  He  interned  at  Colorado  General 
Hospital  and  following  this  he  began  the  practice 
of  medicine  at  Wray,  Colorado. 

Dr.  Buchanan  served  in  the  United  States  Army 
from  1942  to  1946,  and  at  the  time  of  his  discharge 
held  the  rank  of  Major.  He  then  returned  to  Wray, 
Colorado,  to  resume  the  practice  of  medicine. 

He  was  quite  active  in  civic  affairs  in  his  com- 
munity, and  was  one  of  the  leaders  in  the  establish- 
ment, development,  and  maintenance  of  the  Wray 
Hospital.  He  served  at  one  time  as  a member  of  the 
School  Board  in  his  community  and  the  Town  Coun- 
cil, and  also  on  the  Board  of  the  Wray  Chamber  of 
Commerce.  In  addition  to  this  he  served  as  mayor 
of  his  home  town  for  a number  of  years. 

Dr.  Buchanan  was  quite  active  in  the  affairs  of  his 
district  medical  society  and  the  Colorado  Medical 
Society.  He  was  a fellow  of  the  American  Academy 
of  Surgery,  the  American  Academy  of  General 
Practice,  and  the  Southwest  Surgical  Conference. 

He  is  survived  by  his  widow  and  three  sons, 
William  of  Sterling,  Colorado,  Robert,  presently 
serving  in  the  U.  S.  Navy  in  Alaska,  and  Jack,  who 
lives  in  New  Jersey. 

Dr.  Joseph  D.  Hazlett  died  on  April  26,  follow- 
ing a short  illness.  He  was  64  years  of  age  at  the 
time  of  his  death.  He  was  born  November  10,  1901, 
in  Creede,  Colorado. 

After  graduating  from  high  school  in  Creede,  he 
attended  Regis  College  in  Denver  and  later  studied 
medicine  at  Creighton  University  in  Omaha,  Ne- 
braska. After  completing  his  internship  at  St.  An- 
thony’s Hospital  in  Denver,  Dr.  Hazlett  started  the 
practice  of  medicine  in  Denver  and  continued  his 
practice  there  until  shortly  before  his  death.  He  was 
licensed  to  practice  medicine  in  Colorado  in  1929. 

He  was  a member  of  the  Denver  and  Colorado 
Medical  Societies  and  the  American  Medical  Asso- 
ciation. He  was  also  a member  of  the  Knights  of 
Columbus  in  Denver,  the  Third  Order  of  St.  An- 
thony, and  St.  Elizabeth’s  Roman  Catholic  Church. 

He  is  survived  by  an  aunt,  Mrs.  Margaret  Rose  of 
Alamosa,  Colorado,  three  nephews,  Ralph  Lorenzo 
and  Ralph  and  Joseph  Cummings,  and  one  niece, 
Alma  Lorenzo,  all  of  Denver. 
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New  Mexico 

Dr.  John  Roberts  VanAtta,  Albuquerque,  recent- 
ly died  at  his  home  at  the  age  of  82. 

Dr.  VanAtta  came  to  Albuquerque  in  1914  and 
founded  the  first  X-ray  and  Clinical  Laboratory  in 
New  Mexico.  He  was  the  first  Chief  of  Staff  of 
Presbyterian  Hospital  and  was  instrumental  in  found- 
ing the  laboratory  of  the  State  Department  of  Public 
Health. 

Several  years  ago  the  Bernalillo  County  Medical 
Association  honored  Dr.  VanAtta  for  50  years  of  ser- 
vice to  the  community. 

Physician  Award  Winners  Visit  Richmond 

Thirteen  1965  winners  of  the  Physician  Award 
for  outstanding  community  service  visited  Richmond 
May  5-8  as  guests  of  A.  H.  Robins  and  its  president, 
E.  Claiborne  Robins. 

Winners  of  the  Physician  Award  are  selected  by 
their  respective  state  medical  associations.  The  award, 
which  is  made  available  to  the  associations  by  A.  H. 
Robins,  was  established  in  1960  and  now  is  pre- 
sented in  18  states,  the  District  of  Columbia  and 
Puerto  Rico.  Pictured  below  are  the  three  physicians 
chosen  from  the  Rocky  Mountain  area. 


E.  Claiborne  Robins  (right),  president  of  A.  H. 
Robins,  was  on  hand  to  chat  with  1965  recipients  of 
the  Physician  Award  for  outstanding  community 
service  as  they  toured  the  company’s  research  and 
manufacturing  facilities  during  their  visit  to  Rich- 
mond. Left  to  right,  Dr.  Herbert  L.  Harvey,  Casper, 
Wyoming;  Dr.  C.  W.  Woodbury,  Las  Vegas,  Nevada; 
and  Dr.  Hugh  B.  Woodward.  Albuquerque,  New 
Mexico. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to  lit 
the  most  difficult  cases. 

An  expert  eye-maker  is 
in  our  office  at  all  times 
to  give  your  patients  the 
satisfaction  they  must 
have.  In  business  since 
1904. 

Write  or  phone  lor  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  825-0229 

330  University  Bldg.  910  16th  St.  Denver  2,  Cole. 


FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 

with  DICARBOSir  antacid 

■ effectwe  neutraliiing  power -Two  tablets  in  vitroL 

provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5.  ^ 

■ pleasant  taste  — A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  DicarbosiPs  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy—  Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (10  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif,  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  Tti- 
silicate  0.006  Gm. 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A Division  of  Lewis-Home  Company 
319  South  4th  Street  • St.  Louis,  Missouri  63102 
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Colorado  Medical  Society 

OFFICERS — 1965-66 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
September  28,  1966  at  the  Annual  Session  in  Colorado  Springs. 
President:  Paul  R.  Hildebrand,  Brush 
President-elect:  Myron  C.  Waddell,  Denver 
Vice  President:  Walter  C.  Herold,  Colorado  Springs 
Treasurer:  William  A.  Day,  Colorado  Springs,  1968 
Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966 
Additional  Trustees:  J.  Alan  Shand,  La  Junta,  1966:  Carl  H. 
McLauthlin,  Denver,  1967;  Kenneth  A.  Platt,  Westminster, 
1967;  J.  Robert  Spencer,  Denver,  1968. 

Judicial  Council:  District  No.  1 — Daniel  H.  Buchanan,  Jr., 
Denver,  1966;  District  No.  2 — John  Simon,  Englewood,  1968; 
District  No.  3 — Kermeth  E.  Gloss,  Colorado  Springs,  1967; 
District  No.  4 — James  G.  Price,  Brush,  1966:  District  No.  5 — 
William  S.  Curtis,  Boulder,  1966:  District  No.  6 — Heman  R. 
Bull,  Grand  Junction,  1967;  District  No.  7 — Tullius  W.  Halley, 
Durango,  1967;  District  No.  8 — Herman  W.  Roth,  Monte  Vista, 
Chairman,  1968;  District  No.  9 — Scott  A.  Gale,  Pueblo,  Vice 
Chairman.  1968. 

Grievance  Committee:  John  B.  Griffith,  Aurora,  Secretary, 
1966;  Dwight  C.  Dawson,  Colorado  Springs,  1966;  Ray  G. 
Wltham,  Craig,  Chairman,  1966;  Clayton  K.  Mammel,  Den- 
ver. 1966:  Robert  B.  Richards,  Fort  Morgan,  1966:  Joseph  A. 
Leonard,  Lakewood.  1966;  Joel  R.  Husted,  Boulder,  1967; 
James  A.  Henderson,  Englewood.  1967:  Robert  J.  Bliss,  Fort 
Collins,  1967;  John  A.  McDonough,  Ordway,  1967;  H.  Harper 
Kerr,  Pueblo,  1967;  Edward  E.  Tennant,  Sterling,  1967. 
Delegates  to  the  American  Medical  Association:  Kenneth 
C.  Sawyer,  Denver.  Dec.  31,  1966  (Alternate,  Robert  E. 
McCurdy,  Denver,  Dec.  31,  1966):  Gatewood  C.  Milligan, 
Englewood,  Dec.  31,  1967  (Alternate,  Ray  G.  Wltham,  Craig. 
Dec.  31,  1967);  Harlan  E.  McClure,  Lamar,  Dec.  31,  1967 
(Alternate,  Vernon  L.  Bolton,  Colorado  Springs,  Dec.  31,  1967). 
Speaker,  House  of  Delegates:  Marvin  E.  Johnson.  Denver. 

Vice  Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora. 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Paul  J.  Gans,  Lewistown. 

President-elect:  Albert  L.  Vadheim,  Bozeman. 

Vice  President:  Alfred  M.  Fulton,  Billings. 
Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney 
Assistant  Secretary-Treasurer:  Robert  K.  West.  Cut  Bank. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt.  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Bil- 
lings. 

Executive  Committee:  Paul  J.  Gans,  Lewistown:  Albert  L. 
Vadheim,  Bozeman;  Alfred  M.  Fulton,  Billings;  Oscar  A. 
Swenson,  Sidney;  Robert  K.  West.  Cut  Bank;  S.  C.  Pratt, 
Miles  City:  Herbert  T.  Caraway,  Billings;  M.  A.  Gold,  Butte: 
David  Gregory.  Glasgow. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren  D. 
Bowman,  Billings. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 

Nevada  State  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1966  Annual  Session. 

President:  Joseph  M.  George,  Jr.,  Las  Vegas 


President-Elect:  William  M.  Tappan,  Reno 

Secretary-Treasurer:  V.  A.  Salvadorini,  Reno 

Immediate  Past  President:  John  M.  Read,  Elko 

AMA  Delegate:  Leslie  A.  Moren,  Elko 

Alternate  Delegate:  Thomas  S.  White.  Boulder  City 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 

Wesley  W.  Hall,  Reno 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  E. 
Neff,  Reno 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS — 1966-67— Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1967  Annual  Session. 

President:  Tom  L.  Carr,  Albuquerque. 

President-Elect:  Emmit  M.  Jennings,  Roswell. 

Vice  President:  Earl  B.  Flanagan,  Carlsbad. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 
Immediate  Past  President:  Robert  P.  Beaudette,  Raton. 
Speaker,  House  of  Delegates:  Hugh  B.  Woodward,  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dom,  Albu- 
querque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes.  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 

Utah  State  Medical  Association 

OFFICERS — 1965-66. — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  L.  V.  Broadbent,  Cedar  City. 

President-elect:  Paul  A.  Clayton,  Salt  Lake  City. 

Past  President:  Stanley  R.  Child,  Salt  Lake  City. 

Honorary  President:  Henry  C.  Stranquist,  Ogden. 

Secretary  ’67 : Russell  M.  Nelson,  Salt  Lake  City. 

Treasurer  ’66:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo. 
President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan. 
Alternate  Speaker,  House  of  Delegates:  William  R.  Christensen, 
Salt  Lake  City. 

Additional  Trustees:  Box  Elder  County  Med.  Soc.  '66,  S.  L. 
Moskowitz,  Brigham  City;  Cache  Valley  Med.  Soc.  ’66,  Robert 
S.  Budge,  Smithfield;  Carbon  Co.  Med.  Soc.  ’66,  William  M. 
Gorishek,  Price;  Central  Utah  Med.  Soc.  '67,  Halvard  J. 
Davidson,  Manti;  Salt  Lake  Co.  Med.  Soc.  '66,  John  H.  Clark. 
Salt  Lake  City;  Southeastern  Utah  Med.  Soc.  '67,  Jerrold  C. 
Smith,  Monticello;  Southern  Utah  Med.  Soc.  '67,  Joseph  J. 
Sannella,  Kanab;  Uintah  Basin  Med.  Soc.  '67,  R.  V.  Larson, 
Roosevelt;  Utah  County  Med.  Soc.  ’65,  Richard  A.  Call. 
Provo;  Weber  County  Med.  Soc.  ’67,  Douglas  C.  Barker, 
Ogden. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Richard 
P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City.  Telephone  EL5-7577. 

Wyoming  State  Medical  Society 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Thomas  Nicholas,  Buffalo 

President-elect:  Ray  K.  Christensen,  Powell 

Vice  President:  James  W.  Barber,  Cheyenne 

Secretary:  Laurence  W.  Greene,  Jr.,  Laramie 

Treasurer:  Roger  P.  Mattson,  Casper 

Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler, 

Casper 

Speaker  of  the  House:  John  H.  Froyd,  Warland 
Vice  Speaker  of  the  House:  Roy  Holmes,  Casper 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Bill  Anderson,  Cheyenne 
Ebcecutive  Secretary:  Arthur  R.  Abbey,  P.  O.  Box  2266,  Chey- 
enne. Telephone  632-5525 
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WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 

That's  why  we're  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS.  FEES.  PERSONNEL,  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you — without  obliga- 
tion— how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it's  worth  the  time  to  investigate! 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 
Denver,  Colorado  80215 

MEMBER 


THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MEIrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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WANT  ADS 


PRACTICE  AVAILABLE  IN  OAK  CREEK.  COLORADO.  New 
Sears  Foundation  Medical  Center  now  vacant.  Excellent 
hunting,  fishing  and  skiing.  Previous  doctor  drafted.  Write: 
Jolene  Koler,  secretary.  South  Routt  Medical  Center,  Oak 
Creek,  Colorado.  4-8-3 


THREE  ACADEMY  OF  GENERAL  PRACTICE  MEMBERS, 
in  fast  growing  Nevada  community  desire  an  associate. 
$16,000  first  year,  with  full  partnership  in  near  future.  One 
month  vacation  first  year.  Reply  to  Box  4-6-4,  Rocky  Moun- 
tain Medical  Journal,  1809  E.  18th  Avenue,  Denver,  Colo- 
rado 80218.  4-6-4 


FIFTY  YEARS  OF  RECORDS  for  GP  who  would  like  to  live 
in  the  City  of  Denver.  Office  close  to  hospitals. 
Call  255-3533.  4-9-3 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-5-TFB 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502,  Denver. 

9-7-TFB 


INTERNIST-CARDIOLOGIST,  certified  in  both,  age  48.  In- 
terested in  internist  group,  multi-specialty  group,  director 
of  medical  education,  or  a practice  combined  with  some 
teaching  or  some  research.  Mountain  west  or  Pacific  coast 
preferred.  Academic  or  culture-oriented  community  desired. 
Reply  to  Box  6-1-4B.  Rocky  Mountain  Medical  Journal, 
1809  E.  18th  Avenue,  Denver,  Colorado  80218.  6-1-4B 


PHYSICIAN  FOR  GENERAL  MEDICINE  in  Outpatient  Ser- 
vice. Salary  determined  by  qualifications.  Inquire  Chief, 
Outpatient  Service,  Veterans  Administration  Hospital,  1055 
Clermont  Street,  Denver.  Colorado  80220.  Telephone  388-3661, 
Ext.  212.  6-6-3B 


HAMILTON  MODERN  STEEL  EXAMINING  TABLE.  Com- 
pletely equipped,  white  with  black  leather  trim.  Excellent 
condition.  Cash  or  terms.  Call  or  write  2035  E.  18th  Avenue, 
Suite  5,  Denver  333-4281,  6-7-1 


EXCELLENT  OPPORTUNITY  FOR  GP  to  assume  profitable 
practice  of  partner  in  two-man  practice.  Leaving  for 
residency,  will  return  to  form  three-man  group.  Well  estab- 
lished practice  located  in  southeast  Denver.  Attractive  new 
quarters,  complete  lab.  Financial  arrangements  open.  Call 
SK  6-3627.  1-5-TF 


SPACE  AVAILABLE  FOR  DOCTORS  in  good  residential 
area.  Ample  parking.  1500  sq.  ft.  of  space  in  air  condi- 
tioned building.  2 doctors’  offices  and  reception  room,  5 ex- 
amining rooms,  x-ray  room  and  2 labs.  Very  reasonable. 
Will  rent  or  lease.  Located  at  601-3  Emerson  Street,  Denver. 
Call  534-8673  or  377-4759.  4-7-3B 


ALOE  F-860-100-100  ULTIMA  GENERAL  DIAGNOSTIC 
X-RAY  and  accessories.  Make  offer.  Reply  to  Box  6-3-1, 
Rocky  Mountain  Medical  Journal,  1809  E.  18th  Avenue,  Den- 
ver, Colorado  80218.  6-3-1 


OFFICE  SUITES  AVAILABLE,  1,000  square  feet,  consultation 
room,  3 examining  rooms,  business  area  and  waiting  room, 
near  hospital  in  Casper,  Wyoming.  Community  active  med- 
ically with  enlarging  hospital.  Inquire  C.  Robertson,  1150 
Payne  Avenue,  Casper,  Wyoming.  Phone  307-234-1442.  6-2-3B 


EXCLUSIVELY 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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PHYSICIAN.  Internal  Medicine.  201-bed  GM&S  Hospital  in 
Central  Texas.  Beginning  salary  up  to  $17,055  determined 
by  qualifications.  Non-discrimination  in  employment.  Write 
Chief  of  Staff,  Veterans  Administration  Hospital,  Marlin, 
Texas  76661.  4-10-3B 


OPHTHALMOLOGIST,  Board  Certified  or  Board  Eligible,  to 
join  well-established  department  in  twenty-two  doctor, 
multi-specialty  group,  in  midwest  city  of  sixty  thousand. 
Salary  open.  Partnership  after  three  years.  Excellent  pros- 
pects. Please  send  data  sheet  with  first  letter.  Address 
Medical  Associates,  1200  Main  Street,  Dubuque,  Iowa.  5-4-3B 


LEAVING  FOR  RESIDENCY.  General  Practice  carefully 
cultivated  for  12  years,  now  available.  Will  consider  month- 
ly terms  for  equipment  and  furnishings.  Lab,  x-ray,  con- 
sultants within  one-block  radius.  Wm.  L.  Ingram,  MD,  509-G 
Colorado  Ave.,  Pueblo,  Colo.  81005.  Telephone  542-1805.  5-3-2 


STUDENT  HEALTH  SERVICE — Excellent  opportunity  for 
generalist  to  join  full  time  staff  of  expanding  health  ser- 
vice. Pleasant  university  town  in  Rocky  Mountain  area. 
Write  Box  6-5-3B,  Rocky  Mountain  Medical  Journal,  1809  E. 
18th  Avenue,  Denver,  Colorado  80218.  6-5-3B 


ONE  UNIT  AVAILABLE  in  BEAUTIFUL  Marion  Medical 
Building  located  at  E.  18th  Ave.  and  Marion  in  the  center 
of  the  hospital  area  close  to  downtown  Denver.  Extremely 
low  rental  includes:  janitorial  services,  heat,  hot  water,  off- 
street  parking,  air-conditioning.  Call  Fred  Maier,  333-2713. 

6-4-lB 


INTERNIST  for  5-man  department  in  busy  and  steadily 
growing  northcentral  Kansas  13-member  multispecialty 
group.  Partnership  after  salary  for  two  years.  Board  eligible 
or  Certified.  Reply  to  Box  11-9-TFB,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Ave.,  Denver,  Colorado  80218.  11-9-TFB 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 

309  16th  Street  f y Telephone 

Denver  2 534-8714 


EARNEST  DRUG 

217  1 6th  Street 
Denver,  Colorado 
Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 
FRESH-CLEAN-COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


PREMIUM 

QUALITY 

AT  ITS  BEST... 

Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 

Meadow  Gold 

HOME  DELIVERY 

OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 

TELEPHONE  388-1641 
Denver,  Colorado 
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WHAT  PRICE  GOOD  HEALTH? 

You  know  the  answer:  It's  priceless.  Your  health  is  responsible  for  your  family's 
standard  of  livins. 

No  one  can  be  assured  of  good  health  but  at  least  YOU  have  an  opportunity  to 
protect  the  income  your  health  makes  possible — through  the  Medical  Society's 
low-cost  Income  Protection  Plan. 

This  Plan  provides  cash  benefits  of  up  to  $800.00  a month  when  you're  sick  or 
hurt  and  can't  earn  a living. 

Inquire  now — See  if  YOU  qualify — Send  in  the  coupon  below  for  full  details. 


RETURN  THE  COUPON  FOR  FULL  DETAILS 


Underwritten  by 


OF  OMAHA 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

Life  Insurance  Affiliate:  United  of  Omaha 
Home  Office— Omaha,  Nebraska 

6-11-66 


VINCENT  ANDERSON  COMPANY,  INC. 

Second  Floor,  Railway  Exchange  Building 
Denver,  Colorado  80202 

Please  send  full  details  about  the  Income  Protection  Plan  of  the 
Colorado  Medical  Society. 

NAME  

ADDRESS  

CITY  STATE  


Zip  Code 


HIRSCHFELD’S 

f'hC. 

Speer  at  Acoma  • Denver  • 534-0631 


r Discriminating  Doctors 
everywhere  specify 

sxeeucase: 

Custom  Line 
Office  Furniture 

Doctors  ore  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  con  "individual- 
ize" your  office. 

Stop  in  soon  — or  phone  and  our  representative  wiii  caii 


COMPLETE  OFFICE  PLANNING 


A DIVISION  OF  THE  A.  B.  HIRSCHFELD  PRESS 


Prompt,  professional  service  24  hours 
a day,  every  day!  A complete  line  of 
hospital  beds,  wheelchairs,  traction 
equipment,  oxygen,  crutches,  walkers, 
commodes,  lamps,  whirlpools  — every- 
thing to  help  patients  get  well  faster. 


DENVER 

733-5521 

350  Broadv/ay 

COLORADO  SPRINGS 

473-3230 

333  N.  Circle  Drive 

Franchise  Holder 

ALBUQUERQUE 

268-6736  (Days) 

137  San  Pedro  Drive  N.E. 

Franchise  Holder 


94 


Rocky  Mountain  Medical  Journal 


Abbey  Rents  94 

Ames  Company,  Inc. 

Labstix 5 

Arch  Laboratories 

Dicarbosil  89 

Berbert,  George  & Sons 

Bennett’s  AP  Series Cover  Hi 

Bristol  Laboratories 

Tetrex-F  9 

Broadmoor  Hotel 85 

Burroughs  Wellcome  and  Co. 

Polysporin  74 

City  Park  Meadow  Gold  Dairy 93 

Coca-Cola  Company  78 

Denver  Optic  Company 89 

Denver  U.  S.  National  Bank  96 

Earnest  Drug  Company 93 

Emory  John  Brady  Hospital  91 

HBA  Life  Insurance  Co 83 

Hirschfeld’s  Office  Furniture,  Inc 94 

Hynson,  Westcott  and  Dunning,  Inc. 

Lactinex  1 

Lederle  Laboratories 

Orimune-Tine  Test  4 

Stresscaps  79 

Lilly,  Eli  and  Company 

V-Cillin  K 18 

Loma  Linda  Foods 

Soyalac  7 

Merck,  Sharp  and  Dohme 

Institutional  6 

Cremomycin  14-15 


Morningside  Hospital  85 

Mutual  of  Omaha  94 

Newton  Optical  Company  93 

Parke,  Davis  and  Company 

Dilantin  Cover  II 

Picker  X-ray,  Rocky  Mountain,  Inc 86 

Pitman-Moore  Division  of  the  Dow 
Chemical  Company 

Novahistine-LP  80-81 

Poythress,  William  P.  & Co. 

Trocinate  83 

Professional  Management  Midwest  91 

Project  HOPE  Cover  IV 

Rauscher  Pierce  Securities  Corp., 

Lou  Lagrave  71 

Republic  Building  Corporation  92 

Searle,  G.  D.  & Co. 

Flagyl  87 


Smith,  Kline  and  French  Laboratories 

Dexamyl  22 

Squibb,  E.  R.  & Sons 

Prolixin  84 

Syntex  Laboratories 

Norinyl  10-11 

Wine  Advisory  Board 

Calif.  Wines  8 

Winthrop  Laboratories 
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Not  if  you  bill  over 
200  patients. 

Now  automation  can  pay  its  own  way  in  the  average 
individual  practice.  And,  of  course,  it’s  a great  time-saver. 

Your  nurse  or  receptionist  simply  spends  a few  minutes  at 
the  end  of  each  day  on  the  data  phone,  transmitting  to  our 
central  computer.  Or,  if  you  prefer,  she  can  drop  everything 
in  the  mail,  and  we’ll  feed  it  into  the  computer.  From  then 
on,  all  records  and  billing  are  completely  automated. 

You'll  notice  advantages  right  away.  You  and  your  staff  are 
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right  to  your  account.  And  you  get  daily,  reports 
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It’ll  only  take  a few  minutes  to  get  further  details  and 
specific  cost  figures  on  our  Professional  Billing  Service. 

Just  call  Chuck  Derby  at  244-8811. 

VlsH  us  in  booth  33  at  the  Colorado  Medical  Convention. 
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NATIONAL  BANK 
DENVER  U.S.  CENTER  17th  and  Broadway 
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Once  merely  a man 
with  HAY  FEVER - 

now  a victim  of  his 
own  antibodies 

Whatever  term  describes  him  in  this  new  era  of 
immunology,  the  symptoms  of  congested  nose,  rhinor- 
rhea  and  sneezing  haven’t  changed  in  patients  hyper- 
sensitive to  pollens  and  molds.  But  nTz  ^ Nasal  Spray 
relieves  the  symptoms.  It  decongests  nasal  mem- 
branes on  contact,  relieves  itching  and  reduces 
excessive  rhinorrhea  without  unpleasant  dryness. 

The  first  spray  of  well-tolerated  nTz  shrinks  the 
turbinates,  helps  restore  normal  nasal  ventilation 
and  breathing.  After  a few  minutes,  a second 
spray  enhances  sinus  ventilation  and  drainage. 

More  than  a simple  vasoconstrictor,  the  carefully 
balanced  formula  of  effective  components  relieves  in 
three  ways  with: 

• Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes  and 
allow  more  comfortable  breathing. 


• Thenfadil®  HCI  0.1%,  a topical  antihistamine 
help  relieve  itching  and  rhinorrhea. 

• Zephiran®  Cl  1 :5000,  an  excellent  wetting 
agent  and  antiseptic  preservative  to  promote 
the  rapid  spread  of  components  to  less 
accessible  nasal  areas. 


to 


Supplied  in  convenient  pocket-size  plastic 
spray  bottle  of  20  ml.  Also  available  as  a 
solution  of  30  ml.  (1  fl.  oz.)  with  dropper, 
and  473  mi.  (1  pint). 


Prescribe 


Nasal  Spray 


(contains  Neo-Synephrine  HCI) 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


Blood-glucose 
screening  for  ^ 
your  patients? 


DEXTROSTIX-- 

provides  a clinically  useful 
determination  when  performed 
according  to  directions^ 


DEXTROSTIX  is  not  intended  to  replace 

the  more  precise  analytical  laboratory  methods. 


...because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  DEXTROSTIX®  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance — for  “The  precision 
and  accuracy  of  Dextrostix 
...meet  the  need  for  an  always 
available  simple  screening 
method....”*  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 


Marks,  V.,  and  Dawson,  A.: 
Brit.  M.  J.  7:293,  1965. 


Yes— ^ your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


AfVISS 


09IC5 


START  SMALL  . . . 


...AND  GROW 


Sanborn’s  new  Patient  Monitoring  Modules 
adapt  perfectly  to  expanding  intensive-care  needs 


Sanborn  “Series  780”  Patient  Monitoring  Systems  alert 
the  intensive-care  staff  instantly  to  the  distress  of  any 
monitored  patient,  permitting  more  effective  care  of  all 
patients  by  the  available  nurses. 

Design  of  the  systems  in  functional  modules  offers 
greatest  flexibility  in  adapting  any  monitoring  system 
to  future  needs  — the  hospital  system  can  begin  mod- 
estly and  grow  steadily,  with  original  modules  fully 
utilized  in  the  expanding  system.  Also,  monitoring  ca- 
pabilities can  be  quickly  shifted  from  bed  to  bed,  as 
needed.  Separate  modules  for  heart  rate  (with  integral 
pacer  if  desired),  for  temperature  and  respiration  rate, 
and  for  systolic  and  diastolic  pressures.  Other  modules 
for  synchronized  defibrillation,  for  resuscitative  cardiac 
pacing,  for  oscilloscope  display  of  cardiac  or  pulse 


waveforms,  and  for  automatic  pacing  and  ECG  re- 
cording with  any  cardiac  distress.  Series  780  also  in- 
cludes remote  alarm  indicators  (specific-parameter  or 
general  alarms,  by  bed)  and  remote  patient-select  push- 
button switchboxes  for  through-switching  of  patient 
signals  to  numerical  display,  oscilloscope,  and/or  chart 
recorders  at  the  central  station. 

A complete  range  of  transducers,  recorders,  and  data 
displays  engineered  by  Sanborn  allows  us  to  design, 
install,  and  fully  warrant  the  complete  system  required 
for  unexcelled  patient  care  in  your  hospital. 

For  details,  phone  your  local  Hewlett-Packard/ 
Sanborn  office  or  write  Sanborn  Division,  Waltham, 
Mass.  02154.  In  Europe,  write  Hewlett-Packard  S.A., 
54  Route  des  Acacias,  Geneva,  Switzerland. 


HEWLETT 

PACKARD 


SANBORN 

DIVISION 


Englewood  Hewlett-Packard,  Neely  Sales  Division,  Denver  Technological  Ctr., 
7965  East  Prentice,  (303)  755-1233,  Englewood,  Colorado  80110 
Salt  Lake  City  Hewlett-Packard  Neely  Sales  Div.,  1482  Major  Street,  (801)  486-8166 
Salt  Lake  City,  Utah  84115 
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Anturane 

sulfinpyrazone 

“the  most  effective 
and  best  tolerated’ 
uricosuric  agent 
for  the  control  of 
chronic  gout 


Anturane 

sulfinpyrazone 


Anturane  lowers 
uric  acid  ieveis 

Anturane  provides  a 
maximum  uricosuric  re- 
sponse “substantially 
greater”  than  that  pro- 
vided by  probenecid 

In  most  hyperuricemic 
patients  Anturane  re- 
duces uric  acid  levels 
to  norma!  and  keeps 
them  there.  Kuzell  and 
associates^  reported 
that  Anturane  lowered 
serum  uric  acid  levels 
to  6 mg./lOO  ml.,  or  low- 
er, in  85%  of  155  men 
and  96%  of  74  women 
with  primary  gout. 


reduces  tophi  and  im- 
proves joint  mobility 

Anturane  promotes  the 
excretion  of  urates  al- 
ready in  the  tissues.  The 
reduction  of  tophi  and 
periarticular  crystals  re- 
sults in  more  mobile, 
less  painful  joints. 

In  the  experience  of  Yii 
and  associates,^  the  dis- 
appearance of  tophi  in 
patients  treated  with 
Anturane  was  more  rapid 
than  with  probenecid. 


protects  against  acute 
attacks 

Anturane  reduces  the 
number  and  severity  of 
acute  gouty  attacks  and 
sometimes  eliminates 
them  altogether. 

In  one  study  of  42  pa- 
tients treated  with 
Anturane,'*  the  average 
number  of  attacks  per 
person  in  the  second 
year  was  59%  less  than 
in  the  first  year  (1.9 
compared  to  4.5). 


useful  in  refractory 
patients 

Because  of  its  potency, 
Anturane  is  often  effec- 
tive in  gouty  patients  re- 
fractory to  other  urico- 
suric agents. 

In  one  clinical  study* 
“Only  1 of... 58  patients 
previously  treated  with 
probenecid  failed  to 
have  fewer  symptoms 
with  sulfinpyrazone....” 

well  tolerated 

Patients  can  usually  be 
maintained  indefinitely 
on  Anturane  without  cu- 
mulative effects  or  de- 
velopment of  tolerance. 


uricosuric  effect  of  Anturane  compared  with  probenecid  and  salicylates  (3  different  studies)^"^ 


Mean  increase  in  urinary  uric 
acid  excretion  (24  hours).® 
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effect  of  Anturane 
on  functional  ability® 

Before  During  treatment 

treat-  (100  to  400  mg. /day) 

ment 


14  13  12 

patients 
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patients 


Degree 

of  mobility:  Very  reduced 

Reduced  ■ 

Normal  ■ 


Dosage 

Anturane  is  available  as  white, 
scored  tablets  of  100  mg.  Initially, 
give  half  a tablet  4 times  daily 
with  meals  or  milk,  increasing  in 
one  week  to  one  tablet  q.i.d.  In- 
crease to  two  tablets  q.i.d.  if  nec- 
essary, and  reduce  if  possible  to 
as  low  as  half  a tablet  q.i.d.  after 
control.  Continue  through  acute 
attacks,  which  can  be  concomi- 
tantly treated  with  phenylbuta- 
zone. 

Patients  on  other  uricosurics 
may  be  transferred  to  this  drug 
at  full  maintenance  dosage. 

Contraindications 

Active  peptic  ulcer.  Salicylates 


drug’s  action  and  are  contrain- 
dicated for  concomitant  use. 

Warning 

Use  with  caution  in  pregnant 
women. 

Precautions 

Keep  patients  under  close  super- 
vision and  make  periodic  blood 
counts.  Use  cautiously  in  patients 
sensitive  to  pyrazoles,  in  patients 
with  histories  of  peptic  ulcer,  and 
in  conjunction  with  sulfa  drugs, 
the  sulfonylurea  hypoglycemic 
agents,  and  insulin,  the  actions 
of  which  may  be  potentiated. 

In  mobilizing  urate  deposits,  the 

drug  may  precipitate  acute  at- 


renal  colic,  especially  in  the  ini- 
tial stages  of  therapy.  Ensure  ade- 
quate fluid  intake  and  alkalinize 
the  urine.  With  renal  impairment, 
test  renal  function  periodically. 

Adverse  Reactions 
The  most  frequent  are  upper  gas- 
trointestinal disturbances.  The 
drug  may  activate  peptic  ulcer. 
Rash  occurs  infrequently.  Blood 
dyscrasias  are  a possibility,  but 
they  are  rarely  encountered. 
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19:894, 1964. 

2.  Seegmiller,  J.  E.:  Bull. 

Rheumat.  Dis.  11:241, 1961. 

3.  Yu,  T.  F,,  et  al.:  Arth.  and 
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Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


f 

I 


Many 
anxious 
patients 
need  more 
than  just 
calming. 

Stelazine'/ 

brand  of  trifluoperazine 

offers 
true 
tranquilization. 


Sedative  or  muscle  relaxant-type  tranquilizers  are  often  all  that's 
needed  for  patients  with  temporary  situational  anxiety.  But  in 
the  many  patients  whose  anxiety  presents  a continuing  problem 
these  agents  are  limited  by  their  generalized  dulling  effects. 
'Stelazine'  can  attack  anxiety  directly  without  producing 
annoying  dulling  effects.  On  'Stelazine',  patients  can  react 
more  normally  to  day-to-day  stress  yet  remain  alert,  able  to 
carry  on  their  normal  activities. 

Contraindicated  in  comatose  or  greatly  depressed  states  due  to  CNS  depressants 
and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and  pre-existing 
liver  Principal  side  effects,  usually  dose  related,  may  include  mild  skin 

reaction,  dry  mouth,  insomnia,  fatigue,  drowsiness,  dizziness  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness,  anorexia,  rash,  lactation  and 
blurred  vision  may  also  be  observed.  Blood  dyscrasias  and  jaundice  have  been 
extremely  rare.  Use  with  caution  in  patients  with  impaired  cardiovascular  systems. 
Before  prescribing,  see  SK&F  product  Prescribing  Information. 


Smith  Kline  & French  Laboratories,  Philadelphia 


New 

low-cost  tetracycline/antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida: 


2.  nonpregnant  women  with  a history  of  recent 
i diabetic  patients  or  recurrent  monilial  vaginitis 


5.  patients  on  long-term  tetracycline  or  cortico- 
patients  with  a past  history  of  moniliasis  steroid  therapy 


3.  elderly  or  debilitated  patients 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  in- 
formation  consult  Official  Package  Circular.  Indications : 
Infections  of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensi- 
tive organisms,  in  patients  with  increased  susceptibility 
to  monilial  infections.  Contraindications : The  drug  is  con- 
traindicated in  patients  hypersensitive  to  its  components. 
U arnings:  Photodynamic  reactions  have  been  produced  by 
tetracyclines.  Natural  and  artificial  sunlight  should  be 
avoided  during  therapy.  Slop  treatment  if  skin  discomfort 
occurs.  No  cases  of  [ihotosensitiviiy  have  been  reported 
with  Tetrex  (tetracycline  phosphate  complex).  With  renal 
impairment,  systemic  accumulation  and  hepatotoxicity  may 
occur.  In  this  situation,  lower  doses  should  be  used.  Tooth 
staining  and  enamel  hypoplasia  may  be  iiuluced  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions : Bacterial  superinfec- 
tion may  occur.  Infants  may  develop  increased  intracranial 
pressure  with  bulging  fontanels.  In  gonorrheal  therapy, 
serologic  tests  for  syphilis  should  be  con»lucted  initially 
and  monthly  for  3 months.  Adverse  Reactions : Glossitis, 
stomatitis,  nausea,  diarrhea,  flatulence,  proctitis,  vaginitis, 
dermatitis,  and  allergic  reactions  may  occur.  Usual  Adult 
Dosage:  1 capsule  q.i.d.  Continue  therapy  for  10  days  in 
beta-hemolytic  streptococcal  infections.  Administer  one 
hour  before  or  2 hours  after  meals.  Supply:  Capsules,  bot- 
tles of  16.  Each  capsule  contains  tetracycline  phosphate 
complex  equivalent  to  250  mg,  tetracycline  HCl  activity 
and  250,000  units  of  nystatin. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL 


Tetrex-F 


Each  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units. 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


for  all  you  cold  sufferers  who’ve  been  looking  for  a cure-all. 


They  can’t  cure  a cold.  We  can’t  cure  a cold.  You  can't  cure  a cold.  But  what  you  can  do  is  relieve  the  symptoms, 
making  the  patient  comfortable  and  the  cold  bearable. 

The  patient  suffering  from  head  cold  congestion,  for  instance,  should  breathe  easier  when  you  prescribe 
Novahistine  LP. 

Novahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physi- 
ologic mechanisms  which  prevent  infection  of  the  respiratory  tract.  Two  tablets  in  the  morning  and  two  in  the  evening 
will  provide  around-the-clock  relief  by  helping  to  keep  congested  air  passages  clear,  thus  enabling  your  cold  patient 
to  enjoy  normal  and  free  breathing. 

Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention.  Tell 
patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenyle- 
phrine hydrochloride,  25 mg.,  and  chlorpheniramine 
maleate,  4 mg. 

PITMAN-MOORE 

Division  of  The  Dow  Chemical  Company,  Indianapolis,  U.S.A. 

For  relief  of  nasal  congestion. 


3.0- 


greater  potency 

lower  mg  intake  per  day 

600  mg  versus  1,000  mg 


higher  activity 

levels  than  ordinary  tetracyclines 

From  Sweeney,  W.  M,;  Dornbush.  A.  C..  and  Hardy,  S.  M.; 
Amer.  J.  Med.  Sci.  243:296  (Mar.)  1962 


1-2  days’  “extra” activity  It’s  made  for  bid. 

after  the  last  dose  to  protect  against  relapse 


in  G.U.  infections 


broad-spectrum  performance 
above  and  beyond  the  activity  of 
ordinary  tetracyclines 


IDECLOMYCIN 


DEMETHYLCHLOKrETRACYCLINE 


^ Effective  in  a wide  range  of  everyday  infec- 
tions—respiratory,  urinary  tract  and  others— 
in  the  young  and  aged— the  acutely  or  chron- 
ically ill— when  the  offending  organisms  are 
^ tetracycline-sensitive. 

\^Contraindication— History  of  hypersensitivity 
i©  demethylchlortetracycline. 

Wa%qing—\n  renal  impairment,  usual  doses 
may  ftdd  to  excessive  systemic  accumulation 
and  liver  toxicity.  Under  such  conditions, 
lower  than  usual  doses  are  indicated  and,  if 
therapy  is  prolonged,  serum  level  determina- 
tions may  be  advisable.  A photodynamic  re- 
action to  natural  or  artificial  sunlight  has 
been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated 
sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a 
smaller  proportion,  photoallergic  reactions 
have  been  reported.  Patients  should  avoid 
direct  exposure  to  sunlight  and  discontinue 
drug  at  the  first  evidence  of  discomfort. 
Precautions  and  Side  Effects— Overgrowth  of 
nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infec- 
tions appear,  appropriate  measures  should 


be  taken.  Use  of  demethylchlortetracycline 
during  tooth  development  (last  trimester  of 
pregnancy,  neonatal  period  and  early  child- 
hood) may  cause  discoloration  of  the  teeth 
(yellow-grey-brownish).  This  effect  occurs 
mostly  during  long-term  use  but  has  also  been 
observed  in  short  treatment  courses.  In  in- 
fants, increased  intracranial  pressure  with 
bulging  fontanels  has  been  observed.  All 
signs  and  symptoms  have  disappeared  rap- 
idly upon  cessation  of  treatment.  Side  reac- 
tions include  glossitis,  stomatitis,  proctitis, 
nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  dis- 
continue medication  and  institute  appropriate 
therapy.  Anaphylactoid  reactions  have  been 
reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or 
300  mg  b.i.d.  Should  be  given  1 hour  before 
or  2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration 
of  high  calcium  content  drugs,  foods  and 
some  dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300 
mg,  150  mg,  and  75  mg  of  demethylchlor- 
tetracycline HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

656-6-^762 


American  Rhinologic  Society  and 
International  Rhinologic  Society 

Combined  Annual  Meeting  Saturday,  September 
10,  1966,  University  of  Oregon  Medical  School 

The  following  program  will  be  presented  com- 
mencing at  2:00  p.m.: 

“A  Complete  Review  of  the  Caldwell-Luc  Operation” 
Mr.  Ronald  G.  Macbeth,  of  the  Department  of 
Otolaryngology,  Radcliffe  Infirmary,  Oxford,  Eng- 
land. 

“Cardio-pulmonary  Respiratory  Problems  and  Their 
Relationship  to  the  Functions  of  the  Nose” 

Miles  J.  Edwards,  MD,  Professor  of  Medicine, 
University  of  Oregon  Medical  School,  Portland, 
Oregon. 

“Allergy  and  the  Rhinologic  Surgeon” 

Professor  Dr.  H.  A.  E.  van  Dishoeck,  Leiden, 
Holland. 

“Some  Considerations  Concerning  the  Cause  of 
Chronic  Sinusitis” 

Professor  Teruo  Takasu,  MD,  Department  of  Oto- 
Rhino-Laryngology,  Nagoya,  Japan. 
“Granulomatous  Diseases  of  the  Nasal  Septum  and 
Adjacent  Structures” 

Zvi  Rosen,  MD,  of  Jerusalem,  Israel. 

The  medical  profession  is  cordially  invited  to  at- 
tend. 

* * * 

The  Guy  Boyden  Memorial  Lecture  will  be  pre- 
sented by  Mr.  Ronald  G.  Macbeth  of  the  Depart- 
ment of  Otolaryngology,  Radcliffe  Infirmary,  Oxford, 
England,  on  Tuesday,  September  6,  1966  at  the  Uni- 
versity of  Oregon  Medical  School. 

AH  members  of  the  medical  profession  are  cor- 
dially invited  to  attend. 

Postgraduate  Gastroenterology 

The  Annual  Course  in  Postgraduate  Gastroenter- 
ology of  the  American  College  of  Gastroenterology 
will  be  given  at  the  Bellevue  Stratford  in  Phila- 
delphia, Pennsylvania,  October  27-29,  1966. 

The  subject  matter  to  be  covered,  from  the  medical 
as  well  as  the  surgical  viewpoint,  will  be  essentially, 
the  diagnosis  and  treatment  of  gastrointestinal  dis- 
eases and  comprehensive  discussions  of  diseases  of 
the  esophagus,  stomach,  pancreas,  liver  and  gall- 
bladder, small  intestine  and  colon.  A session  on  in- 
strument technics  will  be  held  at  the  Albert  Einstein 
Medical  Center,  Northern  Division. 

For  further  information  and  enrollment,  write  to 
the  American  College  of  Gastroenterology,  33  West 
60th  Street,  New  York,  New  York  10023. 


Laryngology  and  Bronchoesophagology 

The  Department  of  Otolaryngology  of  the  Illinois 
Eye  and  Ear  Infirmary  and  the  College  of  Medicine 
of  the  University  of  Illinois  at  the  Medical  Center, 
Chicago,  will  conduct  a postgraduate  course  in 
Laryngology  and  Bronchoesophagology  from  October 
31  through  November  12,  1966.  This  course  is  lim- 
ited to  fifteen  physicians  and  will  be  under  the  di- 
rection of  Paul  H.  Holinger,  MD.  It  will  be  held 
largely  at  the  new  Illinois  Eye  and  Ear  Infirmary, 
1855  West  Taylor  Street,  Chicago,  and  will  include 
visits  to  a number  of  Chicago  hospitals.  Instruction 
will  be  provided  by  means  of  animal  demonstrations 
and  practice  in  bronchoscopy  and  esophagoscopy, 
diagnostic  and  surgical  clinics,  as  well  as  didactic 
lectures. 

Interested  registrants  will  please  write  directly 
to  the  Department  of  Otolaryngology,  College  of 
Medicine  of  the  University  of  Illinois  at  the  Medical 
Center,  Postoffice  Box  6998,  Chicago,  Illinois  60680. 

Flying  Physicians  Association 

The  12th  annual  meeting  of  the  Flying  Physicians 
Association  will  be  held  at  the  Dunes  Hotel,  Las 
Vegas,  September  11-16.  The  scientific  sessions  will 
be  primarily  concerned  with  discussions  of  the 
various  medical  disciplines  as  they  might  ultimately 
relate  to  general  aviation. 

The  Flying  Physicians  Association  was  organized 
in  1954  within  the  medical  profession  for  those  who 
have  a medical  interest  in  aviation. 

Membership  is  open  to  all  licensed  physicians  who 
are  members  of  medical  societies  approved  by  the 
board  of  directors.  At  the  present  time,  membership 
in  the  association  exceeds  1,800  physicians. 

Advanced  Seminars  in 
Internal  Medicine 

The  Ninth  Annual  Advanced  Seminars  in  In- 
ternal Medicine  will  be  presented  by  University  of 
California  Extension,  Sunday,  August  21,  to  Wednes- 
day, August  24,  at  the  University’s  Residential  Con- 
ference Center  at  Lake  Arrowhead. 

The  program  is  intended  for  physicians  well  versed 
in  the  fundamentals  of  internal  medicine. 

More  information  may  be  obtained  from  Donald 
Brayton,  MD,  assistant  dean,  postgraduate  medical 
education,  15-39  Rehabilitation  Center,  West  Medical 
Campus,  University  of  California,  Los  Angeles,  Cali- 
fornia 90024. 

Pediatric  Anesthesiology 

The  Childrens  Hospital  of  Los  Angeles  will  hold 
its  5th  Clinical  Conference  in  Pediatric  Anesthesi- 
ology on  January  27-29,  1967.  The  three  day  pro- 
gram will  be  devoted  to  the  anesthetic  problems 
of  the  pediatric  age  group. 

Additional  information  is  available  through  the 
office  of  Wayne  Herbert,  MD,  Division  of  Anesthesi- 
ology, Childrens  Hospital  of  Los  Angeles,  4614  Sun- 
set Boulevard,  Los  Angeles,  California  90027. 
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Occupational  Health  Congress 

Sept.  26-28, 1966 

Portland,  Oregon- — Sheraton  Hotel  and  Memorial 
Coliseum 

The  26th  Annual  Congress  on  Occupational 
Health,  sponsored  by  the  American  Medical  Asso- 
ciation’s Council  on  Occupational  Health,  is  being 
held  in  conjunction  with  the  92nd  Annual  Session 
of  the  Oregon  Medical  Association  and  the  13th 
Annual  Pacific  Northwest  Occupational  Health  Con- 
gress. Subjects  to  be  discussed  include;  The  Search 
for  the  Tools  of  Cancer  Prevention;  Sprains  and 
Fractures;  Impairment  and  Disability  Problems; 
Cardiac  Disability  and  Workmen’s  Compensation; 
Aerospace  Medical  Problems;  Returning  to  Work 
Following  Sickness  or  Injury. 

Among  the  speakers  are  I.  S.  Ravdin,  MD,  Phila- 
delphia; William  D.  Gargan,  Hollywood,  Calif.; 
Charles  L.  Hudson,  MD,  Cleveland,  AMA  president; 
R.  S.  F.  Shilling,  MD,  London,  England;  Harold 
Russell,  Washington,  D.  C. 

Presentation  of  the  annual  Physician’s  Award  for 
contributions  to  the  handicapped  will  be  made  by  the 
President’s  Committee  on  the  Employment  of  the 
Physically  Handicapped  during  a Congress  luncheon. 

For  additional  details  write:  Council  on  Occupa- 
tional Health,  American  Medical  Association,  535 
North  Dearborn,  Chicago,  Illinois  60610. 


Occupational  Health  for  Nurses 

A full-time,  five-day  course  in  occupational  health 
for  registered  professional  nurses  in  industry  will  be 
offered  November  14-18,  1966,  by  the  department 
of  environmental  medicine  of  New  York  University 
Medical  Center,  in  co-operation  with  the  American 
Association  of  Industrial  Nurses.  The  course  is  limited 
to  nurses  with  experience  of  five  years  or-  less  in  oc- 
cupational health. 

Instruction  will  consist  of  lectures  and  conferences 
given  by  the  combined  medical  and  nursing  faculties 
of  the  Medical  Center.  Subjects  to  be  covered  during 
the  week  include:  the  objectives  and  scope  of  an  oc- 
cupational health  program,  the  relationship  between 
doctor  and  nurse,  employer  and  employee;  manage- 
ment and  the  medical  department  are  given  as  an  in- 
troduction. Special  emphasis  is  given  to  interviewing 
and  counseling,  and  the  role  of  the  nurse  in  psychi- 
atric problems.  Environmental  hazards,  retirement 
and  the  problems  of  the  older  workers,  legal  aspects 
of  medicine  and  nursing  in  an  occupational  health 
service,  and  legal  aspects  of  workmen’s  compensation 
are  covered. 

Tuition  will  be  $75.  Course  No.  484. 

Applications  should  be  sent  to  the  Office  of  the 
Recorder,  New  York  University  Postgraduate  Medi- 
cal School,  550  First  Avenue,  New  York,  New  York 
10016. 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORIHLa 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  Va  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


iCU  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


for  July,  1966 
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good  reason 
to  select 


Erythromycin  Estolate 


CONTRAINDICATIONS:  llosone  is  contraindicated  in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver  disease  or  dysfunction. 

SIDE-EFFECTS:  Even  though  llosone  is  the  most  active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug  idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported.  There  have  been  no  known  fatal  or  definite  resid- 
ual effects.  Gastro-intestinal  disturbances  not  associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local  stimulating  action  of  llosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

DOSAGE:  Children  under  25  pounds— 5 mg.  per  pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults  and  children  over  50  pounds— 250  mg.  every 
six  hours.  For  severe  infections,  these  dosages  may  be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and  chewable  tablets,  llosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed  with  water. 


Additional  information  availabie  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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M- 


bers  of  the 
Board  of  Trust- 
ees, and  the 
Executive  Vice- 


.Y  EXPERIENCE  as  Vice-President  of  the  Amer- 
ican Medical  Association  not  only  has  given  me 
the  opportunity  to  be  of  service  in  behalf  of  Amer- 
ican medicine,  but  has  been  very  rewarding  as  well. 
The  privilege  of  working  with  other  officers  of  the 

, , „ , AMA,  mem- 

My  Experience  as 

Vice-President  of  the 

American  Medical 

Association 

President’s  office  has  been  a real  pleasure.  I have 
never  known  a more  knowledgeable,  dedicated 
group  of  individuals.  If  every  member  of  the 
American  Medical  Association  could  see  first- 
hand, as  I have,  the  vast  amount  of  time  and  ef- 
fort expended  in  attempting  to  solve  difficult  prob- 
lems, some  of  them  almost  insurmountable,  there 
would  be  very  few  criticisms  and  much  praise  of- 
fered for  the  honest  and  sincere  service  rendered. 

The  action  of  the  House  of  Delegates  in  New 
York  City  in  June,  1965,  placed  the  office  of  Vice- 
President  in  an  entirely  different  position  than  it 
had  held  for  approximately  20  years.  The  order 
of  succession  to  the  Presidency,  in  the  event  of 
tragedy,  was  changed  so  that  the  Vice-President 
and  not  the  President-Elect  would  become  Presi- 
dent. Because  of  this  change,  it  has  been  neces- 
sary for  the  Vice-President  to  prepare  himself  to 
meet  any  eventuality. 

During  my  term  of  office  thus  far  it  has  been 
my  privilege  and  pleasure  to  address  a number  of 
medical  and  lay  audiences  as  a representative  of 
the  American  Medical  Association.  All  of  these 
appearances  have  been  made  upon  invitation  to 
speak  in  behalf  of  the  American  Medical  Associa- 
tion and,  for  the  most  part,  to  attempt  to  explain 
the  position  of  the  AMA  with  reference  to  actions 
of  Congress  and  the  recently  enacted  laws  affect- 
ing the  field  of  health  care.  These  talks  have  given 
me  an  opportunity  to  assist  in  transmitting  infor- 
mation to  medical  groups,  the  public  and  the 
press,  which  is  vital  and  necessary  because  of  the 
position  in  which  we  find  ourselves  as  the  result 
of  recent  legislative  action.  It  has  been  said  many 
times,  and  I feel  it  is  absolutely  true,  that  if  the 
members  of  Congress  had  had  sufficient  time  and 
read  their  mail  and  obtained  from  it  the  true  feel- 
ings of  their  constituents,  we  would  not  be  at- 
tempting now  to  assist  in  formulating  regulations 


for  the  so-called  Medicare  Law  and  Heart  Disease, 
Cancer  and  Stroke.  In  our  opinion,  these  laws, 
even  with  the  changes  we  hope  to  be  able  to  effect, 
are  not  in  the  best  interest  of  the  health  care  of 
Americans.  The  American  Medical  Association 
has  been  trying  diligently  to  make  the  best  of  an 
unfortunate  situation  which,  at  times,  has  been  ex- 
tremely difficult.  We  can  only  hope  that  when  the 
regulations  are  published  in  their  final  form  they 
will,  in  each  instance,  reflect  our  opinions  and 
give  to  the  citizens  of  this  nation  the  best  possible 
medical  care  obtainable  under  the  circumstances. 

Since  the  Vice-President  now  holds,  in  effect,  a 
new  position  of  responsibility  within  the  present 
structure  of  the  AMA,  the  individual  who  occupies 
this  office  should  do  everything  within  his  power 
to  prepare  himself  for  greater  tasks,  should  he  be 
called  upon  to  do  so.  It  is  for  this  reason  that  I 
have  attended  the  regular  meetings  of  the  Board 
of  Trustees  and  have,  when  requested,  spoken  in 
behalf  of  the  AMA. 

I consider  it  a distinct  honor  and  privilege  to 
have  held  this  assignment  during  the  present  year 
and  it  is  my  hope  that  efforts  honestly  and  sin- 
cerely undertaken  will  have  been  in  the  best  in- 
terest of  American  medicine. 

W.  ANDREW  BUNTEN,  MD 
Vice-President,  AMA 
Cheyenne,  Wyoming 


Potentialities  of 
Utilization  Review 


lOooN  OUR  PLANNING  for  Utilization  Review  of 
hospital  services  provided  to  beneficiaries  of  the 
Medicare  Program  will  be  in  effect  and  later  tested 
regarding  their  effectiveness.  Much  has  been  writ- 
ten about  Utilization  Review  encompassing  actual 

experience  with 
this  concept  from 
certain  areas  of 
our  country;  oth- 
er articles  are 
more  speculative.  For  us  in  Wyoming,  we  have 
certain  problems  to  identify  and  understand  in 
carrying  out  Utilization  Review  functions,  specifi- 
cally in  terms  of  sparse  population,  small  com- 
munities with  correspondingly  small  hospital  fa- 
cilities in  many  instances,  and  a rural  population 
often  scattered  in  pockets  remote  from  our  hos- 
pital facilities.  Heretofore,  hospital  utilization  has 
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been  governed  by  and  large  by  the  “out-of-pock- 
et” expense  of  hospital  and  medical  care  or  the 
adjudication  policies  of  the  various  insurance  car- 
riers. Utilization  Review  hasn't  been  necessary  lo- 
cally from  pressures  stemming  from  bed  shortages 
or  concentrations  of  people  in  restricted  areas 
with  limited  hospital  facilities.  Although  there 
have  been  many  requirements  outlined  for  con- 
tinued participation  in  the  Medicare  program, 
these  have  been  spelled  out  in  general  and  should 
be  applicable  to  our  local  conditions  with  modi- 
fications regarding  pooling  of  our  manpower  such 
as  dietitians,  medical  record  librarians,  pharma- 
cists, et  cetera.  The  mechanics  of  carrying  out  Util- 
ization Review  function  in  terms  of  length  of  stay, 
and  such  things  as  reducing  lost  time  in  securing 
diagnostic  tests  and  completing  treatments  are 
tangible  matters  with  which  we  can  deal. 

As  pertains  to  Wyoming,  less  than  one-tenth  of 
our  population — about  30,000  persons — will  be 
eligible  for  Medicare  benefits.  In  addition,  ours  is 
a society  primarily  with  firm  family  orientation 
with  a legacy  of  individual  responsibility.  In  this 
respect,  there  may  not  be  too  much  abuse  of  over- 
utilizing our  hospitals  for  custodial  purposes  un- 
der the  guise  of  medical  necessity  or  from  pres- 
sures of  relatives  yielding  to  the  temptation  to 
shift  responsibility  for  the  home  care  of  their  el- 
ders. However,  the  time  may  be  short  before  the 
concept  of  the  Welfare  State  is  predominant  and 
we  in  the  health  fields  will  be  faced  with  over- 
utilization demands  for  our  existing  facilities.  In 
view  of  this,  perhaps  we  should  begin  to  think 
about  things  which  heretofore  were  unthinkable. 

Utilization  Review  may  well  provide  us  with 
the  means  not  only  to  meet  the  minimum  require- 
ments for  participation  in  the  Medicare  program 
and  to  maintain  our  Hospital  Accreditations  but 
could  be  expanded  to  establish  the  necessary 
framework  within  which  we  can  practice,  serve 
our  patients  and  avoid  the  pitfalls  of  misuse  of 
our  medical  facilities.  Specifically,  definitions  of 
medical  necessity  for  various  conditions  requiring 
hospitalization  are  in  order,  taking  into  considera- 
tion such  factors  as  distance,  transportation,  avail- 
ability of  outpatient  and  extended  care  facilities 
and  services  for  each  locality.  Such  definitions  or 
parameters  should  be  established  and  soon,  to  set 
the  standards  by  which  administrative  agencies 
may  gauge  the  effectiveness  of  our  Utilization  Re- 
view plans.  Furthermore,  we  may  well  gain  ad- 
ditional insight  into  our  own  Utilization  practices 
when  compared  to  those  of  our  colleagues  and  in 


surrounding  areas  to  the  betterment  of  overall 
medical-hospital  practice.  Certainly  this  will  be  a 
delicate  undertaking  to  determine  a framework, 
on  a local  level,  of  what  conditions  are  entitled  to 
hospitalization  and  which  are  not.  Certainly,  as 
pointed  out  many  times  before,  the  individual  phy- 
sician’s judgment  regarding  which  patient  needs 
hospitalization  should  bear  great  weight  and  justi- 
fiably so.  But,  is  this  enough?  To  rely  solely  upon 
individual  physician’s  judgment  without  some 
framework  of  reference  as  we  have  been  doing, 
would  be  the  promulgation  of  existing  prevailing 
practices  in  most  instances.  For  this  region,  this 
is  not  to  say  that  our  past  prevailing  practices 
have  not  been  adequate,  but  with  the  expected  in- 
creased demand  for  health  services  we  should  be 
prepared  to  change  our  concept  of  the  one  to  one 
ratio  of  patient-physician  relationship  for  any  giv- 
en time. 

Utilization  Review  may  well  identify  for  us 
areas  in  which  we  may  be  able  to  expand  our 
patient-physician  relationship  to  provide  more 
comprehensive  service  in  less  time.  Another  mat- 
ter deserving  scrutiny  and  deliberate  consideration 
at  the  local  level  involves  hospitalizations  for  vari- 
ous anxious  reasons — multiple  hospital  admissions 
by  the  same  patient  and  the  concept  that  it  is  so- 
cially acceptable  to  be  ill.  Even  a cursory  review 
of  hospital  admissions  over  a period  of  time  often 
reveals  a surprising  number  of  admissions  by  the 
same  patients  for  a variety  of  somatic  complaints 
and  often  by  a variety  of  physicians  until  eventual- 
ly longitudinal  follow-up  discloses  the  underlying 
emotional  disorder  or  maladjustment  to  life 
stresses  perpetuating  those  conditions  leading  to 
hospitalization  and  tolerated  by  the  compassion 
of  the  public  and  those  nearest  to  the  patient  in 
the  light  of  the  social  acceptability  of  illness.  This 
does  not  imply  denial  of  hospitalization  for  emo- 
tional disorders,  but  is  a plea  for  earlier  recogni- 
tion of  such  conditions  and  earlier  direction  of 
such  patients  to  less  expensive  outpatient  facilities, 
such  as  mental  health  clinics.  For,  is  there  not  just 
as  much  abuse  in  over-hospitalization  in  such  in- 
stances as  there  is  in  tying  up  acute  general  hos- 
pital beds  for  custodial  care?  Utilization  Review 
may  just  have  a proper  place  in  the  early  recogni- 
tion of  patient  problems  not  falling  within  the 
realm  requiring  acute  general  hospitalization. 

Just  as  physicians,  hospital  administrators,  and 
other  health  personnel  need  to  be  aware  of  utiliza- 
tion practices,  so  should  the  public  be  informed  by 
means  of  periodic  educational  releases  from  our 
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County  or  State  Medical  Societies  based  upon 
the  results  of  our  Utilization  studies.  Certainly, 
public  cooperation  will  be  necessary  to  effectively 
control  over-utilization.  Probably  the  most  direct 
way  to  secure  such  cooperation  is  to  provide  the 
public  with  the  information  of  what  can  be  ex- 
pected at  any  given  time  regarding  the  availability 
of  health  services,  rather  than  promoting  suspense 
over  what  might  be  expected. 

In  short,  since  the  Utilization  Review  mecha- 
nism is  with  us,  we  should  take  advantage  of  this 
opportunity  to  identify  and  to  study  disease  pat- 
terns and  hospital  utilization  practices  in  our  own 
communities,  not  only  to  meet  the  requirements 
of  Medicare,  but  also  to  guide  us  toward  ap- 
proaches to  provide  more  comprehensive  care  and 
control  of  such  care  in  our  own  localities. 

CLAUDE  O.  GRIZZLE,  MD 

President,  Laramie  County  Medical  Society 

Cheyenne,  Wyoming 


A, 


The  Challenge  We  Faee 


-S  President  of  the  Wyoming  State  Medical 
Society,  it  is  a distinct  pleasure  for  me  to  present 
warm  greetings  to  our  neighboring  colleagues  on 
this  occasion  of  the  second  annual  “Wyoming  Is- 
sue” of  the  Rocky  Mountain  Medical  Journal. 

This  past  year 
has  certainly 
been  one  of  tur- 
moil in  medicine. 
We  have  seen 
the  emergence  of  social  legislation  that  will  pro- 
foundly affect  the  course  of  medicine  for  decades 
to  come.  Just  as  it  is  probably  poorly  acknowl- 
edged that  we  live  in  the  midst  of  a social  revolu- 
tion perhaps,  also,  we  in  our  profession  are  un- 
able to  grasp  the  significance  of  the  changes  being 
made  in  medicine. 

Be  that  as  it  may,  it  must  be  acknowledged  that 
the  members  of  the  medical  profession  have  adapt- 
ed quickly  and  courageously  to  the  “new”  scheme 
of  things.  We  have  followed  the  leadership  of  the 
American  Medical  Association  in  the  implementa- 
tion of  new  health  and  welfare  legislation  and,  as 
a consequence  of  our  efforts,  we  have  been  able  to 
mold  successfully  many  of  the  new  programs  into 
paths  that  will  protect  the  quality  of  medical  care 
already  established. 

So  I say,  “hats  off”  to  the  doctors  for  the  great 
job  they  have  done.  The  problems  before  us  are 
immense.  We  need  more  medical  schools,  more 
doctors,  more  hospitals,  more  refined  facilities, 
more  postgraduate  education!  I have  no  doubt 


that  the  medical  profession  will  lead  the  way  in 
solving  these  and  other  important  problems  that 
will  loom  before  us. 

THOMAS  A.  NICHOLAS,  MD,  President 
Wyoming  State  Medical  Society 

T HE  FIRST  SUMMER  CAMP  for  diabetics  was 

established  in  1925  by  Dr.  Leonard  F.'  C.  Wendt 

of  Detroit.^  By  1951  the  number  of  summer  camps 

in  the  United  States  was  reported  to  be  eighteen 

and  the  need  for  additional  camps  was  being 

stressed.-  In  1965 

_ ^ , the  American  Dia- 

bummer  Camp  for  , ^ , 

^ ^ betes  Association 

Young  Male  Diabetics  publication  “Fore- 

cast” listed  thirty- 
seven  such  camps  in  the  United  States,  eleven  in 
Canada  and  ten  in  other  countries.^ 

The  announcement  by  the  University  of  Wy- 
oming, in  cooperation  with  the  U.  S.  Public 
Health  Service,  of  its  plans  to  establish  a summer 
camp  for  teenage  diabetic  boys  should  be  of  par- 
ticular interest  to  physicians  of  the  entire  Rocky 
Mountain  area. 

The  purposes  of  such  a diabetic  camp  are:  ( 1 ) 
to  provide  summer  camping  experience  for  the 
juvenile  diabetic  who  may  often  be  excluded  by 
regular  summer  camps;  (2)  to  offer  means  for 
improving  the  diabetic  control;  (3)  to  afford  the 
opportunity  for  better  understanding  of  diabetes 
by  the  child;  (4)  to  encourage  growth  in  the 
child’s  emotional  development;  (5)  to  lead  to 
better  understanding  of  the  juvenile  diabetic  and 
his  particular  problems. 

The  success  of  establishing  such  a summer 
camp  will  require  not  only  the  active  interest  and 
cooperation  of  the  University  of  Wyoming  and 
the  U.  S.  Public  Health  Service  but  all  of  the 
Rocky  Mountain  area  physicians  as  well,  along 
with  many  local  organizations.  Practicing  physi- 
cians are  encouraged  to  refer  all  eligible  diabetic 
boys  to  the  University  of  Wyoming  by  means  of 
the  literature  which  they  will  receive  in  the  mail. 
Further,  the  individual  physicians  are  encouraged 
to  seek  financial  help  of  local  clubs,  groups  or 
individuals  in  sponsoring  those  prospective  camp- 
ers who  may  be  unable  to  afford  such  a camping 
experience.  I hope  that  you  will  all  read  the  ar- 
ticle, elsewhere  in  this  issue,  for  more  detailed  in- 
formation concerning  this  worthy  project. 

WILLIAM  K.  JENSON.  MD 
Diabetic  Committee 
Wyoming  State  Medical  Society 

‘Marble,  A.:  Diabetes  1:245,  1952. 

= Ibid. 

® Forecast  18:8,  1965. 
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SPECIAL  STATE  ISSUES  OE 

RMMJ 

BEGIN  SECOND  YEAR 
WITH  THIS  ISSUE 


Just  one  year  ago,  the  Wyoming  State  Medical  Society,  with  a mem- 
bership of  275  doctors,  through  its  Editor,  Dr.  Francis  Barrett,  planned 
the  hrst  special  issue  of  the  Rocky  Mountain  Medical  Journal.  This  is 
the  second  issue  for  which  Wyoming  has  assumed  responsibility.  In  ad- 
dition to  the  advertisements  from  Wyoming  firms,  interested  parties 
have  contributed  financially  to  the  success  of  these  special  issues.  Al- 
though they  wish  to  remain  anonymous,  we  do  want  to  express  our  ap- 
preciation for  their  assistance. 

Dr.  Barrett  has  made  three  trips  to  Denver  to  oversee  publication  de- 
tails. He  is  responsible  for  the  fascinating  story  of  Wyoming’s  Greatest 
Ride,  appearing  on  page  21  of  this  issue. 

He  spent  much  time  preparing  the  CPC  which  we  sincerely  believe  is 
a worthwhile  addition  to  the  scientific  content  of  our  Journal. 

We  are  proud  of  all  of  the  states  that  have  participated  in  upgrading 
the  quality  of  this  publication.  NEW  MEXICO  has  again  agreed  to  as- 
sume responsibility  for  the  September  issue;  NEVADA  for  March  1967, 
and  MONTANA  for  May  1967.  UTAH  has  indicated  a desire  to  spon- 
sor an  issue  in  1967. 

We  believe  these  special  issues  demonstrate  the  willingness  of  the 
doctors  throughout  the  Rocky  Mountain  region  to  be  contributors  as 
well  as  readers.  We  urge  you  to  extend  full  cooperation  to  the  Scientific 
Editor  of  your  state  in  the  preparation  of  your  special  issue,  and  I am 
sure  he  will  appreciate  your  encouragement  and  comments. 
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The  greatest 


The  cover  of  this,  our  July  Issue,  depicts 
a Christmas  day  one  hundred  years 
ago  ( 1866 ) and  a coivboy,  his  legs  wrapped 
in  sacks,  mounted  on  a thoroughbred. 

This  teas  Wyoming’s  greatest  ride — well 
recounted  in  this  special  article. 

The  winter  of  1866  was  full  of  bitter  days  for  the 
garrison  at  Fort  Phil  Kearny. This  outpost  on  the 
Little  Piney  in  Northern  Wyoming  was  isolated  by 
blizzards  and  embattled  by  the  Sioux  nation.  The 
Department  Commander  in  Omaha,  General  Phillip 
St.  George  Cooke,  advocated  an  open  battle  with 
the  Indians  during  the  winter.  The  Commander  at 
Phil  Kearny,  Colonel  Henry  B.  Carrington  was  a 
cautious  man;  however,  he  nonetheless  intended  to 
employ  this  strategy  of  “surprise  and  extermination” 
as  soon  as  reinforcements  arrived.- 

Among  the  newly  arrived  officers  at  Kearny  was 
young  Captain  William  J.  Fetterman.  He,  along 
with  many  of  the  other  less  experienced  officers  and 
enlisted  men,  was  full  of  recklessness  and  bravado. 
Although  the  Sioux  were  fighting  with  their  lives  to 
preserve  their  hunting  grounds,  Fetterman  was 
known  for  his  confident  assertion  that  “with  80  men, 
I could  ride  through  the  Sioux  nation. 

Thus,  on  a cold,  clear  day,  December  21,  1866, 
a detachment  of  81  men  under  Fetterman’s  com- 
mand left  Fort  Kearny  with  clear  orders  to  “give 
support”  to  a wood  train  under  Indian  attack  and 
to  return  to  the  fort.  There  was  an  additional  order 
from  Colonel  Carrington:  “Under  no  circumstances 
must  you  cross  Lodge  Trail  Ridge. ”3  For  there, 
the  Colonel  was  certain.  Indians  had  been  gathering 
for  attack  or  ambush. 

Two  Moons,  a Cheyenne  at  the  scene,  described 
the  Indian  strategy;  “The  Indians  attacked  the  wood 
train  and  then,  when  Fetterman’s  command  came 
out,  they  sent  a few  Indians,  mounted  on  their  best 
ponies,  to  decoy  them  into  the  hills.”-  Among  the 
individual  Sioux  and  Cheyenne  warriors  who  risked 
their  lives  to  lure  the  soldiers  into  the  trap  were 
several  who,  during  the  next  decade,  would  become 


* Wyoming  editor  for  the  RMMJ. 

"Named  after  Maj.  Gen.  Philip  Kearny,  killed  September  1, 
1862  at  the  battle  of  Chantilly,  Virginia.' 

'>  Red  Cloud  claimed  to  have  directed  the  fighting  but  several 
Indians  indicated  that  he  was  not  present.  But  the  ambush, 
which  incidentally,  was  carefully  rehearsed,  was  the  fruition 
of  Red  Cloud’s  long  summer  campaign  of  harassment.' 

<■  It  must  be  realized  that  this  statement  was  made  in  behalf 
of  a special  bill  to  give  relief  to  Hattie  Phillips,  widow  of 
John  Phillips. 

A common  misspelling  that  persisted  for  many  years. 
See  reference  No.  1. 


ride  in  Wyoming  history 


Francis  A.  Barrett,  MD,*  Cheyenne 


famous  chiefs:  Crazy  Horse,  Dull  Knife,  Black 
Shield,  Big  Nose,  White  Bull.^  Fetterman  followed 
up  the  crest  of  Lodge  Trail  Ridge  and  nearly  2,000 
Indians  swarmed  in  from  all  sides, including  Chey- 
ennes, Arapahoes,  Sioux,  Ogalalas.  Under  Red 
Cloud,  they  attacked  with  ferocity.’’ 

In  30  minutes,  the  firing  was  over,  the  battlefield 
indescribable  with  not  a living  man  or  animal.  Most 
of  the  men  were  taken  alive  and  tortured  to  death — 
only  six  killed  by  bullet.  At  the  end,  the  Fetterman 
Disaster  stood  as  one  of  three  battles  in  American 
history  from  which  came  no  survivors.  (The  others: 
Custer  on  the  Little  Big  Horn,  1876;  Crocket  at  the 
Alamo.  1836.)- 

For  those  left  at  Fort  Kearny,  the  outlook  was 
bleak,  Indian  attack  in  overwhelming  numbers  was 
likely;  the  remaining  defenders  were  reduced  to  20 
rounds  of  ammunition  per  man;  a blizzard  was 
storming  in  from  the  Big  Horns;  the  nearest  help 
was  Ft.  Laramie,  236  miles  away.  Colonel  Carring- 
ton made  known  the  desperate  problem  at  hand  and 
the  necessity  of  someone  riding  to  Ft.  Laramie  for 
help.  John  “Portugee”  Phillips  volunteered.  As  a 
matter  of  fact,  he  was  reported  to  be  the  only  vol- 
unteer.’’ 

John  Phillips,  horn  on  the  isle  of  Fayal  in  the 
Azores  of  Portugese  parentage,  landed  on  the  Pa- 
cific Coast  as  an  immigrant  and  worked  his  way  East 
as  a prospector.  He  with  several  others  had  come  to 
Fort  Phil  Kearny  as  employees  of  contractors  and 
the  Post  Quartermaster.  On  the  morning  of  the 
disaster,  he  had  been  operating  a water  wagon.  As 
later  related  by  Colonel  Carrington,”  “John  Phillips, 
used  to  frontier  life,  the  wiles  of  the  Indians  and 
convinced  that  utter  destruction  awaited  the  com- 
mand unless  relief  were  promptly  obtained,  volun- 
teered his  services  as  ‘despatch  bearer’  to  Ft.  Lara- 
mie.”'^ The  “despatch”  from  Colonel  Carrington  was 
as  follows: 

FORT  PHIL  KEARNEY.”  D.  T.,  December 
21,  1866 — (By  courier  to  Fort  Laramie) — Do 
send  me  reinforcements  forthwith.  Expedition  now 
with  my  force  is  impossible.  I risk  everything  but 
the  post  and  its  store.  I venture  as  much  as  any- 
one can,  but  I have  had  a fight  today  unexampled 
in  Indian  warfare.  My  loss  is  94,  81  killed.  I have 
recovered  49  bodies  and  32  more  are  to  be 
brought  in  in  the  morning  that  have  been  found. 
Among  the  killed  are  Brevet  Lieutenant-Colonel 
Fetterman.  Captain  F.  H.  Brown  and  Lieutenant 
Grummond. 

The  Indians  engaged  were  nearly  3,000.  being 
apparently  the  force  reported  as  on  Tongue  River 
in  my  dispatches  of  the  5th  of  November  and 
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subsequent  thereto.  This  line,  so  important,  can 
and  must  be  held.  It  will  take  four  times  the  force 
in  the  spring  to  reopen  if  it  be  broken  up  this 
winter.  I hear  nothing  of  my  arms  that  left  Fort 
Leavenworth  September  15;  additional  cavalry 
ordered  to  jjoin  have  not  reported  their  arrival; 
would  have  saved  us  much  loss  today;  the  Indians 
lost  beyond  all  precedent;  I need  prompt  rein- 
forcements and  repeating  arms.  I am  sure  to  have, 
as  before  reported,  an  active  winter,  and  must 
have  men  and  arms;  every  officer  of  this  battalion 
should  join  it  today.  I have  every  teamster  on 
duty  and,  at  best,  119  left  at  the  post.  I hardly 
need  urge  this  matter;  it  speaks  for  itself.  Give 
me  two  companies  of  cavalry,  at  least,  forthwith, 
well  armed,  or  four  companies  of  Infantry,  ex- 
clusive of  what  I need  at  Reno  and  Fort  Smith. 
I did  not  overestimate  my  early  application;  a 
single  company,  promptly,  will  save  the  line;  but 
our  killed  show  that  any  remissness  will  result  in 
mutilation  and  butchery  beyond  precedent.  No 
such  mutilation  as  that  today  on  record.  Depend 
on  it  that  this  post  will  be  held  so  long  as  a round 
or  a man  is  left.  Promptness  is  the  vital  thing. 
Give  me  officers  and  men.  Only  the  new  Spencer 
arms  should  be  sent.  The  Indians  desperate  and 
they  spare  none. 

HENRY  B.  CARRINGTON, 

Colonel  Eighteenth  Infantry,  commanding. 

Before  agreeing  to  the  ride,  John  Phillips  made 
one  condition:  that  he  be  allowed  the  pick  of  any 
horse  at  the  Fort.  He  chose  a thoroughbred  belong- 
ing to  the  Commanding  Officer,  Colonel  Carrington. 
Accounts  differ  as  to  how  the  Colonel  took  this 
selection.  Some  reports  indicated  that  Colonel  Car- 
rington was  bitter  over  the  selection  of  this  favorite 
animal.'?  George  Lathrop,  a government  teamster  at 
the  post  said  “the  old  man  got  pretty  sore  when 
Phillips  insisted  on  taking  his  horse.”®  However,  an- 
other eyewitness  recorded  that  the  Colonel  “quickly 
complied”  with  Phillips’  wish.^ 

Frances  Grummond^  was  also  at  the  Fort.  She,  the 
bereaved  widow  of  Lt.  George  Grummond,  killed 
that  very  day  in  the  Fetterman  Disaster,  had  an  in- 
teresting visit  from  John  Phillips  before  his  departure 
on  the  “ride.’”^  He  brought  her  his  wolfskin  robe, 
paid  his  respects  and  although  he  had  never  met 
her  before,  said  “For  your  sake  I am  going  to  at- 
tempt to  bring  relief  from  Laramie.  I may  not  get 
through  the  Indian  lines,  but  in  case  I fail,  I want 
you  to  keep  this  robe  as  a slight  remembrance  of 


•'  The  Colonel’s  horse  “Grey  Eagle”  was  probably  not  the 
horse  chosen  by  Phillips  since  reference  is  made’  to  his  using 
this  horse  the  following  day. 

’ After  the  death  of  Lt.  Grummond,  Frances  lived  with 
Colonel  and  Mrs.  Carrington.  Following  the  death  of  Mrs. 
Carrington,  Frances  married  the  Colonel. 

« Reference  is  to  a later  promotion. 

''  It  is  quite  likely  that  the  weather  was  a greater  enemy 
than  the  Indians ! 

' Carrington  later  stated  that  “citizen  couriers”  had  been 
sent  on  this  mission.  It  is  likely  that  Bailey  was  sent  as  a 
separate  rider  and  that  Bailey  and  Phillips  had  met  George 
Dillon  on  the  way. 


me.”  Perhaps  he  felt  it  his  duty  to  protect  Mrs. 
Grummond  and  her  unborn  baby. 

So  John  (Portugee)  Phillips  made  his  prepara- 
tions; biscuits  for  himself,  a sack  of  oats  for  the 
horse.  John  C.  Brough,  an  enlisted  man  in  the  Sec- 
ond U.  S.  Cavalry,  was  walking  the  beat:*  “Pretty 
soon  we  saw  two  men  walking  toward  us,  their  heads 
close  together,  seemingly  in  earnest  conversation 
and  one  of  them  leading  a horse.  When  they  got 
within  20  or  25  feet,  I put  myself  in  position  and 
prepared  to  challenge,  when  the  Sergeant  said  ‘At- 
tention! It’s  the  Commanding  Officer!’  General  Car- 
ringtons  interrupted  and  said  ‘Never  mind.  Sergeant, 
open  the  gate!’  ” According  to  Brough’s  account,  fol- 
lowing the  conversation,  one  man  mounted  the  horse 
and  the  other,  General  Carrington,  took  his  hand 
said  “May  God  help  you.”  It  was  near  midnight  with 
a blizzard  bearing  down  from  the  Big  Horn  Moun- 
tains, the  temperature  30  to  40  degrees  below  zero, 
the  ground  covered  with  snow,  drifting  up  to  four 
and  five  feet. 

As  John  (Portugee)  Phillips  and  his  horse  left 
Fort  Phil  Kearny,  those  at  the  Post  listened  to  the 
quick  disappearance  of  hoofbeats.  Colonel  Carring- 
ton remarked  “Good!  He  has  taken  softer  ground 
at  the  side  of  the  trail.”  Thus  began  the  greatest  ride 
in  Wyoming  history. 

It  was  a ride  of  236  miles,  thru  snow  and  bitter 
cold,^"  over  territory  endangered  with  Indians.*  How 
did  he  do  it?  It  was,  according  to  Frances  Grum- 
mond Carrington,'^  “intensely  simple”  as  was  later 
related  to  her  and  others  by  John  Phillips.  He  rode 
parallel  to  the  Bozeman  Trail.  Later,  when  asked  if 
he  stuck  close  to  the  trail,  John  replied;  “Hell  no! 
More’n  once  I was  more’n  ten  miles  off  the  Trail.” 
In  a talk  with  Captain  Proctor  at  Ft.  Reno,  he  said 
he  left  the  Trail  at  Buffalo  Wallows  and  “came 
around”  five  miles  south  of  the  “Forks”  (Crazy 
Women’s)  and  then  to  Fort  Reno.* 

He  usually  traveled  at  night  and  hid  with  his 
horse  in  the  thickets  from  dawn  to  dusk  in  order  to 
escape  the  notice  of  the  Indians.  He  fed  his  horse 
oats  and  tree  bark  and  ate  biscuits  himself.  He  passed 
through  Fort  Reno  alone,  stopping  to  rest  himself 
and  his  horse.  His  immediate  destination  was  Horse- 
shoe Telegraph  Station  some  190  miles  south  of  Ft. 
Kearny.  Just  before  arriving,  he  was  pursued  by  In- 
dians but  with  his  strong  horse,  he  rode  a “high  hill” 
where  he  stayed  all  night.  At  dawn  he  “made  a run 
for  it”  and  arrived  at  Horseshoe  Christmas  morn- 
ing.i* 

At  the  Horseshoe  Station,  where  he  reputedly  ar- 
rived with  George  Dillon  and  William  Bailey,’  he 
gave  the  operator,  John  C.  Friend,  two  despatches, 
one  to  the  Dept.  Commander  in  Omaha,  the  second 
to  the  Post  Commander  at  Fort  Laramie.  Because 
there  was  no  assurance  that  these  messages  would 
“get  through”  and  because  he  had  promised  Colonel 
Carrington  that  he  would  deliver  his  message  to  the 
Commander  at  Fort  Laramie,  John  Phillips  contin- 
ued his  ride  to  his  final  destination,  Laramie. 

The  final  40  miles  to  Ft.  Laramie  were  ridden 
over  blinding  white  snow  during  the  day  and  falling 
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freezing  snow  at  night.  He  arrived  near  midnight  of 
Christmas  Day  at  Ft.  Laramie  and  stopped  in  front 
of  “Old  Bedlam,”  the  Post  Headquarters  and  ball- 
room. Here  a full-dressed  garrison  ball  was  in  prog- 
ress. 

Lieutenant  Herman  Hass,  the  Officer  of  the  Guard, 
asked  the  rider  his  name — but  he  was  too  weak  to 
answer.  He  was  taken  inside,  where  the  appear- 
ance of  “a  huge  form  dressed  in  buffalo  overcoat, 
pants,  gauntlets,  and  a cap,  accompanied  by  an 
orderly,  desired  to  see  the  Commanding  Officer.”  The 
message  from  Colonel  Carrington^  was  the  first  word 
to  reach  the  world  outside  the  Dakota  Territory  of 
the  Fetterman  Disaster.''* 

Phillips  collapsed  from  exhaustion  and  frostbite. 
His  horse  dropped  to  the  ground  in  front  of  “Old 
Bedlam,”  and  was  later  moved  to  the  stables  where 
he  soon  died  despite  the  efforts  of  the  post  Veteri- 
narians.*^ 

And  so  ended  a four-day,  236-mile  ride  through 


1 Robert  Murray  states  that  the  telegraph  message  was  not 
“garbled  ’ and  was  received  at  Ft.  Laramie  and  that  prep- 
arations were  underway  to  send  relief. 

This  is  the  popular  story.  There  is  no  direct  evidence  that 
the  horse  ever  died.'^  Also,  it  is  quite  likely  that  John 
Phillips  had  the  opportunity  to  change  horses  at  Reno  and 
Horseshoe. 


deep  snow  and  bitter  cold,  accompanied  by  danger 
at  every  turn,  with  most  of  the  riding  under  cover 
of  night  with  the  barest  of  supplies.  Wyoming’s  great- 
est ride! 

Help  was  sent  to  Kearny,  arrived  in  time — the 
Garrison  was  saved.  • 
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B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B|  (Thiamine  Mononitrate)  10  mg 


Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  B*  (Pyridoxine  HCI)  2 mg 

Vitamin  Bu  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  tor  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Clinicopathologic  conference* 

Winter  Seminar,  March  1966 

Cheyenne 

Moderator:  John  Knebel,  MD,  Chairman,  Professional  Education  Committee, 

Wyoming  Division,  American  Cancer  Society 

Principal 

Discussant:  Frank  McGlone,  MD,  Denver,  Colorado 

Panel:  Edgar  Poth,  MD,  Professor  of  Surgery,  University  of  Texas 

Herbert  Fowler,  MD,  Asst.  Prof,  of  Psychiatry,  University  of  Utah 

Case 

Presentation:  Richard  McCleery,  MD,  Pathologist,  DePaul  Hospital,  Cheyenne 
Discussants:  John  B.  Gramlich,  MD  (Surgery);  Bruce  Whittenberger,  MD  (Ra- 
diotherapy); Dan  B.  Greer,  MD  (Chemotherapy); 


Case  presentation 

DR.  McCLEERY : A 39-year-old  construction 
foreman  was  first  admitted  to  DePaul  Hospital  on 
September  11,  1963  with  chief  complaint  of  intermit- 
tent epigastric  burning  pain  of  approximately  ten 
months  during.  This  pain  was  increased  by  spicy 
foods  and  somewhat  decreased  by  milk,  antacids,  and 
other  medications.  The  patient  felt  that  responsibil- 
ities and  pressures  of  his  job  aggravated  his  symp- 
toms. An  upper  GI  series  done  approximately  seven 
months  before  admission  revealed  gastric  spasm  and 
antral  gastritis.  He  had  actually  begun  to  have  ab- 
dominal distress  some  12  years  prior  to  admission 
when  he  felt  like  his  stomach  was  going  to  burst 
and  had  cramping  pain  in  the  abdomen.  Various 
x-rays  and  tests  had  been  done,  all  with  inconclusive 
results,  and  various  medications  had  been  prescribed. 
He  finally  quit  taking  all  medications.  He  denied  any 
other  previous  serious  illness.  His  mother  had  diabetes 
mellitus  and  a maternal  grandfather,  uncle  and  aunt 
all  had  cancer.  He  used  to  drink  alcohol  heavily  but 
stated  that  he  had  not  taken  any  alcohol  in  the  past 
eight  years. 

Physical  examination  revealed  a normally  de- 
veloped, normally  nourished  white  male  of  large 
build  with  a blood  pressure  140/80,  pulse  92,  res- 
pirations 16,  and  temperature  99°.  Skin  was  of  nor- 
mal turgor.  There  were  no  abnormalities  of  eyes, 
ears,  nose  or  throat.  Neck  was  supple  and  without 
palpable  masses.  Heart  had  normal  sinus  rhythm  and 
no  murmurs.  Peripheral  pulses  were  normal.  Over 


the  lungs  there  were  occasional  generalized  rhonchi. 
Abdomen  was  flat  with  mid-epigastric  tenderness 
without  rebound.  Liver,  spleen  and  kidneys  were  not 
enlarged;  there  were  no  palpable  masses.  There  were 
external  hemorrhoidal  tags;  prostate  was  normal. 

Hemoglobin  was  17.8  grams;  hematocrit  was 
53%.  WBC  was  7,450  with  53  segs,  15  bands,  21 
lymphs,  6 monos,  3 eosinophils,  2 basophils.  Uri- 
nalysis was  negative.  There  was  a 15%  Bromsul- 
falein  dye  retention  in  45  minutes.  Serum  lactic  de- 
hydrogenase was  310  B-B  units  (normal:  100-550 
B-B  units).  Total  serum  bilirubin  was  0.4  mgms.  % 
and  a stool  guaiac  test  was  positive.  Gallbladder  series 
was  essentially  normal.  Upper  GI  series  demon- 
strated large  gastric  folds  with  intermittent  notching 
of  the  fundus,  with  deep  impressions  about  the  in- 
sertion of  the  esophagus;  definite  varices  were  not 
found;  no  ulcer  was  found;  the  possibility  of  esopha- 
geal varices  was  suggested. 

The  patient  was  treated  with  ulcer  diet,  tranquil- 
izer, antiacid,  and  anticholinergic.  He  was  discharged 
on  September  18,  1963,  improved. 

The  patient  was  again  admitted  Eebruary  1 1,  1964. 
Since  the  previous  admission  his  symptoms  had  not 
improved  and  had,  in  fact,  become  worse.  In  Decem- 
ber of  1963  he  was  seen  by  a consultant  in  Denver 
and  x-ray  showed  a lesser  curvature  gastric  ulcer  and 
a duodenal  ulcer.  By  January,  1964  he  was  unable  to 
continue  work  due  to  his  symptoms.  He  had  lost  his 
appetite  and  felt  full  and  bloated.  Either  because  of 
his  symptoms  or  because  of  the  diet  he  had  been  on. 
his  intake  was  limited  to  several  quarts  of  buttermilk 
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during  the  day  and  perhaps  one  or  two  meals  at 
night.  There  had  been  no  vomiting  although  he  had 
felt  nauseated.  He  had  noted  no  hematemesis  or 
melena.  He  had  lower  abdominal  cramping  pain.  In 
a year  and  a half  he  lost  50  pounds. 

Examination -at  this  time  revealed  a thin,  white 
male.  Skin  was  somewhat  dry.  There  was  no  adenop- 
athy. The  abdomen  was  flat,  somewhat  rigid,  and 
difficult  to  examine,  but  liver  and  spleen  were  not 
palpable.  Prostate  was  of  normal  size  and  regular 
contour.  Above  the  left  lobe  was  a 1 cm.  firm,  non- 
tender nodule.  There  was  no  rectal  shelf. 

Hbg.  was  15.4  grams.  HCT  41%.  and  WBC  was 
13,500  with  73  segs,  3 bands,  20  lymphs,  4 mono- 
cytes. There  was  8.3%  bromsulphalein  retention  in 
45  minutes.  Fasting  blood  sugar  was  94  mgms.  %. 
BUN  was  11.9  mgms.  %.  Urinalysis  was  negative. 

Chest  x-ray  was  normal.  In  a barium  enema  there 
was  a rather  irregular  limited  narrowing  of  the  upper 
sigmoid  colon  extending  for  6 cms.  with  marginal  in- 
dentations but  smooth  margins.  Upper  G1  series  re- 
vealed narrowing  of  the  esophagogastric  junction 
with  dilatation  of  the  esophagus  to  two  or  three 
times  normal  size;  stomach  appeared  rigid;  rugal 
folds  present  in  the  previous  examination  were  not 
present,  and  there  was  general  lack  of  rugal  pattern 
along  the  lesser  curvature  of  the  body  of  the  stom- 
ach; there  was  a round  projection  believed  to  rep- 
resent a lesser  curvature  ulcer.  Sigmoidoscopy  re- 
vealed normal  muscosa,  but  examination  was  limited 
because  of  spasm  and  pain. 

On  February  17,  1964  operation  was  performed. 

Differential  diagnosis 

DR.  McGFONE:  The  original  history  indicates 
functional  distress.  The  first  x-rays,  some  12  years 
ago  were  normal,  and  those  taken  seven  months  be- 
fore the  first  admission  indicated  the  presence  of  “an- 
tral gastritis.”  This  is  of  significance  because  this 
diagnosis  is  difficult  to  make  by  x-ray.  We,  at  times, 
get  some  indication  of  "antral  gastritis”  as  the  result 
of  x-ray  and  this  is  possibly  confirmed  by  gastros- 
copy or  surgery,  but  frequently,  the  roentgen  diag- 
nosis of  “antral  gastritis”  is  erroneous  and  the  find- 
ing actually  represents  an  early  infiltrative  process. 
The  pathology  of  gastritis  is  one  of  mucosal  involve- 
ment, and  thus  the  radiographic  findings  are  ordinar- 
ily not  of  significant  value.  The  involvement  of  the 
submucosa  and  the  wall  of  the  stomach  by  edema 
and  inflammatory  response,  on  the  other  hand,  can 
be  noted  by  roentgen  study.  In  the  history,  several 
things  suggest  peptic  ulcer.  The  patient  was  an  al- 
coholic at  one  time,  and  family  history  of  diabetes 
is  significant;  these  two  facts  make  one  wonder  about 
pancreatitis.  Family  history  of  carcinoma  also  makes 
one  consider  malignant  disease.  Physical  examination 
on  the  first  admission  did  not  give  any  indication  of 
a specific  diagnosis;  the  patient  did  exhibit  findings 
subsequent  to  a 50  lb.  weight  loss.  Generalized  rhon- 
chi  in  the  lungs,  which  could  be  nonspecific,  with 
high  initial  hemoglobin  could  indicate  emphysema, 
which  would,  in  turn,  lead  to  diagnosis  of  peptic 


ulcer  or  gastritis.  BSP  of  15%  is  definitely  abnor- 
mal, and  this  would  be  consistent  with  his  intake 
of  alcohol  and  some  chronic  liver  disease.  At  this 
stage,  an  alkaline  phosphatase  would  be  helpful.  The 
combination  of  a BSP  of  15%  and  a high  alkaline 
phosphatase,  especially  if  accompanied  by  a high 
sedimentation  rate,  would  have  indicated  significant 
liver  disease.  In  the  absence  of  an  alkaline  phospha- 
tase, the  BSP  really  doesn’t  mean  much.  The  same  is 
true  as  far  as  the  one  guaiac  positive  stool  is  con- 
cerned. One  guaiac  positive  stool,  in  the  absence 
of  obvious  bleeding,  is  neither  “fish  nor  fowl.”  The 
GI  series  taken  at  the  time  of  first  admission  in  1963 
was  interesting  and  I think  it  would  be  helpful  at 
this  point  if  we  had  these  films. 

DR.  WHITTENBERGER:  The  first  examination 
in  September,  1963  (Fig.  1)  did  show  what  was  de- 
scribed in  the  protocol  as  “enlarged  rugal  folds.” 
The  esophagus  and  the  upper  stomach  were  normal, 
although  there  was  some  evidence  of  abnormal  rugal 
folds. 

DR.  POTH:  Is  there  a persistent  separation  be- 
tween the  diaphragm  and  the  stomach? 


Fig.  I.  Upper  gastrointestinal  study  revealing  large 
rugal  folds  (9-1 2-63). 


DR.  WHITTENBERGER:  This  area  is  increased. 

DR.  POTH:  Is  there  any  evidence  of  peristaltic 
waves  going  through  the  stomach? 

DR.  WHITTENBERGER:  This,  of  course,  is  a 
very  important  part  of  the  roentgen  examination  and, 
although  there  is  no  specific  mention  of  it  in  the  re- 
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port,  we  ordinarily  assume  that  the  fluorscopy  in- 
cluded this  function  of  the  stomach.  On  the  sub- 
sequent x-ray  examinations,  the  distance  between  the 
stomach  and  diaphragm  was  increased  and  the  in- 
dentation in  the  lesser  curvature  is  described  as  not 
constant  or  fixed. 

DR.  McGLONE:  The  presence  of  rugal  folds, 
which  may  represent  either  mucosal  or  submucosal 
involvement,  is  significant,  in  that  it  is  at  this  stage 
that  endoscopy  would  have  been  of  help.  On  oc- 
casion, perfectly  normal  but  enlarged  rugal  folds 
may  be  seen;  on  other  occasions,  friable  bleeding 
mucosa  may  be  encountered.  A gastroscopy  in  these 
instances  is  of  particular  value  and  may  definitely 
help  in  differentiating  normal  from  abnormal  rugal 
folds. 

Dr.  WHITTENBERGER:  In  this  next  examina- 
tion in  Eebruary,  1964,  a barium  enema  was  done 
first  (Fig.  2)  and  demonstrated  a long  and  rather 
irregular  upper  sigmoid  deformity.  There  were  no 
sharp  margins  of  involvement  and  the  area  of  in- 
volvement was  described  as  at  least  6 cm.  in  length. 
In  this  area  of  narrowing,  there  is  just  a simple  lack 
of  mucosal  folds.  X-rays  of  the  upper  gastrointestinal 
tract  (Fig.  3)  show  an  absence  of  the  previously 
noted  rugal  folds,  and  instead,  the  mucosa  along  the 
lesser  curvature  is  smooth.  There  may  be  an  ulcer 
crater  along  the  lesser  curvature.  The  entire  stomach 
seems  to  be  involved  in  this  “stiffening  process.”  We 


Fig.  2.  Barium  enema  and  sigmoid  lesion  (2-13-64). 


did  a small  bowel  study  along  with  the  upper  G1 
and  during  the  course  of  this  study  the  stomach  did 
not  change  in  configuration.  There  was  some  dilata- 
tion of  the  esophagus  (Fig.  4)  and  there  is  evidence 
of  delay  in  emptying  through  the  esophagogastric 
juncture. 


Fig.  3.  Roentgen  study  of  stomach  showing  loss  of 
mucosa!  gastric  folds  and  "rigid"  stomach  (2-14-64). 


DR.  McGLONE:  There  is  no  history  of  dyspha- 
gia, although  with  this  degree  of  slowness  of  esopha- 
geal emptying  and  esophagogastric  involvement,  1 
would  have  expected  some.  Of  course,  there  was  a 
change  in  the  patient’s  symptomatology  to  anorexia, 
bloating,  upper  and  lower  abdominal  pain,  and 
weight  loss.  The  x-ray  changes  go  along  with  the 
dramatic  changes  in  his  physical  condition.  At  first, 
the  lesion  in  the  colon  does  look  like  a distinct  le- 
sion, but  does  not  look  like  the  usual  primary  car- 
cinoma of  the  colon — it  is  not  the  polypoid  lesion 
nor  the  circumscribed  annular  “napkin  type”  lesion;  it 
is  a longer  and  more  infiltrative  type  of  lesion.  One 
would  suspect  that  this  is  probably  metastatic  from 
a carcinoma  of  the  stomach,  and  this  would  be  my 
diagnosis.  Was  there  a serology  report? 

DR.  McCLEERY : No,  none  was  reported. 

DR.  McGLONE:  1 doubt  that  this  would  be  a 
benign  disease.  Of  course,  syphilis  of  the  stomach 
was  more  common  years  ago.  It  is  now  quite  uncom- 
mon, but  should  be,  at  least,  thought  about  in  lesions 
in  involvement  of  the  stomach.  One  other  benign  dis- 
ease that  could  cause  a lesion  of  this  sort  in  the 
colon,  but  of  course  wouldn’t  involve  the  stomach 
simultaneously,  is  regional  enteritis.  As  you  know, 
regional  enteritis  can  occur  in  any  part  of  the  gastro- 
intestinal tract  from  the  rectum  to  the  esophagus. 
The  diagnosis  of  choice,  I believe,  would  be  that  of 
linitis  plastica  of  the  stomach  and  it  is  unfortunate 
that  we  do  not  have  a gastroscopic  examination.  On 
gastroscopic  examination,  the  mucous  membrane 
looks  very  much  like  the  "burned  out  mucosa”  of 
ulcerative  colitis.  It  is  a “pink  granular  mucosa”  with- 
out any  rugal  pattern  and  as  Dr.  Schindler  used  to 
say,  “when  we  would  blow  air  into  these  stomachs, 
it  blows  the  air  right  back  at  you.”  There  is  just  no 
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distention.  My  second  diagnosis  would  be  lympho- 
matous  infiltrate  of  the  stomach. 

DR.  McGLONE’S  DIAGNOSIS 

Carcinoma,  of  stomach  with  metastasis  to 
colon  and  generalized  peritoneal  metas- 
tases. 

Discussion 

DR.  GRAMLICH:  I am  curious  as  to  whether  the 
1 cm.  in  diameter  firm  nodule  above  the  left  lobe  of 
prostate  could  be  a metastatic  lesion  or  a “red  her- 
ring.” 

DR.  COCKLEY ; Dr.  McGlone,  what  about  the 
possible  value  of  gastric  analysis  in  the  diagnosis  of 
ulcer  and  differential  between  malignant  and  benign 
ulcer? 

DR.  McGLONE:  I do  believe  that  gastric  analysis 
is  often  of  great  help  in  diagnosis.  One  would  expect 
a lowered  or  absent  gastric  acidity  in  the  patient 
with  an  infiltrative  lesion  of  this  sort,  and,  of  course, 
characteristically,  the  typical  dirty,  foul,  brown  gas- 
tric content.  This  is  one  area  where  the  finding  of 
the  Boas-Oppler  bacilli  could  be  of  clinical  sig- 
nificance. 

DR.  POTH:  May  I put  my  neck  on  the  block? 
I don't  imagine  anybody  will  object.  It  is  surprising 
the  notations  I made  on  the  protocol  as  Dr. 
McGlone  developed  his  discussion  of  the  case.  In 
short,  they  are  almost  identical  in  repeating  the  im- 
plications of  the  discussion.  I would  like  to  stress 
particularly  the  x-ray  finding  of  the  separation  of 
diaphragm  from  the  stomach.  We  are  looking  for 
a relatively  silent  lesion.  Carcinomas  of  the  stomach, 
especially  in  the  fundus,  are  notoriously  silent.  Very 
often,  the  first  inkling  of  this  diagnosis  is  a separa- 
tion of  the  diaphragm  from  the  gas  bubble  in  the 
fundus  of  the  stomach,  and  in  all  of  the  films  that 
have  been  shown,  this  distance  has  never  been  de- 
creased and  has  not  changed  very  much.  Then,  the 
next  question  is  that  of  multiple  ulcers.  First  there 
was  question  of  a duodenal  ulcer,  then  there  was  a 
second  on  the  lesser  curvature,  which  was  not  later 
demonstrated,  and  subsequently  a large  ulcer  crater 
high  on  the  lesser  curvature  was  noted.  The  manner 
in  which  the  x-rays  change  from  large  rugal  folds 
later  to  a smoothing  out  of  the  lesser  curvature  is 
significant.  A specific  diagnosis,  which  stands  all 
the  dangers  of  being  incorrect,  is  that  the  patient 
had  primary  carcinoma  of  the  stomach  with  metas- 
tasis to  the  colon. 

DR.  KNEBEL:  We  will  now  hear  from  any  other 
discussants. 

DR.  GRAMLICH:  From  listening  to  Dr.  Poth 
and  Dr.  McGlone,  and  from  my  own  analysis,  it 
seems  likely  that  this  patient  died  of  carcinoma  of 
the  stomach.  Now,  to  discuss  the  surgical  aspect.  Not 
knowing  what  the  surgical  procedure  was,  or  what 
the  outcome  was,  makes  for  a very  interesting  situa- 
tion. Perhaps  it  would  be  more  rational  to  speak  in 
generalities  concerning  this  case  and  to  concern  our- 
selves with  the  role  of  the  surgeon  and  his  impor- 


tant part  in  diagnosis  and  treatment  of  carcinoma 
of  the  stomach.  The  thing  we  are  all  interested  in, 
of  course,  is  curing  carcinoma  of  the  stomach.  To 
cure,  of  course,  we  must  have  an  accurate  diagnosis 
and  the  diagnosis  and  treatment  must  be  early.  Let’s 
bear  in  mind  that  carcinoma  of  the  stomach  is  not 
so  mysterious  and  bad  a disease,  because  it  is  no  dif- 
ferent and  no  more  serious  than  other  adenocarcino- 
mas in  other  locations  that  are  more  easily  and  read- 
ily recognized.  As  a matter  of  fact,  in  a recent  com- 
munication from  the  Cleveland  Clinic,  Stanley  Hoerr 
reported  some  250  cases  of  his,  all  of  which  were  fol- 
lowed long  enough  to  obtain  five-year  results.  Of  these, 
150  were  not  resectable  at  the  time  of  operation 
But  of  the  100  patients  on  whom  he  was  able  to  do 
curative  resections,  depending  upon  the  type  of  can- 
cer, his  overall  cure  rate  was  something  like  47%, 
if  the  nodes  were  not  involved.  It  was  24%  if  the 
nodes  were  involved.  The  carcinomas  in  this  series 
which  had  been  treated  when  there  was  only  mu- 
cosal and  submucosal  involvement,  before  muscu- 
laris  and  serosal  and  nodal  involvement,  had  cure 
rate  of  91%.  The  point  that  this  particular  study 
illustrates  is  that  early  diagnosis  is  most  important 
in  carcinoma  of  the  stomach.  This  may  have  some 
bearing  on  our  patient  at  hand.  If  it  had  been  pos- 
sible in  some  way  to  make  the  diagnosis  on  this 
patient  at  the  time  of  his  first  admission,  possibly 
the  outcome  would  have  been  diflferent. 

The  question  that  we  all  ask  ourselves  then  is. 
what  can  we  do  and  how  can  we  make  a diagnosis 
of  early  carcinoma  of  the  stomach?  And,  obviously. 


Fig.  4.  Esophagram  revealing  a narrowed  esophago- 
gastric juncture  and  dilated  esophagus  (2-14-64). 
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if  it  was  easy,  there  wouldn’t  be  any  question.  Of 
course,  we  always  look  to  the  radiologist  for  help 
in  early  diagnosis,  since  x-ray  examination  is  of 
utmost  importance  in  this  disease.  Another  couple 
of  simple  screening  tests  that  may  be  of  use  have 
already  been  mentioned.  The  gastric  analysis  is  a 
very  crude  test,  but  in  a 50-year-old  man  with  gas- 
tric symptoms,  a low  or  absent  gastric  acidity  cer- 
tainly indicates  that  this  man  should  be  looked  at 
carefully.  If  the  acids  are  high,  carcinoma  of  the 
stomach  is  less  likely.  Now,  when  you  get  into  the 
more  erudite  maneuvers,  in  the  diagnosis  of  carci- 
noma, we  perhaps  lose  efficiency,  if  we  measure 
time,  effort,  and  expense  against  results.  Gastroscopy 
is  sometimes  advantageous,  but  is  not  generally  avail- 
able. Cytology  might  be  used  a great  deal  more 
widely  than  we  use  it.  There  are  other  techniques 
and  studies,  including  1-131  and  P-32  uptake  studies, 
to  detect  the  early  carcinoma.  However,  the  one 
thing  that  has  been  pounded  into  us  by  the  Amer- 
ican Cancer  Society,  year  in  and  year  out,  a high 
index  of  suspicion,  will  lead  us  to  early  diagnosis. 
So.  the  tools  that  are  easily  available  to  us,  gastric 
analysis,  repeated  study  for  occult  blood  in  the 
stools  on  a meat  free  basis,  x-ray,  and  finally  the 
elevation  of  our  index  of  suspicion,  may  lead  us  to 
early  operation.  It  may  be  that  operation  should  be 
carried  out  before  a definitive  x-ray  diagnosis  is 
made  of  carcinoma  of  the  stomach.  If  I am  to  make 
a contribution  worthy  of  comment,  it  would  be  that 
using  the  simple  diagnostic  tools  available  to  us, 
coupled  with  a high  index  of  suspicion,  an  early 
operation  may  yield  earlier  and  better  cures. 

DR.  GREER:  The  recent  results  of  chemotherapy 
have  been  rather  poor,  as  I am  sure  most  of  you 
know.  The  cases  that  have  responded  best  have  been 
not  the  large  masses  of  tumor,  but  the  small  ana- 
plastic multiple-nodule  type.  The  drug  of  choice 
to  use  in  cancer  of  the  stomach  is  5-Fluorouracil, 
although  many  different  types  of  drugs  have  been 
used.  Recently,  at  the  University  of  Colorado  Chemo- 
therapy Clinic,  we  have  been  deviating  from  the 
fractional  or  intermittent  therapy  and  have  been 
utilizing  a more  continuous  program  of  therapy.  It 
seems  to  us  that  these  patients  have  responded  bet- 
ter than  those  treated  on  the  so-called  cyclic  ther- 
apy, that  is  treatment  lasting  four  to  six  weeks  of 
time.  The  dosage  of  5-Fluorouracil  varies  from  12 
to  15  mg.  per  kilogram,  and  it  was  formerly  thought 
that  patients,  when  carried  to  a toxic  dose  appeared 
to  do  better.  However,  recently,  we  have  used  12  mg. 
per  kilogram  and  have  noted  good  responses  in  these 
instances.  We  now  use,  ordinarily,  a weekly  mainte- 
nance dose,  with  an  average  dose  ranging  from  1 2 to 
15  mg.  per  kilogram,  which  totals  approximately 
500  mg.  per  week.  We  have  been  quite  optimistic 
because  of  the  palliative  effect,  which  has  allowed 
these  people  several  months  of  freedom  from  dis- 
tress, whereas  formerly  without  treatment  they  would 
have  had  difficulty  recovering  from  the  postopera- 
tive period.  One  other  aspect  of  the  newly  evolving 
methods  of  chemotherapy  is  the  new  appreciation 
that  sequential  therapy,  using  multiple  drugs,  may 


prove  to  be  of  greater  value  than  that  of  concomi- 
tant therapy.  I am  really  trying  to  emphasize  that 
there  is  a lot  to  be  learned  in  management  of  pa- 
tients with  chemotherapy,  especially  when  used  con- 
comitantly, or  sequentially,  with  other  modalities 
of  therapy.  We  are  now  using  various  study  drugs, 
which  have  caused  considerable  difficulty  because  of 
toxicity,  and  there  is  little  evidence  to.  logically 
choose  these  drugs.  As  far  as  complications  are  con- 
cerned, I am  sure  that  you  recognize  the  common 
difficulties  encountered  in  the  use  of  chemotherapy 
insofar  as  bone  marrow  depression,  subsequent  in- 
fection and  necrosis.  But  1 would  like  to  stress  the 
occurrence  of  herpes  zoster.  We  have  had  one  re- 
cent patient  with  chickenpox  pneumonia  as  a con- 
sequence of  a complication  of  chemotherapy.  This 
patient  was  a young  girl  that  experienced  this  over- 
whelming infection  along  with  the  herpes  zoster.  It 
is  only  mentioned  to  illustrate  that  if  stomatitis, 
herpes  zoster,  herpes  simplex  is  encountered  in  the 
treatment  of  the  patients  with  these  chemicals,  that 
the  drugs  should  be  stopped. 

DR.  WHITTENBERGER:  I don't  believe  that 
radiotherapy  has  any  place  in  treatment  or  palli- 
ation of  patients  with  adenocarcinoma  of  the  stom- 
ach. In  the  few  instances  where  we  have  used 
this  form  of  treatment,  it  has  been  my  impression 
that  we  have  actually  made  the  patients  worse.  The 
patient  is  already  sick;  we  make  them  sicker,  and  I 
am  sure  we  don’t  really  do  much  for  them.  There  is 
one  type  of  malignancy  of  the  stomach  that  we  are 
justified  in  treating,  and  this  is  a lymphoma. 

DR.  KNEBEL:  We  will  now  welcome  comments 
or  questions. 

DR.  RECKLING:  I might  discuss  a sidelight  of 
this.  We  had  another  patient,  a patient  of  Dr. 
Barrett’s,  who  was  explored  because  of  symptoms 
referable  to  the  stomach,  and  a grossly  inoperable, 
frozen  carcinoma  of  the  linitis  plastica  type  was 
encountered.  This  patient  was  given  a course  of 
5-Fluorouracil,  with  concomitant  x-ray  therapy,  and 
responded  quite  well.  He  regained  his  weight  and 
appetite.  He  was  re-explored  approximately  three 
months  following  the  initial  inoperable  state,  and 
at  that  time  the  stomach  was  free  and  movable,  and 
total  gastrectomy  was  carried  out.  The  patient  had 
no  distant  metastases  at  that  time,  nor  was  there 
any  direct  extension  of  malignancy  from  the  stom- 
ach. This  patient  did  well  for  over  two  years.  He 
subsequently  developed  an  obstruction  of  the  ileo- 
cecal valve  because  of  a metastatic  adenocarcinoma, 
submucosal  to  this  location,  and  died  of  complica- 
tions following  the  surgical  procedure  for  this  ob- 
struction. This  one  patient,  at  least,  benefited  from 
radiotherapy. 

DR.  DOMINICK:  Dr.  Knebel,  I would  like  to 
ask  Dr.  John  Gramlich,  in  retrospect,  knowing  what 
we  know  about  the  patient  under  consideration,  and 
knowing  the  subsequent  diagnosis,  his  opinion  as  to 
the  sequency  of  events.  Did  he  have  an  ulcer  at  the 
time  of  initial  study?  I also  would  like  to  know  if 
Dr.  Gramlich  would  have  operated  him  at  the  time 
of  initial  visit. 
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DR.  GRAMLICH:  It  is  often  easy  to  say  what 
one  would  have  done,  looking  through  the  retro- 
spectoscope.  I think  that  Dr.  McGlone  hit  it  right 
on  the  head  when  he  said  it  sounded  as  though 
this  patient  started  out  with  functional  gastric  dis- 
tress. It  is  unHkely  that  his  12  year  history  had 
anything  to  do  with  his  recent  history.  If  1 had 
seen  him  12  years  ago,  I would  have  treated  him 
exactly  the  way  he  was  treated.  However,  looking 
hack,  if  I had  seen  him  in  November,  1963,  at  the 
time  of  his  admission,  I believe  I would  have  ob- 
tained a gastric  analysis,  and  if  his  acids  had  been 
low,  I would  have  repeated  the  gastric  analysis  and 
perhaps  the  radiographic  examination — although 
this  man  was  younger  than  the  patient  ordinarily 
suspected  of  having  carcinoma  of  the  stomach.  Even 
if  the  radiologist  had  been  unable  to  show  evidence 
of  carcinoma  of  the  stomach,  if  his  symptoms  had 
continued,  his  free  acids  had  continued  to  be  low, 
persistent  occult  blood  was  found  in  the  stool,  I 
would  have  preferred  laparotomy  at  that  time.  Now. 
when  we  operate  on  people  in  this  category,  you 
might  say  that  we  will  be  operating  occasionally 
for  people  who  have  "nothing,"  for  the  sake  of  try- 
ing to  cure  an  occasional  patient  with  a carcinoma 
of  the  stomach.  Of  course,  the  answer  is  “sure.”  1 
am  interested  in  Dr.  Poth’s  opinion  on  this  point. 

DR.  POTH:  I don’t  know  that  we  can  really  say 
much  about  the  benefit  to  be  reaped  from  operat- 
ing on  patients  with  suspected  carcinoma  of  the 
stomach,  in  the  absence  of  radiographic  findings, 
because  the  changing  incidence  of  stomach  cancer 
and  other  factors  make  this  difficult  to  judge.  The 
one  aspect  of  this  case  that  1 would  like  to  discuss 
is  that  of  gastric  analysis.  We  can't  be  intent  on  the 
use  of  gastric  analysis  for  the  diagnosis  of  carci- 
noma of  the  stomach  because  during  the  past  15 
years  I have  seen  many  patients  with  high  gastric 
analyses,  accompanied  by  carcinoma  of  the  stomach. 
This  holds  true  from  the  standpoint  of  high  con- 
centration, volume,  and  high  milliequivalents.  How- 
ever, if  you  do  not  have  free  acids,  you  should  be 
suspicious  of  carcinoma  of  the  stomach  or  polyps 
of  the  stomach,  which  is  just  as  common  as  carci- 
noma of  the  stomach.  So,  gastric  analysis  is  not  go- 
ing to  give  a diagnosis  of  malignancy  per  se,  and 
also,  the  presence  of  high  acids  is  not  going  to  rule 
out  carcinoma  of  the  stomach.  So  we  should  not 
depend  upon  gastric  acidity  for  the  early  diagnosis 
of  carcinoma  of  the  stomach,  because  there  are 
many  patients  with  normal  stomachs  having  an  acid- 
ity, and  also,  many  patients  with  carcinoma  of  the 
stomach  with  normal  or  high  free  acids. 

The  question  of  the  conversion  of  an  inoperable 
patient  with  carcinoma  of  the  stomach  to  opera- 
bility through  the  use  of  chemotherapy  and  radio- 
therapy deserves  some  comment.  I recall  that  in 
years  gone  by,  we  didn't  feel  that  we  could  accom- 
plish anything  with  x-ray  therapy  in  carcinoma  of 
the  colon.  The  difference,  of  course,  in  irradiating 
the  lower  abdomen  and  the  upper  abdomen,  where 
you  would  get  involved  in  irradiating  the  solar 
plexus  is  significant.  I would  like  to  ask  the  radi- 


ologist whether,  purely  from  a histologic  standpoint 
and  sensitivity  to  x-ray  therapy,  there  is  a difference 
between  the  treatment  of  patients  with  carcinoma 
of  the  stomach  and  carcinoma  of  the  colon. 

DR.  WHITTENBERGER:  At  this  point,  I am 
not  very  optimistic  in  the  use  of  radiotherapy.  There 
is  the  opportunity  to  convert  patients  with  carci- 
noma of  the  colon  and  stomach  into  operable  cases 
if  chemotherapy  is  used  along  in  conjunction  with 
radiotherapy. 

DR.  FRANZ:  I would  like  to  ask  for  the  vari- 
ous opinions  concerning  the  use  of  the  so-called 
“second  look”  procedure.  I would  like  to  know  when 
this  procedure  is  ordinarily  indicated  and  the  gen- 
eral results  in  its  application. 

DR.  GRAMLICH:  This  proposal,  of  course,  was 
made  by  Dr.  Wangensteen  about  ten  years  ago,  and 
at  the  outset,  he  was  interested  in  all  gastrointestinal 
cancers,  beginning  with  the  stomach  and  going  right 
down  through  the  abdominoperineals.  Approximate- 
ly six  months  following  the  first  operation,  the  pa- 
tient is  operated  again  and  the  lymphatic  bearing 
area  is  carefully  inspected  and  resected.  Then,  as- 
suming that  the  patient  has  not  reached  an  inoper- 
able state,  the  patient  is  operated  on  six  months 
later,  the  “third  look."  The  hope  then  is  that  through 
these  multiple  procedures  the  patient  can  be  “con- 
verted” from  a cancer  bearing  patient  to  one  free  of 
malignancy.  The  experience  at  the  University  of 
Minnesota  has  been  that  in  the  instances  of  carci- 
noma of  the  stomach,  the  second  look  has  been  of 
no  value.  However,  in  carcinoma  of  the  colon,  the 
procedure  has  been  of  real  significance.  Of  course, 
these  patients  are  operated  on  without  symptoms  and 
without  evidence  of  metastases. 

DR.  POTH:  While  we  are  discussing  the  question 
of  “second  look,”  we  should  discuss  the  significance 
of  nodal  extension.  In  the  question  of  the  surgical 
treatment  of  carcinoma  of  the  breast  and  the  role 
of  lymphatic  involvement  in  this  disease,  there  is 
one  significant  piece  of  data  that  resulted  from  an 
article  written  by  Crile  approximately  five  years  ago 
and  repeated  in  a recent  paper.  He  took  two  groups 
of  40  patients.  All  were  patients  without  clinical 
extension  of  the  malignancy  into  the  nodes.  On  the 
patients  in  one  group  he  did  a radical  mastectomy, 
and  he  found  that  32%  of  these  had  axillary  nodes 
involved.  In  the  other  group,  he  did  not  resect  the 
nodes,  but  instead,  did  a simple  mastectomy,  and 
in  this  group,  during  the  period  of  five-year  follow- 
up, about  30%  of  these  patients  developed  clinically 
involved  nodes  and  were  operated,  and  nodal  in- 
volvement found.  Now,  if  you  go  back  to  the  group 
treated  originally  with  radical  mastectomy,  the  mor- 
tality rate  at  the  end  of  a five-year  period  of  time 
was  31%.  Now,  in  the  group  which  had  simple 
mastectomies  and  then  subsequently  developed  nodal 
involvement  during  the  five-year  follow-up  and  were 
operated,  the  survival  rate  was  55%.  I have  pre- 
sented these  figures  to  our  statistician  because  of  the 
small  number  involved,  and  he  indicated  that  there 
was  a 75%  chance  that  these  figures  were  significant. 
Crile  has  suggested  that  there  may  be  some  form 
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of  resistance,  or  even  reaction,  as  a consequence  of 
leaving  the  axillary  nodes  in  place.  If  these  assump- 
tions are  correct,  it  may  prove  significant  in  our 
consideration  of  the  second  look.  If,  for  example,  a 
patient  does  have  an  involved  node  and  if  it  is  al- 
lowed to  remain  in  place  and  removed  subsequently, 
he  may  have  been  allowed  to  develop  a certain  de- 
gree of  immunity  to  his  malignancy.  Crile  has  indi- 
cated that  there  is  little  or  no  evidence  that  once  a 
malignancy  does  get  into  a lymph  node  that  it  does 
metastasize  further.  It  does  not  spread,  except  in 
those  instances  in  which  the  node  breaks  down  and 
there  is  local  extension. 

DR.  GRAMLICH:  Dr.  Poth,  in  regard  to  Dr. 
Dominick’s  question  earlier,  would  you  have  oper- 
ated on  our  patient  under  discussion  at  the  time  of 
first  admission? 

DR.  POTH;  Well,  this  is  a difficult  question  to 
answer,  but  I would  have  been  very  suspicious  of 
the  first  x-ray.  The  increase  in  distance  between  the 
diaphragm  and  stomach  is,  to  me,  an  indication  of 
carcinoma  of  the  stomach. 

DR.  KNEBEL:  I think  that  Dr.  Herbert  Fowler 
will  be  able  to  unravel  this  “gastric  psychosis”  prob- 
lem for  us. 

DR.  FOWLER:  We  don’t  have  much  to  offer  on 
this.  We  cured  his  alcoholism;  the  rest  of  it  was  up 
to  you  fellows. 

Pathologic  diagnosis 

DR.  KNEBEL:  We  will  now  progress  to  the  op- 
erative and  pathologic  findings. 


DR.  RECKLING:  This  man  was  explored  through 
a short  paramedian,  epigastric  incision,  with  the 
idea  of  making  a diagnosis.  Immediately  beneath 
the  peritoneum  was  a hard  mass  of  greater  omen- 
tum infiltrated  with  a very  dense  and  obvious  car- 
cinoma. The  right  lobe  of  the  liver  contained  mul- 
tiple metastatic  nodules.  The  left  lobe  of  the  liver 
was  free  of  palpable  tumor,  but  malignancy  involved 
the  stomach  as  almost  one  total  frozen  mass  and 
multiple  malignancies  were  scattered  throughout  the 
abdomen,  including  the  pelvis.  Biopsy  of  the  omen- 
tum was  done  and  since  there  was  no  possibility 
of  resection  or  bypass,  the  abdomen  was  closed.  He 
had  a rapid  demise  manifest  by  cachexia  and  liver 
failure.  We  gave  him  some  palliative  chemotherapy 
of  the  type  that  probably  wasn’t  the  best,  Thio-Tepa. 

DR.  GRAMLICH:  Was  the  prostatic  nodule  pal- 
pated at  the  time  of  second  admission  actually  a 
metastasis? 

DR.  RECKLING:  Yes,  I believe  it  was.  We  were 
not  able  to  explore  the  pelvis,  however,  because  of 
the  extensive  involvement  by  the  malignancy. 

DR.  KNEBEL:  Will  the  pathologist  give  us  the 
microscopic  report? 

DR.  McCLEERY:  We  knew  this  was  an  omen- 
tal biopsy  and  it  consisted  almost  entirely  of  adeno- 
carcinoma with  scattered  islands  of  adipose  tissue 
and  dense  fibrosis.  I would  like  to  stress  the  occur- 
rence of  acinar-like  structures  and  “signet  ring”  cells. 
Our  diagnosis  was  “metastatic  adenocarcinoma, 
greater  omentum,  consistent  with  adenocarcinoma 
of  the  stomach.”  • 


Traumatic  lesions  of  the  aorta 

Ray  E,  Kunkel,  MD,  Thermopolis 


Development  of  improved  diagnostic, 
anesthetic,  and  vascular  surgical  technics 
makes  it  important  to  recognize  the 
traumatic  nature  of  some  aortic  aneurysms. 

The  occurrence  of  aneurysms  produced  by 
trauma  has  been  documented  repeatedly.^ Un- 
fortunately, this  data  has  appeared  primarily  in 
thoracic  and  vascular  surgical  literature,  although 
most  patients  with  trauma  are  seen  initially  by 
general  surgeons,  orthopedists,  and  general  prac- 
titioners, frequently  with  radiological  consulta- 
tion. With  orientation  toward  arteriosclerotic 
lesions,  these  physicians  may  not  consider  the  pos- 
sible etiology  of  trauma  in  an  aneurysm  nor  its 


therapeutic  significance.  Three  cases  encountered 
in  a rural  general  practice  are  presented  to  illus- 
trate the  need  for  vigilance  in  the  recognition  of 
traumatic  lesions  of  the  aorta  and  the  difficulty  of 
diagnosis. 

Case  reports 

Case  1:  A 54-year-old  white  male,  on  March  12, 
1963,  slipped  on  the  ice  and  fell,  hurting  his  back. 
X-ray  of  the  chest  was  interpreted  as  “negative”  and 
diagnosis  of  “right  lung  contusion  and  pleurisy”  was 
made  because  of  presence  of  friction  rub  without 
rales.  Six  days  later,  a repeat  chest  film  was  “es- 
sentially negative”  (Fig.  1).  He  was  “much  im- 
proved clinically,  merely  weak,”  and  he  returned  to 
work.  On  May  20,  1963,  while  shoveling,  he  had 
sudden  severe  dyspnea  and  marked  interscapular 
pain.  An  electrocardiogram  was  within  normal  limits. 
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Fig.  1 . Essentially  negative  chest  x-ray  of  Case  1 on 
March  18.  1963. 


X-ray  of  chest  showed  healed  rib  fractures  and  sug- 
gested an  aortic  aneurysm  (Fig.  2).  No  murmurs 
were  present.  He  was  hospitalized  and  treated  with 
analgesics.  On  May  21,  he  developed  a harsh  to-and- 
fro  systolic  and  diastolic  aortic  murmur.  His  con- 
dition seemed  stable  when  on  May  25,  after  a sudden 
severe  chest  pain,  he  expired.  Postmortem  revealed 
a ruptured  thoracic  aortic  aneurysm.  When  the  pa- 
thologist reported,  "In  my  opinion,  trauma  could 
have  played  a part  in  the  origin  of  the  dissecting 
aneurysm,”  retrospective  review  of  the  roentgeno- 
grams suggested  presence  of  the  lesion  in  the  exam- 
inations in  March. 

Case  2:  A 40-year-old  white  male  sustained  a com- 
pound comminuted  fracture  of  the  right  patella  and 
a non-displaced  fracture  of  the  right  fibula  in  an 
auto  accident.  He  was  driving  alone  and  wearing  a 
seat  belt.  When  admitted  to  the  hospital,  he  com- 
plained of  severe  right  knee  pain  and  some  precordial 
aching.  A pleural  friction  rub  was  interpreted  to  be 
secondary  to  "cracked  ribs."  Blood  pressure  on  ad- 
mission was  92  60.  The  knee  wound  was  cleaned 
and  dressed  in  the  emergency  room  and  his  facial  in- 
juries were  treated.  By  the  following  morning,  how- 
ever. his  chest  discomfort  had  increased.  Before  sur- 
gery for  repair  of  the  knee  injury  was  initiated,  a 
portable  chest  x-ray  revealed  mediastinal  widening 
and  several  fractured  ribs  (Fig.  3).  Diagnosis  of 
possible  traumatic  aortic  aneurysm  was  made  and 
surgery  cancelled.  Following  this,  the  patient  was 
transferred  for  confirmation  of  the  diagnosis  and 
tor  further  care.  The  patient  suffered  a cardiac  arrest 


Fig.  2.  Chest  x-ray.  Case  1.  on  May  20,  1963,  show- 
ing widening  of  mediastinum  suggesting  aneurysm  of 
aorta.  \ 

with  induction  of  anesthesia  for  repair  of  the  knee  ' 
lesion,  was  revived  by  external  cardiac  massage,  but 
never  regained  consciousness.  Pre-operative  chest  1 
x-ray  showed  no  mediastinal  widening,  and  previous 
films  were  interpreted  as  mediastinal  hemorrhage 
with  no  aneurysm  formation. 

Case  3:  A 50-year-old  white  male  struck  his  left  \ 

lower  rib  cage  against  a rock  in  a fall  from  his  horse  ^ 

on  June  19,  1963.  Hematuria  developed.  X-rays  of  | 

his  chest  revealed  a circumscribed  calcific  soft  tissue  t 


Fig.  3.  Portable  chest  x-ray.  Case  2,  demonstrating 
widening  of  mediastinum,  suggesting  diagnosis  of 
traumatic  aneurysm  of  aorta. 
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mass  overlying  the  descending  thoracic  aorta  (Fig. 
4).  He  recovered  from  his  renal  injury  and  was  re- 
ferred to  a vascular  surgeon.  Thoracic  aortogram  re- 
vealed a large  aneurysm  with  calcium  in  its  wall. 
Further  history  indicated  that  10  years  previously 
he  had  been  thrown  from  a horse  and  sustained  a 
disruption  of  the  left  shoulder  and  trauma  to  the 
left  thorax.  The  patient  underwent  aneurysmectomy 
on  July  18,  1963,  with  primary  suture  of  the  aorta. 
Postoperative  diagnosis  was  “post-traumatic  aneu- 
rysm,” probably  of  10  years  duration.  He  now  works 
again  as  a cowboy  with  no  residual  disability. 

Discussion 

Jahnke,®  in  reporting  a transient  acute  medias- 
tinal widening  (as  in  Case  2)  states,  “Every  pa- 
tient with  a suspected  aortic  rupture  should  have 
an  immediate  forward  aortogram  if  facilities  for 
such  an  examination  are  readily  available.  . . 
Actual  confirmation  of  the  traumatic  rupture  is  im- 
portant to  obviate  unnecessary  major  thoracic 
surgery  for  patients  with  more  benign  causes  of 
bleeding  into  the  mediastinum.  Particular  care 
must  be  taken  in  interpretation  of  the  portable 
films  frequently  necessary  in  trauma  cases  because 
of  other  concurrent  injuries.  A false  impression  of 
mediastinal  widening  sometimes  occurs  because 
of  supine  position  and  poor  inspiration.  Compari- 
son with  an  upright  6 ft.  film  may  negate  this  prob- 
lem, where  such  is  practicable.  A lateral  view  is 
frequently  helpful  and  serial  films  may  be  neces- 
sary. 

Traumatic  great  vessel  injuries  are  classified  as 
acute  or  chronic  depending  on  the  duration  and 
clinical  picture.  The  pathology  may  range  from 
“a  small  laceration  to  complete  transection.”®  Lest 
we  regard  such  major  lacerations  as  academic  and 
incompatible  with  life,  consider  the  second  case 
reported  by  Cammock,^  an  undiagnosed  salvag- 
able  30-year-old  woman  who  died  14  days  after 
admission.  “At  autopsy,  on  examination  of  the 
aorta,  complete  transection  was  seen  with  a sepa- 
ration of  5 cm.  between  the  transected  ends.  Con- 
tinuity of  the  blood  stream  was  maintained  only 
by  the  adventitia.”  The  classical  tear  is  transverse, 
however,  in  McClenathan’s  cases  it  varied  from 
“incomplete  circumferential  to  complete  and  stel- 
late.”® The  most  vulnerable  sites  are  just  distal  to 
the  obliterated  ductus  arteriosus,  and  the  first  por- 
tion of  the  ascending  aorta.®  The  latter  may  result 
in  secondary  coronary  ischemia  or  occlusion, 
demonstrable  by  electrocardiogram,  even  if  caused 
only  by  ecchymosis.  Auto  accidents,  falls,  and 
ditch  cave-ins  account  for  most  cases. 

A recent  lucid  description  of  the  mechanism  of 


Fig.  4.  X-ray  of  chest.  Case  3,  showing  circumscribed 
calcific  soft  tissue  mass  overlying  descending  thoracic 
aorta. 


production  of  traumatic  aortic  aneurysm  forma- 
tion was  made  in  a discussion  by  J.  J.  Green- 
berg.“The  great  vessels  and  ligamentum  ar- 
teriosum  fix  the  aortic  arch  while  distally  the  de- 
scending aorta  is  mobile  until  it  is  held  by  the 
intercostal  arteries  and  diaphragm.  The  arch  de- 
celerates at  a rate  similar  to  the  rest  of  the  body, 
but  the  descending  aorta  decelerates  less  rapidly, 
and  the  resulting  force  is  maximally  applied  just 
distal  to  the  subclavian  artery  at  the  aortic  isth- 
mus.” This  rotational  and  flexion  force  results  in 
the  shearing,  bending,  and  torsion  effects  illus- 
trated (Fig.  5).  Intravascular  hemodynamics 
play  an  important  part  in  the  chronic  lesions.® 
Dystrophic  calcification  makes  intravascular  pres- 
sures and  subsequent  trauma  more  potentially  dis- 
ruptive. In  an  acute  aneurysm,  the  effect  of  pre- 
existent arteriosclerosis  as  a predisposing  fac- 
tor is  of  academic  and  medicolegal  interest.  Many 
chronic  aneurysms  demonstrate  calcific  changes 
(Case  3)  and  this  often  accounts  for  the  diagnosis 
many  years  post  trauma,  despite  the  absence  of 
clinical  signs. 

Since  the  clinical  picture  is  nonspecific,  acute 
lesions  must  be  diagnosed  primarily  by  a high  in- 
dex of  suspicion  in  all  cases  with  a history  of 
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Fig.  5.  Diagram  of  mechanics  of  production  of  traumatic  tear  of  thoracic  aorta. 


horizontal  decleration  and  chest  pain — even  with- 
out associated  injury.  The  development  of  coarc- 
tation symptoms,  shock  out  of  proportion  to  ob- 
vious trauma,  persistent  hypertension  in  a pre- 
viously normotensive  patient,  all  should  turn  our 
attention  to  the  mediastinum.’^  Mediastinal  en- 
largement by  x-ray  is  a suspicious  finding.  Flail 
chest  is  not  common.  Many  cases  occur  without 
rib  fractures.  Symptomatic  chronic  aneurysms  may 
present  with  complaints  of  hoarseness,  dyspnea, 
or  chest  pain.  Alley’s’  patient  complained  of  a 
“cry  like  a sea  gull”  (bruit)  which  seemed  to  come 
from  his  chest. 

Treatment  for  a mediastinal  hemorrhage  with- 
out aneurysm  formation  is  basically  supportive. 
With  aneurysm  demonstrated  by  aortogram, 
therapy  is  surgical  repair  usually  using  hypother- 
mia and  bypass  techniques.’  Reported  time  of 
surgical  intervention  varies  from  36  hours  to  33 
years.®- 

Conchisiom 

Traumatic  aortic  lesions  are  not  all  rapidly 
fatal,  and  are  not  all  irreparable.  All  aortic 
aneurysms  are  not  arteriosclerotic.  Chest  injury 


victims  should  have  suitable  x-ray  studies  to  eval- 
uate the  mediastinum,  preferably  upright  films. 
Since  edema  alone  may  be  a factor  in  coronary 
insufficiency,  electrocardiographic  studies  of  such 
trauma  cases  would  seem  appropriate.  • 
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The  importance  of  immunizations 


This  presentation  etnphasizes  the 
importance  of  so-called  routine 
immunization  procedures  to  all  physicians, 
no  matter  what  their  specialty  or  what  age 
group  of  patients  they  see. 

Measles 

Rubeola,  or  hard  measles,  is  a disease  that  most 
of  us  had  “as  a part  of  growing  up” — an  illness 
that  was  expected  and  that  “all  children  had  to 
have.”  All  who  have  treated  children  with  this 
disease  will  agree,  however,  that  it  is  a serious 
illness  that  we  would  prefer  our  own  children 
avoid.  In  the  United  States  it  is  associated  with 
secondary  bacterial  infection  in  5 to  15%  of 
cases.  The  most  common  bacterial  complications 
are  bronchopneumonia  and  otitis  media,  and 
acute  tonsillitis  is  also  frequent.  The  complication 
that  is  most  dreaded  is  encephalitis.  This  occurs 
about  once  in  every  thousand  cases  of  measles — 
an  impressive  statistic,  since  a few  years  ago  we 
were  concerned  about  poliomyelitis  which  carried 
a threat  of  paralysis  in  only  one  child  per  thou- 
sand total  population.^  It  appears  that  the  effect 
of  the  rubeola  virus  on  brain  cells  is  even  greater 
if  one  relies  on  the  electroencephalogram,  as  50% 
of  patients  with  measles  will  show  changes  in 
their  tracings.  Indeed,  one  out  of  ten  of  the  so- 
called  “uncomplicated”  cases  will  demonstrate 
pleocytosis  if  the  cerebrospinal  fluid  is  examined. 
One  reason  bronchopneumonia  is  the  most  com- 
mon bacterial  complication  is  that  wild  measles 
carries  its  own  built-in  incidence  of  20  to  60% 
showing  infiltrations  on  routine  X-ray  of  the  chest. 

By  contrast  with  this  grim  picture  in  wild,  or 
naturally-occurring,  measles,  the  reactions  pro- 
duced by  the  earliest  Edmonston-B  strain  vaccines 
were  mild.  Experimental  studies  were  carried  on 
simultaneously  in  this  country  and  around  the 
world,  so  that  enough  information  was  obtained 
in  two  or  three  years  to  show  that  this  is  a safe 
and  effective  vaccine.  Since  the  vaccines  were 
made  available  to  us  in  1963,  these  studies  are 
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still  going  forward.  At  first  it  was  felt  that  inci- 
dence of  nearly  40%  fever  and  erythema  was 
excessive,  and  the  live  virus  vaccine  was  released 
for  use  with  a titrated  gamma  globulin  to  reduce 
the  reaction.  At  the  same  time  a less  effective 
killed  virus  vaccine  was  also  made  available.  A 
further  attenuated  vaccine  has  now  been  prepared 
by  some  70  additional  passages  through  tissue 
culture  and  egg  embryo,  and  this  has  gained  wide 
acceptance. 

Measles  has  not  yet  been  controlled  on  a scale 
approaching  poliomyelitis,  and  therefore  wider 
use  of  this  vaccine  is  urged.  The  vaccine-induced 
measles  is  not  contagious,  has  produced  no  en- 
cephalitis or  secondary  bacterial  infection,  and 
apparently  does  not  aggravate  tuberculosis,  cystic 
fibrosis,  asthma,  or  other  chronic  pulmonary  dis- 
eases. Febrile  reactions  of  sufficient  magnitude  to 
precipitate  convulsions  are  rare.  This  vaccine 
should  not  be  given  to  patients  with  leukemia, 
pregnancy,  immune  deficiency  states,  history  of 
allergy  to  egg,  or  with  other  obvious  illness.  This 
is  a good  vaccine,  and  every  physician  who  sees 
children  should  inquire  if  the  patient  has  had 
either  measles  or  the  vaccine.  If  neither,  he  should 
urge  that  the  vaccine  be  given. 

Diphtheria — pertussis— tetanus 

Almost  every  mother  expects  her  new  baby  to 
have  “DPT  shots”  given  during  the  early  months 
of  life.  The  tremendous  reduction  in  reported 
pertussis  is  undoubtedly  due  to  public  acceptance 
of  immunization.  A small  number  of  children, 
however,  will  continue  to  lose  their  lives  from 
whooping  cough  in  infancy,  because  the  parents 
do  not  believe  in  “shots”  or  because  some  physi- 
cian has  neglected  his  “selling  job.”  Anyone  who 
sees  children  for  any  illness  or  checkup  should 
make  it  part  of  routine  history-taking  to  inquire 
about  DPT  immunizations  and  boosters. 

Statistics  for  reported  cases  and  deaths  from 
diphtheria  are  very  similar  to  those  for  pertussis, 
since  DPT  contains  diphtheria  and  tetanus  toxoids 
plus  pertussis  vaccine.  Booster  immunizations  are 
even  more  important  in  diphtheria  and  tetanus. 
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since  pertussis  is  a fatal  disease  almost  exclusively 
during  infancy.  A public  health  poster  published 
some  25  years  ago  is  still  appropriate;  “Diphtheria 
is — communicable — preventable  — inexcusable.” 
However,  any  -immunization,  no  matter  how  ef- 
fective, can  be  overcome  by  a virulent  enough 
infection.  The  mutation  of  the  diphtheria  bacillus 
is  a fascinating  subject,  suggesting  symbiosis  be- 
tween bacteria  and  viruses  in  the  production  of 
a virulent  strain.  Every  physician,  surgeon,  mid- 
wife, psychiatrist,  and  particularly  school  or  col- 
lege health  official  should  check  on  the  immuniza- 
tion status  of  every  patient. 

Prevention  of  tetanus  is  the  third,  and  probably 
the  best  reason,  why  DPT  immunization  should 
be  started  early  and  kept  up  by  means  of  regular 
booster  doses  throughout  life.  Tetanus  is  a dis- 
ease of  the  big  city  as  well  as  of  the  horse  and 
cow  country.  Postoperative  tetanus,  tetanus  of 
mother  or  infant  following  childbirth,  and  tetanus 
following  trauma  are  rarely  seen  in  this  country, 
although  every  physician  is  aware  that  the  spores 
of  the  tetanus  bacillus  are  in  the  soil  around  us 
and  frequently  in  the  very  air  we  breathe.  How 
long  has  it  been  sinee  you  had  a tetanus  booster, 
doctor? 

Poliomyelitis 

Physicians  who  have  experienced  poliomyelitis 
epidemics  certainly  do  not  need  to  be  persuaded 
of  the  merits  of  poliovaccine.  Yet  it  is  amazing 
to  find,  in  my  practice  and  in  statistics  from 
around  the  country,  how  few  children  and  their 
parents  have  had  adequate  polioimmunization. 
Many  have  had  a Salk  injectable  poliovaccine 
series  only,  many  years  previously,  but  no  boosters 
or  oral  poliovaccine. 

The  Salk-type  injectable  poliovaccine  was  a very 
good  immunization,  although  it  has  some  draw- 
baeks  not  presented  by  the  Sabin  OPV.  In  civilian 
practice  Salk  IVP  should  be  given  in  an  initial 
series  of  three  injections,  followed  by  a booster 
at  least  every  two  years.  Two  doses  of  the  Sabin- 
type,  trivalent  OPV  at  least  eight  weeks  apart  will 
provide  adequate  immunity  for  adults  and  older 
children.  Infants  require  additional  doses,  because 
of  their  poorer  antibody-producing  capacities. 

Smallpox 

Smallpox  vaceination  is  the  original  and  the 
nearest  perfect  example  of  immunization  prac- 
tiee.  Thanks  to  its  use  and  to  exeellent  epidemio- 
logic control  by  our  public  health  authorities. 


TABLE  1 

RECOMMENDED  IMMUNIZATION  SCHEDULE* 
For Birth  Date 


Age 

Preparation 

Date  Notes 

1 

2 months' 

1st  DTP' 

Trivalent  OPV' 

3 months 

2nd  DTP 

4 months 

3rd  DTP 

Trivalent  OPV 

6-9  months 

Tuberculin  Test' 

9 months 

Smallpox 

12  months 

Measles' 

15  months 

4th  DTP 

Trivalent  OPV 

2 years 

Tuberculin  Test' 

4 years 

Tuberculin  Test 

5th  DTP 

5 years 

Trivalent  OPV 

6 years 

Tuberculin  Test 

Smallpox 

8 years 

TD“ 

12  years 

Smallpox 

TD 

16  years’ 

TD 

* Modified  from  recommendations  of  American  Academy  of 
Pediatrics  Committee  on  the  Control  of  Infectious  Diseases. 
1966. 

1 Immunizations  may  be  started  at  any  age,  although  the 
immunity  response  is  limited  in  very  young  infants.  The 
recommended  booster  doses  are  designed  to  insure  or  main- 
tain immunity.  Immunization  of  young  infants  against  whoop- 
ing cough  (pertussis),  should  be  started  early,  but  the  best 
protection  for  newborn  infants  against  this  disease  is  avoid- 
ance of  contacts  by  adequate  immunization  of  older  children. 
- DTP — Combined  diphtheria,  tetanus,  and  pertussis  (whoop- 
ing cough)  vaccine. 

’ OPV — Sabin  (live  virus)  oral  polio  vaccine  containing  all 
three  strains. 

* Measles — further  attenuated  (Schwartz  strain)  live  virus 
vaccine  against  rubeola  or  “hard"  measles. 

= Tuberculin  Test — Mantoux  intradermal  test,  using  1:1000 
dilution  of  Old  Tuberculin,  or  Tine  Test  (Lederle). 

» TD — tetanus  and  diphtheria  toxoids,  adult  type,  combined. 

’ After  16  years  of  age,  smallpox  vaccination  and  tetanus 
toxoid  booster  should  be  repeated  every  five  years. 
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smallpox  is  virtually  unknown  in  continental 
United  States.  Yet  we  tend  to  become  complacent 
and  forgetful  about  this  immunization  procedure. 
There  has  even  been  some  suggestion  that  we  may 
eventually  be  able  to  substitute  a chemoprophylac- 
tic  procedure  for  smallpox  vaccination,  but  the 
proponents  of  such  a plan  agree  that  the  time 
has  not  yet  arrived  when  we  can  seriously  con- 
sider doing  so.- 

Discussion 

Therefore,  at  this  time,  active  immunization 
against  diphtheria,  pertussis,  tetanus,  poliomy- 
elitis, smallpox,  and  measles  should  be  considered 
mandatory.  Under  conditions  of  actual  or  poten- 
tial exposure,  conditional  active  immunization 
may  be  provided  against  influenza,  mumps,  rabies, 
tuberculosis,  typhoid-parathyphoid,  Q-fever,  tu- 
laremia, cholera,  typhus,  plague,  yellow  fever, 
adenovirus,  and  Rocky  Mountain  Spotted  Fever. 
In  most  instances,  all  but  the  smallest  infants  can 
be  given  these  vaccines.  Effective  passive  immuni- 
zation procedures  are  available  for  botulism,  diph- 
theria, infectious  hepatitis,  measles,  pertussis, 
rabies,  rubella,  tetanus,  and  vaccinia  (reaction  to 


smallpox  vaccination).  Some  protection  can  be 
provided  against  rubeola  and  poliomyelitis  by  hu- 
man gamma  globulin,  and  several  chemoprophy- 
lactic  measures  are  available  to  offer  protection 
against  malaria. 

Current  immunization  practice^  allows  a fairly 
wide  latitude  of  choice  between  available  proce- 
dures. Table  1 shows  a schedule  currently  in  use. 

Summary 

Current  immunization  practices  are  revised  and 
the  author’s  schedule  is  presented.  The  plea  is 
renewed  for  all  physicians,  no  matter  what  their 
specialty,  to  inquire  about  routine  immunizations 
and  boosters  and  to  give  them  to  their  patients 
when  they  are  due.  • 
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Primary  cancer  of  the  liver 

Dewitt  Dominick,  MD,  and  Robert  Bloemendaal,  MD,  Cody 


Difficulty  of  diagnosis  of  primary  carcinoma 
of  liver  and  relation  of  this  disease  to  cirrhosis 
are  illustrated  by  this  case  study. 

Case  report 

An  89-year-old  male  presented  in  April,  1964, 
with  history  of  pain  in  the  right  upper  quadrant 
which  radiated  to  the  right  shoulder  on  inspiration. 
The  patient  stated  that  two  weeks  prior  to  this,  he 
had  fallen  over  a wooden  box  striking  his  right  side 
and  ribs  with  subsequent  pain,  which  at  first  was 
not  severe  but  later  increased  and  developed  radia- 
tion as  described.  X-ray  examination  of  gallbladder, 
chest,  and  cervical  spine  were  negative.  Electro- 
cardiogram was  normal.  It  was  noted  that  the  liver 
was  slightly  enlarged. 

Because  his  symptoms  persisted,  in  July  he  was 
referred  to  a consultant  who  believed  that  metastatic 
carcinoma  of  the  liver  was  the  probable  diagnosis. 
Exploratory  laparotomy  was  advised  and  was  per- 
formed on  August  4,  1964.  At  that  time,  careful 
examination  revealed  the  liver  to  be  enlarged  grossly 


and  generally,  the  left  lobe  being  larger  than  the 
right.  A hand  could  be  passed  over  the  entire  surface 
of  the  liver  between  the  diaphragm  and  the  liver, 
and  no  areas  of  abscess,  fluid  or  cysts  were  en- 
countered. The  liver  had  the  gross  appearance  of 
congestion.  Pathologic  examination  of  a biopsy  of 
liver  showed  portal  cirrhosis,  mild,  and  fatty  infiltra- 
tion. 

The  patient  did  not  do  well.  At  a second  con- 
sultation, 4 plus  cephalin  flocculation  was  reported; 
serum  albumin  was  2.7  gms.;  alkaline  phosphatase, 
prothrombin  time,  sedimentation  rate  and  serum 
bilirubin  were  normal.  Cholesterol  level  was  210  mg. 
It  was  noted  that  the  patient's  liver  was  larger,  ex- 
tending down  to  the  umbilicus.  He  had  lost  weight. 
Increase  in  prominence  of  superficial  veins  of  the 
trunk  below  level  of  diaphragm  and  over  the  legs  was 
reported. 

The  patient  was  evaluated  by  another  consultant 
who  confirmed  a tentative  diagnosis  of  obstruction  of 
inferior  vena  cava  due  to  thrombosis  or  tumor.  A 
bypass  surgical  procedure  was  not  recommended  be- 
cause of  the  age  and  condition  of  the  patient.  The 
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patient  returned  home  and  lived  until  October  17, 
1965,  approximately  a year  and  a half  following 
onset  of  symptoms  of  his  disease. 

At  autopsy,  the  findings  were  those  of  primary 
carcinoma  of  the  liver  with  tumor  obstruction  of 
the  inferior  vena  cava.  The  small  tip  of  a lead  pencil 
could  be  passed  through  the  remaining  opening  of 
the  inferior  vena  cava.  The  liver  was  grossly  en- 
larged and  microscopic  study  showed  not  only 
tumor  but  also  cirrhosis.  The  primary  tumor  was 
well  differentiated,  and  microscopically,  the  tumor 
cells  appeared  like  liver  cells  e.xcept  for  anaplasia 
and  mitotic  figures,  arranged  in  groups  with  invasion 
of  the  liver  proper.  There  was  also  demonstrated 
some  emphysema  and  some  terminal  pneumonia. 

Discussion 

Primary  carcinoma  of  the  liver  is  rare  in  the 
United  States,  and  the  incidence  based  on  mor- 
tality statistics  is  not  valid. ^ It  is  more  common  in 
men  than  in  women.-  The  incidence  appears  to 
be  related  to  the  frequency  of  occurrence  of 
cirrhosis,  and  the  development  of  cirrhosis  seems 
to  precede  the  occurrence  of  carcinoma  of  the 
liver.  In  Europe  and  the  United  States  cirrhosis 
is  encountered  in  about  2%  of  the  autopsies, 
whereas  this  incidence  has  been  reported  as  5.8% 
in  Chinese  men  and  6.9%  in  Malayan  men.^  In 
a series  of  nearly  two  thousand  cases  of  cirrhosis 
of  the  liver  collected  from  the  literature,  4.5% 
had  coincidental  carcinoma.^ 

Because  the  disease  is  rare,  and  since  the  early 
symptoms  are  indefinite  and  usually  attributed  to 
gastric  distress,"  this  diagnosis  is  quite  difficult  at 
the  onset.  The  pathology  may  be  characterized 
by  a single  large  tumor  nodule,  by  multiple  satel- 


lites, or  diffuse  nodulation  usually  with  evidence  of 
cirrhosis  of  the  Laennec  type.  The  patient  later 
presents  a picture  of  hepatic  enlargement  with 
portal  vein  obstruction,  pain,  jaundice  and  anemia. 
Tumor  thrombosis  of  the  inferior  vena  cava  and 
right  auricle  may  occur.*’ 

Addendum 

The  pathos  in  this  case  is  that  this  fine  old  gentle- 
man was  an  able  amateur  artist.  About  a year  prior 
to  his  illness  he  did  a portrait  of  “Liver-Eating” 
Johnson,  a famous  mountain-man  of  northwestern 
Wyoming,  who  obtained  his  name  through  a series  of 
encounters  with  the  Indians.  Some  young  Crow  had 
killed  his  princess  bride,  a Flatfoot  Indian.  In  re- 
venge, Johnson  encountered  some  Crow  bucks,  and 
after  killing  and  scalping  them,  he  ate  part  of  their 
livers.  This  was  a disgrace  to  the  Crow  Nation,  and 
he  was  hunted  for  many  years  by  the  tribe.  In  all, 
Johnson  killed  some  20  Crow  Indians,  and  from  each 
he  ate  part  of  the  liver.  Two  years  and  a half  after 
finishing  his  portrait  of  “Liver-Eating”  Johnson,  this 
old  gentleman  died  of  a liver  eating  disease — -primary 
carcinoma.  The  family  gave  the  doctor  the  portrait.# 
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Volvulus  of  the  stomach 

A postoperative  complication 

Benjamin  Gitlitz,  MD,  Thermopolis 


Diagnosis  and  treatment  of  volvulus  of 
stomach  is  illustrated  by  this  case  report 
in  which  it  occurred  as  a postoperative 
complication. 

Volvulus  of  the  stomach  is  a rare  entity.  It 
usually  presents  itself  as  a spectacular  abdominal 
emergency  and  as  a puzzling  picture,  making  diag- 
nosis difficult.  Volvulus  may  occur,  however,  as  a 
chronic  intermittent  disease  in  which  conservative 
treatment  may  be  utilized  to  carry  the  patient  over 
the  severe  episode.  Most  individuals  eventually 
undergo  operation  to  correct  the  disease  or  to 
ascertain  the  underlying  pathology.  As  a post- 
operative complication,  management  is  especially 
difficult. 

The  first  case  of  volvulus  was  described  by 
Berti  in  1866  as  a postmortem  finding.  The  first 
reported  operation  for  this  condition  was  reported 
by  John  Berg  in  1897.  Over  200  cases  have  now 
been  reported  and  of  these,  13  were  reported  in 
1963  and  only  two  cases  in  1965.  It  is  the  pur- 
pose of  this  report  to  point  out  that  volvulus  of 
the  stomach  can  occur  as  a postoperative  compli- 
cation, associated  with  paralytic  ileus  in  a patient 
with  an  unrecognized  hiatus  hernia. 

Case  report 

A 68-year-old  obese  female  underwent  lipectomy 
and  repair  of  a large  incisional  hernia.  She  unfor- 
tunately developed  a subcutaneous  infection  of  the 
wound  which  was  treated  by  open  drainage  and 
packing  and  she  was  discharged  from  the  hospital 
about  one  month  postoperatively.  The  patient  re- 
turned five  days  later  with  severe  upper  abdominal 
pain,  nausea  and  retching,  with  production  of  little 
vomitus.  She  had  had  a previous  diagnosis  of  “irri- 
table bowel  syndrome  and  functional  gastrointestinal 
disorder”  and  it  was  suspected  that  this  was  a recur- 
rence of  this  difficulty.  The  patient's  abdomen  was 
extremely  distended.  Hematocrit  was  37%,  white 
blood  count  was  9,850  and  a differential  within  nor- 
mal limits.  Sedimentation  rate  was  38  millimeters 
per  hour.  Urinalysis  was  essentially  negative,  BUN 
was  5 milligrams  per  cent,  blood  sodium  140  milli- 


grams per  cent,  blood  potassium  4.4  milligrams  per 
cent,  blood  chloride  106  milligrams  per  cent.  An 
electrocardiogram  taken  was  found  to  be  “normal.” 
Previous  cultures  of  the  abdominal  wound  had  shown 
a non-hemolytic  staphylococcus  which  was  sensitive 
to  Keflin,  and  the  patient  had  been  treated  with 
Keflin  during  her  hospitalization.  A nasogastric  tube 
was  passed  and  gave  a minimum  return  of  a small 
amount  of  material  which  appeared  to  be  gastric 
juices,  but  resulted  in  no  decrease  in  the  distention 
of  the  abdomen.  Initial  x-ray  of  the  abdomen  did  not 
indicate  a dilated  stomach,  but  after  instillation  of 
gastrographin,  enough  dye  did  seep  into  the  stomach, 
in  spite  of  the  fact  that  the  nasogastric  tube  could 
not  be  inserted  into  the  stomach.  X-rays  made  the 
diagnosis  obvious  (Fig.  1). 


Fig.  7.  X-ray  of  abdomen  after  instillation  of  gastro- 
graphin through  nasogastric  tube. 
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On  admission,  because  of  the  severe  abdominal 
distention  and  because  of  the  recent  wound  infection, 
it  was  felt  that  operation  should  be  withheld.  How- 
ever, the  x-ray  findings,  continued  discomfort,  and 
deterioration  of  the  patient’s  condition  made  surgery 
mandatory.  A .transverse  incision  was  made  above 
the  old  incision,  which  was  still  partially  infected, 
and  the  abdomen  entered  through  a number  of  adhe- 
sions. On  clearing  the  adhesions,  the  pylorus  of  the 
stomach  was  found  high  up  in  the  epigastrium.  The 
left  side  of  stomach  appeared  to  be  presenting  in 
the  wound,  indicating  rotation  of  the  stomach  to  the 
right  anteriorly  on  its  organo-mesenteric  axis  (Fig. 
2).  The  pylorus  was  found  with  difficulty  adjacent  to 


the  cardia,  markedly  discolored,  and  showing  obvious 
signs  of  circulatory  impairment.  The  pylorus  was 
gently  milked  out  of  this  area,  became  pink  shortly 
after  it  had  been  placed  in  normal  position,  and 
appeared  to  be  viable.  The  hepato-gastric  omentum 
was  markedly  thickened  and  indurated  and  was  very 
friable.  The  hiatus  hernia  was  closed  with  four  inter- 
rupted silk  sutures,  approximating  both  sides  of  the 
diaphragmatic  hiatus.  Fat  from  the  hepato-gastric 
ligament  was  then  sutured  over  this  area.  The  patient 
was  not  in  good  condition  when  the  operation  was 
completed,  but  she  had  no  complications  postoper- 
atively  and  did  very  well.  She  has  had  no  problems 
since  surgery.  This  second  wound  did  not  become 
infected,  and  the  patient  had  an  uneventful  course. 

Discussion 

There  are  numerous  classifications  of  gastric 
volvulus,  but  the  system  first  proposed  by  Von 
Haberer  and  later  modified  by  Singeleton  is  pres- 
ently used. 

1.  Types: 

A.  Organo-axial — rotation  of  stomach  around 
its  long  axis.  This  axis  is  a line  between  the  pylo- 


rus and  the  cardia.  The  rotation  is  usually  com- 
plete and  the  whole  stomach  involved.  It  may  be 
supra-colic  or  infra-colic. 

B.  Mesenteric-axial — rotation  of  stomach  from 
right  to  left  along  the  long  axis  of  the  gastro- 
hepatic  omentum.  That  is,  on  an  axis  at  right 
angles  to  the  cardio-pyloric  line.  The  pylorus 
rotates  to  the  left  or  the  cardia  to  the  right,  caus- 
ing an  acute  “kink”  of  the  stomach.  This  is  the 
more  common  type  and  is  often  referred  to  as 
chronic  or  intermittent. 

2.  Extent: 

A.  Total — rotation  of  the  whole  stomach  ex- 
cept the  diaphragmatic  attachment. 

B.  Partial — rotation  is  limited  to  a segment  of 
the  stomach,  usually  the  pyloric  end. 

3.  Direction: 

A.  Anterior — the  rotating  part  passes  forward. 

B.  Posterior — the  rotating  part  passes  back- 
ward. 

4.  Severity: 

A.  Acute — presenting  a picture  of  an  acute 
abdomen. 

B.  Chronic — causing  recurrent  or  constant 
milder  symptoms,  or  symptomless. 

Etiology 

The  etiology  is  important.  Most  of  the  reported 
cases  were  secondary  to  other  conditions  in  the 
abdomen.  Incarceration  of  a part  of  the  stomach 
in  a hiatal  hernia,  as  in  our  case,  is  the  most  fre- 
quent predisposing  cause.  Postoperative  ileus  is 
a common  cause.  Other  conditions  are  tumors, 
peptic  ulcers,  recent  surgery,  trauma,  drastic 
weight  loss,  hour  glass  stomach,  eventration  of 
the  diaphragm,  adhesions,  colonic  diverticulitis, 
and  pancreatic  malignancies.  In  some  cases,  no 
definite  cause  can  be  found.  It  should  be  noted 
that  a combined  type  of  volvulus  may  occur — 
the  stomach  twisting  in  a combination  of  mesen- 
teric-axial and  organo-axial  directions.  Patients 
with  a combined  type  often  give  a long  history 
of  vague  symptoms  with  occasional  acute  severe 
episodes.  This  occurs  because  the  mesenteric- 
axial  volvulus  tends  to  cause  approximation  of 
the  fixed  cardio-esophageal  and  pyloric  portions 
of  the  stomach  and  in  doing  so,  predisposes  to 
further  twisting  in  the  organo-axial  direction. 

Mechanism 

The  mechanics  are  surmised  from  the  anatomy 
and  the  operative  findings.  The  stomach  is  held 
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firmly  only  by  the  cardia.  The  pylorus  is  not  so 
firmly  fixed  and  as  the  torsion  increases,  it  moves 
closer  to  the  cardia.  The  greater  curvature  in  most 
cases  moves  anteriorly  and  upward  until  it  lies 
beneath  the  left  lobe  of  the  liver.  The  mesocolon 
is  thus  stretched  and  drawn  upward  so  that  the 
colon  comes  to  lie  flattened  across  the  posterior 
surface  of  the  stomach.  In  some  cases,  as  in  this 
one,  the  pylorus  can  reach  a point  at  the  same 
level  as  the  cardia,  and  thus  both  ends  of  the 
stomach  are  obstructed  causing  a closed  obstruc- 
tion. 

Bazzano  and  Hood  attempted  in  a number  of 
autopsy  cadavers  with  normal  stomachs  to  deter- 
mine if  the  stomach  could  be  forced  into  volvulus. 
“It  was  noted  that  unless  the  gastro-colic  ligament 
was  extremely  short,  it  was  rather  easy  to  rotate 
the  stomach  upward  in  an  organo-axiai  rotation. 
In  only  one  case  was  it  possible  to  rotate  the 
stomach  on  its  mesenteric  axis  180  degrees,  the 
duodenal  and  cardiac  attachments  in  most  instan- 
ces being  too  well  fixed.”  It  is  felt,  therefore,  that 
in  volvulus,  some  type  of  abnormality  must  be 
present  which  is  either  congenital  or  acquired. 
These  abnormalities  are  of  the  peritoneal  mesen- 
teric attachment  to  the  stomach,  making  the  ab- 
normal rotation  possible.  Usually  there  is  an  ab- 
normally long  gastric-hepatic  or  gastro-colic  mes- 
entery or  a defect  of  congenital  origin.  Diaphrag- 
matic hernia,  as  indicated  above,  is  undoubtedly 
a predisposing  factor  in  lengthening  of  the  mesen- 
tery and  explains  the  relatively  frequent  occur- 
rence of  volvulus  in  association  with  this  abnor- 
mality. 

S ymptomatology 

Volvulus  of  the  stomach  occurs  equally  in  both 
sexes.  It  may  occur  at  any  age,  but  the  majority 
of  patients  are  in  the  fifth  and  sixth  decade. 
Symptoms  vary  and  range  in  chronic  cases  from 
none  to  the  whole  gamut  of  abdominal  pain.  Usu- 
ally there  is  a sudden  epigastric  pain,  vomiting 
and  retching,  shock  and  abdominal  distention 
occur.  The  triad  of  circumscribed  epigastric  pain, 
strong  efforts  to  vomit  without  emesis  and  inabil- 
ity to  pass  a stomach  tube  is  said  to  be  diagnostic. 
These  symptoms,  first  described  by  Borchardt, 
are  referred  to  as  “Borchardt’s  Triad.”  In  chronic, 
incomplete  volvulus,  symptoms  may  be  vague,  in- 
cluding indigestion,  fullness,  slight  pain  in  the 
upper  epigastrium  or  the  lower  chest.  In  our  case, 
no  previous  history  of  such  symptoms  could  be 
determined.  The  differential  diagnosis  in  complete 


volvulus  should  include  other  abdominal  emer- 
gencies such  as  cholelithiasis  with  colic,  ruptured 
peptic  ulcer,  ruptured  viscus  from  any  cause, 
acute  pancreatitis,  high  intestinal  obstruction, 
mesenteric  thrombosis,  and  embolism.  Chronic 
incomplete  volvulus  may  often  be  confused  with 
peptic  ulcer,  gastritis,  functional  gastrointestinal 
disorder,  gallbladder  disease,  splenic  flexure  syn- 
drome, hiatus  hernia,  and  even  coronary  artery 
disease.  The  intermittent  type  may  have  acute 
attacks  which  will  simulate  gallstone  colic  or  in- 
carcerated diaphragmatic  hernia.  Diagnosis  is 
best  made  radiographically  by  an  upper  intestinal 
series  or  flat  plate  of  the  abdomen. 

Treatment  of  choice  is  surgery,  and  in  acute 
cases  immediate  intervention  is  indicated.  At  op- 
eration, the  volvulus  can  usually  be  manually  re- 
duced and  at  the  same  time  any  secondary  causes, 
as  diaphragmatic  hernia,  be  repaired.  Fixation  of 
the  stomach  as  by  posterior  gastro-jejunostomy 
has  been  recommended  by  some,  and  others  have 
suggested  partial  gastrectomy  or  anterior  gas- 
tropexy  to  prevent  recurrence.  In  acute  cases, 
the  operative  mortality  has  been  as  high  as  50%. 

Incidence  and  pathology 

The  pathology  depends  mainly  upon  degree  of 
rotation.  Disturbance  of  blood  supply  is  usually 
not  great,  although  the  blood  vessels  may  be  se- 
verely stretched.  A few  cases  of  necrosis  and 
rupture  have  been  reported.  Through  the  rota- 
tion, the  twisting  causes  a closure  of  the  pylorus 
and  usually  the  esophagus,  followed  by  marked 
distention  of  the  stomach.  Closure  of  the  pylorus 
due  to  the  twisting  prevents  gastric  emptying,  and 
the  distention  may  become  so  great  that  the  stom- 
ach may  fill  the  entire  abdomen  and  the  anterior 
abdominal  wall  become  severely  stretched.  Usually 
the  peritoneal  cavity  contains  a moderate  amount 
of  exudate  and  if  there  has  been  a rupture  this 
may  be  purulent.  The  small  and  large  bowels  are 
usually  collapsed,  the  transverse  colon  being  flat- 
tened out  on  the  posterior  wall  of  the  stomach  im- 
mediately underneath  the  anterior  parietal  peri- 
toneum. There  is  marked  edema  of  the  lower  end 
of  the  esophagus  and  the  first  part  of  the  duo- 
denum. Fresh  fibrous  adhesions  may  be  found  in 
the  region  of  the  pylorus  and  the  esophagus. 

Summary 

A case  of  acute  volvulus  occurring  one  month 
postoperatively  is  reported.  It  is  interesting  to 
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note  that  this  patient  had  no  symptoms  referable 
to  this  condition  until  she  had  been  discharged 
from  the  hospital  and  suddenly  became  very  ill. 
It  is  believed  that  marked  postoperative  dilata- 
tion of  the  stomach  and  presence  of  the  diaphrag- 
matic hernia  were  definite  etiological  factors.  In 
retrospect,  it  is  felt  that  this  patient  may  have 
had  an  intermittent  or  chronic  type  of  gastric 
volvulus  which  became  acute  and  complete  after 
discharge  from  the  hospital.  Etiology,  sympto- 
matology. pathology  and  treatment  are  discussed.  • 
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A nodular  pulmonary  lesion 

Case  report  showing  an  unusual  cause 

Laurence  W.  Greene,  Jr.,  MD,  and  Martin  Wollmann,  MD,  Laramie 


The  causes  of  solitary  nodular  lesions  of 
the  lung  have  been  described  extensively. 

In  practice  the  finding  of  such  a lesion  by 
routine  chest  x-ray  must  be  followed  by  a 
comprehensive  and  systematic  evaluation 
to  determine  the  specific  etiology. 

Following  is  a case  report  describing  a single 
nodular  radiologic  shadow  which  was  shown  to 
have  an  unusual  cause.  Search  of  the  literature  re- 
vealed only  one  other  report  of  a similar  condi- 
tion.^ 

Case  report 

The  patient  is  a 49-year-old  man  who  was  ad- 
mitted to  the  hospital  with  complaints  of  vague  and 
mild  right  anterior  chest  pain,  non-productive  cough, 
hoarseness  and  slight  dyspnea  of  one  week's  dura- 
tion. He  had  felt  well  in  the  recent  past  but  four  years 
before  admission  he  had  a severe  myocardial  infarc- 
tion and  he  has  been  on  anticoagulants  since.  The 
patient  has  been  a heavy  cigarette  smoker  for  28 
years.  Otherwise  the  review  of  systems  and  past  his- 
tory were  not  remarkable. 

Physical  examination  revealed  an  obese  man  who 
appeared  to  be  in  no  distress.  He  was  afebrile.  There 
was  no  palpable  supraclavicular  or  cervical  adenop- 
athy. Significant  abnormal  findings  included  dimin- 
ished resonance  and  fremitus  as  well  as  crepitant 


rales  over  the  anterior  and  posterior  lower  right  lung 
fields.  The  heart  was  enlarged  and  the  heart  sounds 
were  faint.  There  was  one  plus  pitting  sacral  and 
ankle  edema. 

Admission  blood  count,  urinalysis  and  transam- 
inase series  were  normal.  The  prothrombin  activity 
was  22%.  An  electrocardiogram  showed  evidence  of 
an  old  anterior  myocardial  infarction,  unchanged 
from  previous  tracings.  Subsequent  electrocardio- 
grams remained  unaltered.  The  admission  chest  x-ray 
revealed  a single  nodular  lesion  in  the  right  middle 
lobe  with  effusion  (Fig.  1).  A chest  x-ray  obtained 
several  years  previously  was  normal.  Tuberculin,  his- 
toplasmin  and  coccidioidin  skin  tests  were  negative. 
Fluoroscopy  and  laminograms  of  the  chest  con- 
firmed and  delineated  a pulmonary  lesion  which  was 
round  and  had  irregular  margins  (Fig.  2). 

The  patient's  congestive  heart  failure  was  treated 
with  good  response  and  the  anticoagulation  was  dis- 
continued gradually.  On  the  9th  hospital  day  the 
patient  was  bronchoscoped  using  a 6/40  Jackson 
bronchoscope.  The  cords  were  visualized  well  and 
appeared  normal  in  all  respects.  The  tracheal  rings 
appeared  normal.  The  carina  was  seen  and  found 
to  be  sharp  but  slightly  bloody.  No  tumors  or  ulcera- 
tions were  noted  at  this  level.  However,  some  blood 
was  seen  in  the  right  mainstem  bronchus.  The  bron- 
chi leading  to  the  right  lower  and  middle  lobes  were 
well  visualized.  The  orifices  were  all  smooth  and 
sharp.  No  ulcerations,  granulations  or  tumors  were 
noted.  A moderate  amount  of  mucoid  and  blood 
tinged  material  seemed  to  be  coming  out  of  the  right 
middle  and  lower  lobes.  The  left  bronchi  were  clear 
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Fig.  1.  Admission  chest  x-rays  showing  right  sided  pleural  effusion  and  a pulmonary  nodule. 


throughout.  This  material  was  removed  and  sub- 
mitted for  cytologic  examination.  The  pathologist 
reported  unidentified  cells  suspicious  for  malignancy. 

One  week  later  the  patient  underwent  thoracotomy 
with  the  following  findings:  On  entering  the  pleural 
space  there  was  a conspicuous  amount  of  thickening 
of  the  pleura.  It  took  some  time  to  dissect  the  lung 
and  to  peel  it  away  from  the  lateral  chest  wall.  The 
dissection  was  carried  up  over  the  lower  lobe  which 
was  completely  enveloped  in  this  peel.  It  was  noted 
that  the  peel  was  thickest  at  approximately  where  the 
middle  and  lower  lobe  fissures  arise.  There  was  also 
some  peel  over  the  upper  lobe.  The  lung  itself  was 
completely  enveloped  in  this  process.  The  peel  was 
then  dissected  from  the  lung  tissues  with  care,  and 
the  lung  was  freed  up  to  the  hilum.  At  the  medias- 
tinal region  there  were  several  fat  pads  found.  One 
of  these  pads  (which  appeared  like  and  suggested  a 
lipoma)  was  removed  and  was  submitted  for  frozen 
section,  which  revealed  it  to  be  merely  fatty  material. 
After  the  peel  had  been  removed  the  lung  was  then 
palpated.  No  tumor  mass  could  be  identified.  The 
hilum  was  felt  to  be  free  from  all  masses  and  hard 
nodules.  There  was  certainly  a fairly  acute  inflamma- 
tory process  which  seemed  to  cause  this  reaction. 
The  fissure  between  the  middle  and  lower  lobes  was 
then  developed.  At  this  time  it  was  noted  that  there 
was  an  area  of  the  middle  lobe  which  had  folded 
upon  itself  and  was  completely  atelectatic  and  con- 
tained no  air.  It  was  felt  that  this  was  undoubtedly 
the  area  which  had  been  x-rayed  on  both  the  lamino- 
grams  and  the  regular  chest  plate,  and  had  presented 
itself  as  a coinlike  mass  on  the  films. 

The  peel  was  completely  removed.  The  lung  was 
then  expanded  and  this  area  filled  rapidly  with  air. 
The  decortication  was  then  carried  in  its  entirety. 
The  lung  was  expanded,  checked  for  air  leaks  and 
the  chest  was  closed  in  the  usual  manner  with  the 
usual  chest  tubes. 


Postoperative  follow-up  films  failed  to  reveal  the 
nodular  density  seen  before  surgery.  The  patient  was 
discharged  from  the  hospital  on  the  1 6th  postopera- 
tive day  completely  asymptomatic  and  cleared  of  his 
chest  problem.  The  pathology  report  on  the  speci- 
men submitted  from  the  thoracotomy  revealed  thick- 
ened collagenous  cortical  peel. 

Discussion 

Evaluation  of  a patient  who  is  found  to  have  a 
pulmonary  nodular  shadow  by  x-ray  includes, 
among  other  clinical  studies,  further  radiologic 
examinations,  bronchoscopy  and  cytologic  ex- 
amination. If  such  evaluation  yields  a presumptive 
diagnosis  only,  and  certainly  if  the  pathologist  re- 
ports suspicious  cells,  exploratory  thoracotomy 
may  be  required  to  establish  a definite  diagnosis. 


Fig.  2.  The  pulmonary  nodule  seen  in  better  detail. 
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In  each  case  the  relative  risks  from  the  procedures 
must  be  weighed  against  the  risks  from  the  delay- 
ing the  diagnosis  and  the  appropriate  treatment. 
Patients  who  have  other  intercurrent  illnesses  can 
frequently  receive  the  full  benefit  of  such  evalua- 
tive procedures  with  proper  preoperative,  anes- 
thetic and  postoperative  management. 

One  interesting  aspect  of  this  case  is  the  ques- 
tion of  the  reliability  of  cytologic  interpretations 
of  bronchial  washings.  One  always  wonders  if  the 
correlation  of  clinical  and  x-ray  findings  may  bias 
the  interpretation.  But  in  this  case  such  bias  has 
been  excluded  as  the  slides  were  studied  in  a dif- 
ferent city.  The  other  feeling  is  perhaps  that  this 
man’s  heavy  smoking  could  account  for  the 
atypism  of  the  cells  seen.  There  were  no  tumor 
clusters  found.  It  is  also  of  interest  that  on  tomog- 
raphy this  lesion  presented  itself  like  a solitary 
nodule. 


Francis  A. 


Summary 

A case  has  been  presented  in  which  the  ap- 
pearance of  a pulmonary  radiologic  shadow 
strongly  suggested  the  presence  of  a malignant 
tumor.  Ultimately  exploratory  thoracotomy  re- 
vealed the  true  cause  of  the  shadow  to  be  an 
atelectatic  portion  of  the  middle  lobe  folded  upon 
itself  as  the  result  of  a benign  inflammatory  proc- 
ess. Little  is  found  in  the  literature  about  similar 
“phantom”  causes  of  so-called  solitary  pulmonary 
nodules.  It  is  felt  that  such  conditions  may  be 
more  prevalent  than  the  lack  of  reports  indicates. 
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Hiatus  hernia — 

Importance  of  its  size 

MD,  and  Walter  E.  Reckling,  MD,  Cheyenne 


Better  guides  are  needed  to  assure 
indication  for  operation — and  this  paper 
presents  the  thesis  that  hernia  size  alone 
may  prove  to  be  helpful  in  the  proper 
selection  of  patients  for  operation. 

In  1836,  Richard  Bright, ^ an  Englishman,  de- 
scribed the  case  of  a 19-year-old  girl  whose  entire 
stomach  had  herniated  into  her  thorax.  At 
necropsy  “two  or  three”  chronic  calloused  ulcers 
were  found  on  the  lesser  curvature  of  her  stomach. 
This  was  the  first  recorded  case  of  hiatus  hernia. 
Not  much  attention  was  paid  to  this  malady  for 
well  over  the  next  hundred  years.  Then,  in  1951 
another  Englishman,  Philip  Allison,-  described  a 
woman,  50  years  of  age,  with  a story  of  what  we 
now  appreciate  to  be  symptoms  due  to  sliding 
hiatus  hernia.  This  classic  opened  the  door  and 
in  the  ensuing  years  interest  in  this  disease  has 
been  nothing  short  of  astounding.  Indeed,  the 
discovery  of  hiatus  hernia  during  roentgen  study 


of  the  upper  gastrointestinal  tract  borders  on  the 
routine.  HazeE  termed  it  the  second  most  com- 
mon abnormality  of  that  part  of  the  alimentary 
tract. 

Our  ability  to  correlate  symptomatology  with 
altered  physiology,  resultant  pathology,  and  to 
then  apply  a sound  corrective  procedure  has  been 
beneficial  to  our  patients  and  gratifying  to  us. 
But,  in  our  rush  of  enthusiasm  have  there  been 
patients  operated  unnecessarily?  Can  we,  in  retro- 
spect, recognize  patients  who  would  have  done 
just  as  well,  if  not  better,  had  they  been  managed 
with  weight  reduction,  diet  and  antacids?  Did  our 
patients  with  the  worst  hernias  get  the  best  re- 
sults— and  were  some  of  those  with  small  hernias, 
indigestion  and  heartburn  not  exactly  overjoyed 
with  their  operations?  The  answer  to  these  ques- 
tions is  yes,  at  least  in  our  experience. 

During  the  past  twelve  years,  100  consecutive 
patients  have  been  seen  in  consultation  for  the 
purpose  of  evaluation  of  their  hiatus  hernias  for 
surgical  care.  Each  case  was  reviewed  and  basic 
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data  compiled  for  this  study.  In  addition,  the 
roentgen  studies  of  each  patient  were  reviewed 
and  the  hernia  diameter  measured  at  the  level  of 
the  diaphragmatic  hiatus.  It  was  recognized  early 
that  this  method  of  estimating  hernia  size  left 
much  to  be  desired.  However,  even  after  allowing 
for  obvious  defects  in  this  approach  such  as  vari- 
ability in  hernia  size,  roentgen  technic,  it  was  felt 
to  be  quite  satisfactory  for  an  overall  approach  to 
the  problem. 

No  attempt  is  made  to  establish  size  alone  as 
an  arbitrary  sign  of  operability  or  non-operability. 
Certainly  there  will  be  patients  with  small  hernias 
and  serious  pathology  demanding  surgical  care — 
just  as  there  will  be  patients  with  asymptomatic  m 

large  hernias  that  will  require  no  treatment  what-  «/> 

soever.  Indeed,  the  point  of  this  paper  is  that 
size  may  prove  to  be  a helpful  general  guide  to 
proper  therapy.  Thus,  hernia  size  will  be  con- 
sidered in  its  relation  to  patient  age,  per  cent 
of  cases  operated  and,  lastly,  to  its  relationship 
with  severe  bleeding  and  obstruction,  both  serious 
objective  signs. 

Relationship  between  hernia  size  and  age 

When  a patient  with  a groin  hernia  stands,  the 
effect  of  gravity  is  that  of  extrusion  of  the  hernia 
contents — but  when  the  patient  with  hiatus  hernia 
stands,  gravity  acts  to  reduce  the  hernia.  This 
basic  difference  between  these  hernias  goes  a long 
way  toward  explaining  why,  with  weight  reduc- 
tion and  adequate  medical  therapy,  the  patient 
with  hiatus  hernia  is  likely  to  respond  quite  well — 
and  why  the  groin  hernia  only  gets  worse. 

Unfortunately,  all  patients  with  hiatus  hernia 
do  not  reduce,  do  not  receive  adequate  therapy, 
but  do  continue  to  enlarge  their  hernias  with  the 
passage  of  time.  Gradual  hernia  enlargement  and 
corresponding  worsening  of  associated  pathology 
is  well  recognized.  For  example.  Blades^  related 
the  consequences  of  neglecting  large  hiatus  hernias 
and  reported  a 50%  incidence  of  serious  com- 
plications and  Sprafka-’  followed  135  patients 
with  hiatus  hernia  one  to  five  years  and  reported 
an  increase  in  the  size  of  the  hernia  in  13%  of 
the  cases  and  a progression  of  lower  esophageal 
pathology  in  20%  of  the  group. 

This  relationship  between  advancing  age  and 
gradual  increase  in  hernia  size  is  illustrated  in 
Fig.  1.  The  average  diameter  of  hernia  size  runs 
from  one  patient  in  his  twenties  with  a hernia 
measuring  3 cm.  across  to  the  highest  average 
size  of  8.1  cm.  in  some  26  patients  in  their  six- 


ties. The  upper  limits  of  hernia  size  in  each  dec- 
ade was  corroborative,  increasing  from  7.5  cm. 
of  one  patient  in  the  fourth  decade  to  18  cm.  for 
one  patient  in  the  seventh  decade. 

RELATIONSHIP  BETWEEN  AGE 


AGE  IN  DECADES  (100  PATIENTS) 

Fig.  1.  Illustrating  increase  in  hernia  size  with  ad- 
vancing age. 

Relationship  between  hernia  size  and 
per  cent  cases  operated 

Because  the  patients  operated  ordinarily  rep- 
resent those  afflicted  with  the  most  intractable  and 
serious  pathology,  a correlation  of  the  members 
of  this  operated  group  with  their  respective  hernia 
sizes  should  be  meaningful.  In  this  series  of  100 
cases,  the  patients  were  arranged  in  groups  ac- 
cording to  hernia  size  (in  centimeters)  and  then 
the  per  cent  of  those  operated  determined.  The 
results  are  plotted  in  Fig.  2,  which  illustrates  the 

RELATION  BETWEEN  HERNIA  SIZE  AND  % CASES  OPERATED 
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Fig.  2.  Illustrating  the  increasing  operative  rate  with 
the  larger  hiatal  hernias. 
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rise  in  the  per  cent  of  patients  operated  with  the 
corresponding  increase  in  hernia  size.  Some  58 
patients  were  operated,  42  treated  medically. 

In  addition,  the  likelihood  of  operation  was 
studied  by  reviewing  the  entire  100  cases,  dividing 
them  between  two  groups,  those  with  hernias  less 
than  8 cm.  in  diameter  and  those  with  hernias 
measuring  8 cm.  or  larger.  It  is  noted  that  of  60 
patients  with  hernias  less  than  8 cm.,  45%  (27) 
were  operated  and  55%  (33)  treated  medically. 
Of  the  40  cases  with  hernias  8 cm.  or  larger,  80% 
(32)  were  operated  and  20%  (8)  managed  by 
medical  means. 

Relationship  between  hernia  size, 
bleeding,  and  obstruction 

Pain  is  the  predominant  feature  of  most  sur- 
gical diseases  and  hiatus  hernia  is  no  exception. 
In  a review  of  the  symptomatology  of  the  100 
patients,  pain  alone  was  present  in  23  cases, 
bleeding  alone  in  two  cases  and  obstruction  in 
three  instances.  However,  pain  associated  with 
bleeding  or  obstruction  or  both  was  noted  in  72 
patients.  Because  of  the  subjective  and  therefore 
variable  nature  of  the  symptom  of  pain  and  the 
constant  objectivity  of  the  symptoms  of  massive 
bleeding  and  near  total  esophageal  obstruction, 
it  was  felt  that  a special  look  at  the  hernia  sizes 
of  those  patients  with  bleeding  and  obstruction 
would  be  significant. 

Fig.  3 illustrates  the  great  increase  in  the  per- 
centage (5  to  27%)  of  frequency  of  serious 
bleeding  and  obstruction  between  the  group  with 
hernias  averaging  less  than  8 cm.  in  size  with 
those  with  hernias  8 cm.  or  larger. 

All  of  the  patients  (11)  with  hernias  8 cm. 
or  larger,  bleeding  and  obstruction  were  oper- 


RELATION  BETWEEN  HERNIA  SIZE 
AND  SERIOUS  BLEEDING  AND  OBSTRUCTION 
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Fig.  3.  Larger  hernias  are  most  frequently  associated 
with  serious  bleeding  and  obstruction. 

ated.  Two  of  three  similar  cases  with  smaller 
hernias  were  also  operated.  Thus,  the  patients 
with  serious  complications  are  likely  to  have  large 
hernias  and  are  subject  to  operation. 

Summary 

With  the  passage  of  years,  the  patient  with 
hiatus  hernia  may  enlarge  his  hernial  defect  and 
if  this  occurs  to  a significant  degree,  there  is 
likely  to  occur  a progression  of  serious  pathology 
which  in  turn  is  more  properly  treated  by  sur- 
gical than  medical  means.  But  for  those  patients 
with  small  hernias,  the  likelihood  of  serious  trou- 
ble is  small.  Recognizing  the  exceptions,  a good 
general  rule  to  follow  in  evaluation  of  the  patient 
with  hiatus  hernia  is  that  “small  hernias  bring 
little  troubles,  but  large  ones  cause  a lot.”  • 
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Incurable  cancer  in  a small  community — 

Multiple  therapeutic  measures 

Paul  R.  Yedinak,  MD,  F.A.C.S.,  Rock  Springs 


There  have  been  many  recent 
improvements  in  the  armamentarium 
against  cancer.  The  surgeon  tvho  remains 
aware  of  these  new  and  usable  weapons 
has  much  to  offer  the  patient  with 
incurable  disease. 

Many  treatments  of  cancer  fall  short  of  being 
as  complete  and  concise  as  the  human  mind  would 
like.  However,  each  has  an  indication  for  use  and 
can  offer  a prolongation  of  comfortable  and  use- 
ful life  to  the  patient  with  incurable  malignant 
disease.  Aid  and  comfort  can  be  provided  to  the 
patient  by  the  judicious  and  optimistic  use  of  these 
methods. 

The  treatment  of  the  patient  with  recurrent 
cancer  in  a small  community  hospital  is  the  re- 
sponsibility of  one  person,  the  surgeon  who  per- 
formed the  initial  operation  for  attempted  cure. 
The  solution  of  problems  encountered  does  not 
come  within  the  knowledge  of  the  neophyte.  They 
can  be  learned  only  by  the  forced  experience  that 
comes  from  the  demands  of  the  patient  who  will 
not  stay  cured — the  patient  who  pursues  his  life 
activities  despite  the  continued  growth  of  malig- 
nant disease.  This  patient  returns  with  any  of  the 
protean  manifestations  of  recurrent  cancer  and 
demands  help. 

The  patient  who  is  successfully  treated  by  a 
single  cancer  operation  is  a joy  to  behold.  He 
provides  encouragement  and  stimulation  to  the 
surgeon.  At  the  opposite  pole  is  the  patient  with 
hopelessly  advanced  malignant  disease  that  is  un- 
treatable.  Between  these  two  extremes  is  the  pa- 
tient with  disease  who  was  thought  to  be  curable 
at  initial  treatment  but  has  recurred,  and  the  pa- 
tient who  can  be  substantially  palliated,  but  not 
cured. 

The  cases  to  be  presented  demonstrate  that 
persistent  and  optimistic  treatment  of  incurable 
cancer  can  be  gratifying.  The  partial  control  of 


an  incurable  malignant  process  may  be  regarded 
as  being  similar  to  the  management  of  diabetes  or 
other  medical  diseases.  Cancer  of  various  organs, 
different  cytologic  types,  and  cancers  exhibiting 
varying  types  of  metastases  are  included  in  these 
cases. 

Case  1 

In  November,  1958,  a 68-year-old  widow  was 
operated  upon  because  of  uterine  bleeding.  Curettage 
was  not  done  in  view  of  the  patient’s  age  and  ex- 
treme hypertension.  The  uterus,  cervix,  and  adnexae 
were  removed.  Pathological  diagnosis  was  “Benign 
polypoid  endometrial  hyperplasia  and  granulosa  cell 
tumor  of  the  ovary.”  Three  and  three-fourths  years 
later,  it  was  necessary  to  reoperate  this  patient  for 
obstruction  of  the  colon  by  a recurrent  malignant 
granulosa  cell  tumor,  12  cm.  long  and  3 cm.  in 
diameter.  In  January,  1964,  18  months  later  (over 
five  years  from  initial  treatment),  roentgen  therapy 
was  used  to  treat  a large  pelvic  tumor.  In  April. 
1965,  an  anaplastic  carcinomatous  implant  was  re- 
moved from  the  vagina  with  cutting  cautery  because 
of  annoying  vaginal  bleeding.  At  this  time,  the  75- 
year-old  lady,  who  had  been  keeping  house  for  her- 
self, and  three  other  people  during  the  six  and  one- 
half  years  she  had  served  as  host  to  this  tumor, 
wondered  whether  she  “might  have  something  bad.” 

Discussion:  By  the  use  of  two  major  operations, 
roentgen  therapy  and  a minor  operation,  the  pa- 
tient had  been  kept  functionally  active  and  happy 
and  remains  so  at  this  time.  In  a recent  publication 
of  tbe  American  Cancer  Society,  it  is  stated  that  the 
typical  cancer  patient  rarely  involves  the  physician 
in  discussion  involving  the  future.  These  patients 
generally  maintain  a sturdy  mechanism  of  denial. 
Every  doctor  of  experience  has  seen  the  patient 
he  has  firmly  given  a prognosis  of  three  to  six 
months,  survive  instead  for  three  to  six  years.’ 

Case  2 

In  May,  1957,  a 73-year-old  white  man  complain- 
ing of  abdominal  cramps  and  the  passage  of  blood 
in  the  stools  was  found  to  have  a carcinoma  14  cm. 
up  the  rectum.  This  was  treated  by  anterior  resection. 
Seven  months  later  the  patient  was  readmitted  with 
a complaint  of  “gas  pains”  and  the  passing  of  blood 
in  the  stools.  This  time  he  was  found  to  have  a 
malignant  fistula  between  the  transverse  colon  and 
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the  jejunum  due  to  metastatic  involvement  of  the 
lymph  node  at  the  origin  of  the  left  colic  artery  near 
ligament  of  Treitz.  This  lesion  was  resected  and  the 
patient  was  well  for  another  27  months.  At  this  time 
malignant  tumor  invaded  the  abdominal  wall  and 
x-ray  therapy  was  given  with  shrinkage  of  tumor. 
The  patient  expired  over  three  years  from  the  time  of 
the  initial  surgery  and  over  two  years  from  the 
secondary  palliative  surgery. 

Comment:  This  second  operation  is  in  accordance 
with  Dr.  Wangensteen’s  “Second  Look”  philosophy. 
This  particular  operation  was  forced  by  circumstance 
and  appeared  initially  to  be  hopeless,  but  revealed  a 
nodal  metastases  that  was  removable  and  gave  an- 
other two  and  one-half  years  of  comfortable  life. 

Case  3 

In  June,  1956,  a 44-year-old  white  woman  had 
a right  radical  mastectomy  for  carcinoma.  It  was 
an  infiltrating  duct  carcinoma  with  one  axillary  node 
involved.  The  patient  was  well  until  March,  1964, 
nearly  eight  years  later  when  scalene  fat  pad  biopsy 
showed  nodes  with  carcinoma  to  be  present.  The 
patient  continued  to  work  as  a housewife  and  clerk 
in  a drug  store  while  receiving  stilbesterol  therapy 
by  mouth,  and  on  three  occasions  intrapleural  in- 
stillation of  thio-tepa  after  removal  of  pleural  fluid. 
In  July,  1964,  because  of  failure  to  control  pleural 
metastases  and  the  appearance  of  osseous  metastases, 
the  patient  was  referred  to  a neurosurgeon  for  hy- 
pophysectomy.  The  results  of  this  hormonal  ablative 
operation  were  amazingly  good  and  at  this  time,  18 
months  after  hypophysectomy  and  almost  10  years 
since  mastectomy,  the  patient  is  performing  her  work 
as  a housewife  and  was  recently  seen  dancing  the 
polka  at  a holiday  celebration. 

Comment:  This  case  is  illustrative  that  the  sur- 
gical palliative  procedure,  hypophysectomy,  is  at 
times  worthwhile  and  gratifying  to  all  involved. 

Case  4 

In  June,  1960,  a 60-year-old  widow  submitted  to 
left  radical  mastectomy  for  carcinoma.  Fifty  per 
cent  of  the  axillary  nodes  examined  were  involved. 
For  two  years,  the  patient  was  apparently  well.  Then 
a chest  x-ray  revealed  the  lungs  to  be  loaded  with 
“snow-ball”  type  metastatic  lesions.  Oral  estrogen 
therapy  was  begun  and  within  three  months  the 
patient  was  subjectively  well,  going  fishing  one  to 
three  times  a week,  and  her  chest  x-ray  showed  com- 
plete disappearance  of  metastatic  lesions.  For  seven 
months  the  patient  remained  well  on  estrogens  but 
in  January,  1963,  there  was  a recurrence  of  cough 
and  dyspnea  and  x-ray  showed  return  of  large  visible 
pulmonary  lesions.  A trial  on  androgens  was  fruit- 
less. Intramuscular  thio-tepa  therapy  was  begun  and 
significant  improvement  occurred.  In  the  summer 
of  1963,  three  years  after  mastectomy  and  one  year 
after  beginning  the  treatment  of  metastatic  disease, 
the  patient  remained  out  of  the  hospital,  living 
alone,  caring  for  herself,  and  went  fishing  a few 
times  that  summer.  Fler  weight  remained  normal  and 


there  was  no  anemia.  By  September,  1963,  there 
was  evidence  of  osseous  metastases  as  well  as  pul- 
monary. The  patient  was  hospitalized  for  intravenous 
stilbesterol  therapy  and  experienced  great  relief.  She 
was  discharged  from  the  hospital  in  a week  and 
estrogens  were  administered  intramuscularly  at  two 
week  intervals.  For  the  next  18  months  until  she 
expired  in  the  hospital  after  a 30-day  stay,  this 
patient  was  able  to  care  for  herself  at  home  and  to 
make  regular  office  visits.  Chlorambucil-prednisone 
combination  therapy  was  used.  The  patient  expired 
five  years  and  three  months  after  initial  mastectomy 
and  nearly  three  years  after  pulmonary  metastases 
had  appeared. 

Comment:  The  gamut  of  palliative  drug  therapy 
was  used  against  this  lady’s  metastatic  disease.  Hor- 
mone therapy  in  the  form  of  estrogens  given  orally, 
intravenously,  and  intramuscularly  was  most  suc- 
cessful. Both  thio-tepa  and  chlorambucil-prednisone 
therapy  showed  some  success.  Pleural  instillation  of 
thio-tepa  after  removal  of  pleural  fluid  gave  gratify- 
ing symptomatic  relief.  Androgens  were  of  no  help. 
This  cheerful,  tenacious  lady  received  a bonus  of 
almost  three  years  of  life  and  a number  of  successful 
fishing  trips  from  the  use  of  palliative  cancerocidal 
pharmacology. 

Cases  5,  6,  and  7 

In  June,  1963,  a 70-year-old  multiparous  woman 
was  operated  upon  for  carcinoma  of  the  ovary.  The 
peritoneal  cavity  was  distended  with  ascitic  fluid,  the 
pelvis  was  full  of  neoplastic  ovarian  tissue  and  the 
omental  apron  was  transformed  into  a solid  pancake- 
like mass  of  adenocarcinoma.  An  oophorectomy  was 
done  with  removal  of  as  much  neoplastic  tissue  as 
was  reasonably  safe  along  with  omentectomy.  Thio- 
tepa  was  instilled  into  the  peritoneal  cavity.  The 
patient  returns  for  biweekly  injections  of  thio-tepa 
and  for  the  past  two  and  one-half  years  has  been 
apparently  well  and  able  to  keep  house  for  her  hus- 
band and  herself.  There  has  been  no  recurrence  of 
ascites  or  other  evidence  of  peritoneal  carcinomato- 
sis. 

A similar  case  is  that  of  a 62-year-old  nulliparous 
white  woman  operated  upon  in  May,  1964.  Ad- 
vanced carcinoma  of  the  ovary  was  present.  A pan- 
hysterectomy and  omentectomy  were  performed. 
The  patient  has  been  living  at  home  with  her  hus- 
band with  all  external  appearances  of  being  well  and 
for  the  past  18  months  has  had  a fortnightly  injec- 
tion of  thio-tepa. 

In  a similar  recent  case  operated  in  October, 
1965,  the  patient  was  told  with  some  confidence  and 
assurance  that  she  might  expect  a reasonable  prog- 
nosis even  though  she  had  an  ovarian  carcinoma  that 
was  not  completely  removed. 

Summary 

Multiple  operative  procedures  may  be  indi- 
cated in  the  course  of  treatment  of  malignant 
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disease.  Evaluation  of  the  patient’s  residual  vital- 
ity along  with  judgment  of  the  pathological  anat- 
omy involved  may  make  repeated  operation  rea- 
sonable. Such  a patient  can  be  given  months  or 
years  of  additional  pleasant  and  useful  life  by  a 
second  or  third  operation  to  remove  residual  car- 
cinoma. The  use  of  hormones  in  breast  carcinoma 
and  the  cancerocidal  drugs  in  breast  cancer  and 
cancer  of  the  ovary  are  not  mysteries  that  exclude 
the  ordinarily  well  trained  surgeon  practicing  in 
a small  community.  Utilization  of  the  pharmaco- 
logical assets  in  the  patient’s  home  community  is 
safe  and  provides  much  comfort  and  convenience 
to  the  patient  and  his  family.  Hypophysectomy 
can  be  done  with  reasonable  safety  by  an  experi- 


enced neurosurgeon.  High  voltage  roentgen  ther- 
apy is  a similar  value. 

The  effects  of  successful  multiple  treatment 
methods  of  incurable  carcinoma  are  considerable. 
The  surgeon  responsible  for  the  patient’s  care  can 
honestly  assume  a confident  and  optimistic  atti- 
tude. The  patient  need  not  be  issued  a bleak  prog- 
nosis but  hope  can  be  reasonably  offered.  It  is  the 
responsibility  of  the  operating  surgeon  to  be  cog- 
nizant of  the  various  palliative  means  available 
and  to  have  the  courage  to  utilize  them.  • 
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The  carotid  arteritis  syndrome 

Gerald  L.  Smith,  MD,  Cheyenne 


The  primary  purpose  of  this  paper  is  to  add 
associated  findings  and  symptomatology 
from  the  author  s own  experience  and  to 
call  attention  again  to  a common,  and  often 
misdiagnosed,  condition.  In  addition,  an 
effective  treatment  regime  is  described. 

Carotid  arteritis  or  inffammation  in  and 
around  the  carotid  artery  is  a very  common  con- 
dition and  one  which  is  seen  almost  daily  in  the 
practice  of  medicine.  It  is  the  most  common  cause 
of  persistent  sore  throat  in  patients  who  have  no 
significant  findings  upon  examination  of  the  oro- 
pharynx. The  term  “syndrome”  is  used  because 
it  is,  in  reality,  a clinical  symptom  complex  and 
by  this  it  is  diagnosed  rather  than  a distinct  clin- 
ical or  pathologic  entity  confirmed  by  histopatho- 
logic evidence.  Indeed,  there  exists  no  histologic 
evidence  that  it  exists.  A search  of  the  available 
literature  shows  but  few  writings  on  the  subject 
and  in  none  of  these  are  arterial  tissue  specimens 
reported.  The  explanation  of  this  lack  of  histo- 
logic support  lies  in  the  fact  that  it  is  never  a 
fatal  disease  process  and  the  carotid  artery  does 
not  lend  itself  to  biopsy  procedures  in  the  living. 

Many  theories  have  been  advanced  as  to  the 
etiology  of  this  syndrome.  Most  writers  have  at- 
tributed the  disease  to  some  form  of  autonomic 


imbalance  in  the  vasomotor  control  of  the  carotid 
arterial  system,®  implicating  a psychosomatic  ori- 
gin.^ Saunders®  takes  issue  with  this  explanation, 
as  does  this  author.  Saunders  describes  a seasonal 
incidence  of  the  condition,  with  which  I concur, 
and  mentions  one  case  in  which  tissues  adjacent 
to  the  carotid  artery  showed  “chronic  inflamma- 
tion” upon  histologic  section.  His  experience  in 
the  treatment  of  this  problem  with  corticosteroids 
apparently  supports  this  etiologic  theory. 

The  clinical  course  of  the  carotid  arteritis  syn- 
drome has  a fairly  typical  pattern.  There  is  almost 
always  a prior  history  of  infection  of  the  upper 
respiratory  tract  by  three  to  five  days  in  which 
some  form  of  “sore  throat”  is  described.  Often 
this  infection  is  so  mild  as  to  be  scarcely  noted 
by  the  patient  and  only  upon  close  questioning 
will  the  history  of  its  occurrence  be  obtained.  The 
discomfort  of  the  carotid  involvement  is  insidious 
in  its  onset,  most  frequently  described  by  the 
patient  as  a “sore  throat”  with  varying  degrees 
of  pain  or  discomfort  upon  swallowing  and,  more 
rarely,  “soreness”  in  the  neck  region.  This  com- 
plaint is  seen  most  frequently  in  men  who  wear 
neckties.  In  these  cases,  they  feel  that  the  neck 
is  “swollen.”  Symptoms  may  be  confined  to  one 
side  only  but  are  more  frequently  described  as 
bilateral  with  more  soreness  on  one  side  than  on 
the  other.  Pain  radiating  to  the  ear  is  a common 


for  July,  1966 


49 


complaint;  less  frequent  is  pain  radiating  down 
the  neck  into  the  thyroid  area.  Even  more  rare 
is  pain  radiating  into  the  shoulder  and  arm.  In 
one  or  two  cases  there  has  been  the  complaint  of 
pain  into  the  left  chest,  extending  into  an  area 
just  beneath  the  clavicle.  In  these  instances  of 
distant  radiation  of  pain,  the  left  carotid  has 
either  been  the  only  side  involved  or  the  side  of 
the  greatest  difficulty. 

The  complaint  of  fever,  either  recorded  on  a 
home  thermometer  or  the  sensation  of  having  had 
fever  after  the  “sore  throat,”  is  almost  never 
given,  but  chilling  or  a complaint  of  feeling  “cold” 
is  quite  frequent,  as  is  generalized  malaise  and 
fatigue.  Myalgia,  with  the  exception  of  the  neck 
muscles,  is  an  infrequent  complaint.  Headache, 
generally  on  the  side  of  the  greatest  involvement, 
of  a dull  and  temporal  type,  is  fairly  common.  I 
have  yet  to  see  nausea,  vomiting,  or  other  gas- 
trointestinal complaints  in  association  with  this, 
although  some  will  complain  of  a decreased  inter- 
est in  food.  One  or  two  have  mentioned  that  their 
symptoms  have  increased  after  ingestion  of 
alcohol. 

Physical  findings 

Physical  findings  are  few  and  sometimes  con- 
fusing. As  mentioned  above,  findings  in  the  oro- 
pharynx are  generally  nil.  Aphthous  ulceration  of 
the  buccal  mucosa  is  sometimes  seen’  and,  in 
rare  instances,  an  aphthous  ulcer  of  the  epiglottis 
is  noted.  In  the  latter  case  the  pain  is  severe  and 
associated  with  extreme  dysphagia,  occasionally 
to  the  point  where  the  patient  refuses  to  swallow. 
Generally,  however,  findings  in  the  hypopharynx 
are  limited  to  a diffuse  hyperemia — particularly 
in  smokers — with  some  accentuation  of  hyperemia 
on  the  arytenoid  eminences.  In  the  nasopharynx, 
purulent  exudate  is  sometimes  seen  in  the  spheno- 
ethmoid  recesses  and  with  an  associated  hypere- 
mia of  the  dome  of  the  nasopharynx.  The  lateral 
bands  are  generally  enlarged  and  reddened.  Upon 
examination  of  the  ears,  hyperemia  of  the  anulus 
tympanicus  extending  over  the  entire  attic  por- 
tion of  the  drum  and  along  the  long  process  of 
the  malleus  without  any  retraction  or  involvement 
of  the  remainder  of  the  drum  is  characteristic, 
especially  in  those  complaining  of  ear  pain.  In  a 
few  there  has  been  an  acute  bullous  myringitis, 
usually  of  the  hemorrhagic  type,  in  association 
with  the  carotid  symptoms  and  signs,  in  which 
case  the  ear  symptoms  predominate  and  neck 
and  throat  symptoms  generally  are  elicited  only 


upon  direct  questioning.  The  findings  in  the  nasal 
passages  are  usually  limited  to  those  one  would 
expect  in  the  aftermath  of  an  acute  upper  respira- 
tory infection. 

The  outstanding  and  diagnostic  finding  of  this 
syndrome  is  an  enlargement  and  tenderness  of 
the  bifurcation  of  the  carotid  with  a seeming  ac- 
centuation of  its  pulsation.  This  tenderness  usu- 
ally entends  inferiorly  to  about  the  level  of  the 
midportion  of  the  thyroid  cartilage  but  may  ex- 
tend further  inferiorly  than  that.  In  a few  instances 
this  tenderness  will  extend  into  the  lobe  of  the 
thyroid  gland  and  some  of  these  will  show  an 
enlargement  of  that  lobe,  seeming  to  indicate  a 
thyroiditis.  In  those  cases  the  enlargement  is  soft 
and  somewhat  spongy  to  palpation  and  lacking 
the  usual  firmness  generally  associated  with  acute 
thyroiditis.  The  lower  divisions  of  the  external 
carotid  arterial  system  can  frequently  be  traced 
by  tenderness  to  palpation  along  their  course  and 
perhaps  it  is  this  tenderness  extending  along  the 
superior  thyroid  artery  which  accounts  for  the 
thyroid  findings  mentioned  above.  Tenderness 
along  the  superficial  temporal  artery  is  infrequent 
but  is  a fairly  constant  finding  in  those  complain- 
ing of  headache.  Glossodynia  (indicating  involve- 
ment of  the  lingual  artery)  has  not  been  observed 
in  this  series  but  one  might  hazard  the  guess  that 
the  dysphagia  of  which  many  complain  is  because 
of  involvement  of  the  ascending  pharyngeal  artery. 
The  enlargement  of  the  bifurcation  area  is  often 
so  pronounced  that  it  can  be  readily  seen  by  hav- 
ing the  patient  extend  his  head  and  rotate  it  to 
the  opposite  side,  and  because  it  is  so  pronounced 
often  leads  to  the  mistaken  diagnoses  of  cervical 
lymphadenitis,  or  carotid  body  tumor,  as  men- 
tioned by  others  reporting  this  condition.’’-  ” In 
my  experience,  some  degree  of  bilateral  enlarge- 
ment is  the  rule  and  in  such  instances  one  side 
is  much  larger  than  the  other  and  much  more  ten- 
der. It  is  uncommon  to  see  bilateral  involvement 
of  equal  magnitude  simultaneously  but  several 
have  been  seen  wherein  as  one  side  subsided  an 
equal  problem  would  occur  on  the  opposite  side. 

Clinical  course 

Systemic  findings  are  lacking.  Blood  counts  and 
urinalyses  are  within  normal  limits  although,  rare- 
ly, a relative  leukopenia  is  noted.  Specific  blood 
chemistries  have  not  been  investigated  as  they 
have  never  been  indicated  in  any  of  the  cases  that 
I have  seen.  Body  temperature  is  not  elevated  nor 
have  changes  in  other  vital  signs  been  noted.  No 
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TABLE  1 


HISTORY  OF 

PRECEDING  APHTHOUS  ALLERGIC  LEFT  RIGHT 

SEX  NUMBER  URI  MYRINGITIS  ULCERS  HISTORY  CAROTID  CAROTID  BILATERAL 


Male  13  6 3 0 3 4 7 2 

Female  45  18  4 2 20  17  14  14 

Total  58  24  1 2 23  Yl  2\  T6 


complications  in  the  course  of  the  disease  (except 
in  those  with  a bullous  myringitis)  have  been 
noted  and  the  patient  does  not  present  the  pic- 
ture of  being  ill. 

The  course  of  the  disease  is  a self-limited  one 
to  an  extent.  Many,  1 am  certain,  recover  spon- 
taneously. Many,  however,  who  have  had  their 
complaints  from  2 weeks  to  2 months  did  not 
clear  until  treatment  was  instigated.  Characteris- 
tically, the  syndrome  is  unresponsive  to  systemic 
antibiotics,  local  applications  of  heat  and  cold, 
gargles,  throat  lozenges  and  sprays,  etc.  Most 
have  received  one  or  more  of  these  treatments  by 
the  time  they  are  referred,  leading  one  to  the 
conclusion  that  the  diagnosis  is  more  frequently 
missed  than  not.  In  most,  it  seems  to  be  a once- 
in-a-lifetime  occurrence  but  I have  cared  for  a 
few  that  have  had  recurrence  within  a month  of 
the  original  episode  and  an  occasional  case  that 
has  had  a recurrence  as  late  as  one  year  from  the 
original  illness.  The  syndrome  is  seasonal,  being 
far  more  frequent  in  our  area  during  the  colder 
months  than  during  the  warmer,  with  the  peak 
incidence  being  in  early  spring.  In  this  series  of 
cases  it  is  far  more  prevalent  in  women  than  in 
men,  more  frequent  in  the  allergic  than  in  the 
non-allergic  individual,  almost  never  seen  during 
pregnancy,  and  shows  a predisposition  to  occur- 
rence in  the  third  and  fourth  decades  of  life.  I 
have  yet  to  treat  a patient  with  this  condition 
below  the  age  of  1 7 years. 

Treatment 

In  the  treatment  of  this  problem,  I have  now 
limited  it  to  Bellergal®,*  a combination  of  egota- 
mine  tartrate,  phenobarbital  and  belladonna 
alkaloids.  I have  not  been  able  to  equal  or  even 
approach  the  success  reported  by  Saunders  in 
the  use  of  corticosteroids,  nor  has  ACTH  been 
of  much  value.  Analgesics  give  symptomatic  re- 
lief but  seemingly  do  not  alter  the  basic  pathology. 
Antihistamines  and  tranquilizers  have  not  shown 
themselves  to  be  of  any  benefit.  In  the  use  of 

* Sandoz  Pharmaceuticals  (Division  of  Sandoz,  Inc.),  Han- 
over, N.  J. 


Bellergal,  the  Bellergal  Spacetab®  is  employed 
three  times  daily  (dosage  recommended  by  the 
manufacturer  is  one  tablet  twice  daily)  and  1 
continue  this  dosage  schedule  for  one  full  week. 
Experience  has  shown  that  seldom  is  relief  noted 
in  less  than  three  days  and  seldom  is  it  necessary 
to  continue  treatment  beyond  seven  days.  If  symp- 
toms recur  upon  cessation  of  the  medication  it  is 
best,  generally,  to  continue  treatment  for  an  addi- 
tional week.  Bellergal®  has  been  found  to  be  a 
remarkably  safe  drug  and  only  one  case  in  my  10 
years  of  its  use  of  side  effects  (ergotism)  forced 
discontinuance  of  the  therapy.  In  a couple  of 
over-anxious  females,  blurring  of  vision  and  dry 
mouth  bothered  them  to  the  degree  that  it  was 
felt  advisable  to  cease  their  therapy  to  keep  peace 
in  the  family,  as  it  were. 

Case  material 

In  Table  1 an  analysis  was  made  of  58  cases 
selected  at  random,  showing  the  clinical  signs  and 
symptoms  of  the  carotid  arteritis  syndrome.  The 
preponderance  of  females  affected  by  the  condi- 
tion will  be  noted,  constituting  77.5%  (corre- 
sponding to  Lovshin’s  reported  ratio  of  4:1  ).^  It 
is  also  significant  to  note  the  relatively  high  num- 
ber giving  a positive  allergic  history.  With  more 
careful  history-taking,  this  figure  might  be  even 
higher. 

Two  of  the  patients  (3.5%)  ) had  clinical  aph- 
thous ulcers.  In  one  of  these,  the  ulceration  was 
on  the  free  margin  of  the  epiglottis,  giving  rise 
to  extreme  dysphagia,  requiring  hospitalization 
and  administration  of  parenteral  fluids.  All  cases 
were  treated  with  Bellergal  Spacetabs-  and  in 
most  instances  were  given  the  medication  three 
times  daily  for  seven  days.  Most  reported  begin- 
ning relief  of  their  symptoms  on  the  second  or 
third  day  of  treatment  and  complete  relief  on  the 
fifth  to  seventh  day.  Two  of  the  female  patients 
discontinued  their  medication,  by  their  own  deci- 
sion, on  the  third  day  because  of  drowsiness  and 
blurring  of  vision,  and  when  rechecked  seven 
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days  later,  had  their  signs  and  symptoms  essen- 
tially unchanged,  as  compared  to  the  initial  ex- 
amination. In  both  instances,  when  encouraged  to 
resume  their  therapy  for  the  full  seven  days, 
their  symptoms  cleared.  In  the  use  of  Bellergal, 
the  manufacturer’s  recommendation  that  it  not  be 
given  to  women  in  pregnancy  has  been  followed 
but  it  appears  that  there  has  been  no  well-docu- 
mented case  of  interference  of  a pregnancy  with 
this  medication. 

Etiology 

As  to  the  etiology  of  this  syndrome,  absence 
of  histologic  specimens  makes  any  statement  re- 
garding it  naught  but  an  educated  guess.  The  pat- 
tern that  it  displays,  i.e.  an  involvement  of  an 
arterial  system  richly  supplied  by  autonomic  nerve 
fibers  and  characterized  by  tissue  edema  and  ap- 
parent perivascular  inflammation  of  the  vasa  vaso- 
rum  and  occurring  at  an  average  of  four  days  fol- 
lowing apparent  viral  illnesses  seems  to  coincide 
with  the  theory  of  Godlowski-  and  Brown^*  that 
this  is  an  allergic  disease,  or  a manifestation  of 
an  allergic  disease.  The  reported  success  of  Saun- 
ders*"' in  the  treatment  with  corticosteroids  would 
tend  to  support  this  thought.  It  is  felt  that  only 
if  and  when  adequate  histologic  specimens  of  the 
involved  carotid  system  are  obtained,  will  the 
exact  etiology  be  obtained. 

I fail  to  find  evidence  to  support  Lovshin’s  con- 
tention of  psychosomatic  origin.  Psychoneurotic 
manifestations  can  and  do  accompany  this  condi- 
tion but  these  could  well  be  on  the  basis  of  peri- 


vascular inflammation  of  the  twigs  of  the  internal 
carotid  system  (for  which  there  seems  little  evi- 
dence apart  from  this),  or,  if  this  is  as  contended, 
an  allergic  phenomenon,  it  could  be  on  the  basis 
of  cerebral  edema  or  hydration  frequently  seen  in 
other  allergic  states.  Whether  or  not  the  serotonin 
mechanism  is  involved  here  remains  to  be  deter- 
mined. 

Summary 

The  carotid  arteritis  syndrome  is  a condition 
of  painful  swelling  of  the  carotid  artery  system, 
generally  limited  to  the  area  of  the  carotid  bifur- 
cation, occurring  on  an  average  of  four  days  fol- 
lowing a viral  infection,  seemingly  self-limited  in 
nature,  whose  incidence  is  greatest  in  females  in 
the  third  and  fourth  decade  of  life.  While  evidence 
would  indicate  that  it  is  probably  allergic  in 
nature,  its  etiology  has  yet  to  be  proved.  Diag- 
nosis is  readily  made  but  can  be  confused  with 
other  conditions  and  a high  index  of  suspicion  is 
needed  by  the  examining  physician.  It  is  the 
author’s  opinion  that  Bellergal®  is  the  treatment 
of  choice  and  one  having  the  least  undesirable 
side  effects.  • 
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Diabetes  mellitus  urinary  tract  infection  and 

urinary  bladder  retention 

Joseph  E.  Hoadley,  MD,  Gillette 


This  dramatic  case  illustrates  the  disease 
complex  of  diabetes,  chronic  urinary  tract 
infection  and  massive  urinary  retention. 

Case  report 

H.  G.,  a 56-year-old  obese  white  female,  was  first 
seen  in  April  of  1958.  She  had  had  diabetes  for 
several  years  and  complained  of  vomiting  and  severe 
constipation  for  the  last  two  weeks.  She  also  de- 
scribed severe  uterine  bleeding,  occurring  “off  and 
on”  for  four  months.  Urinalysis  revealed  the  presence 
of  sugar  and  the  microscopic  exam  was  reported  as 
“loaded  with  pus  cells.”  Physical  examination  re- 
vealed a fluctuant  mass  in  the  pelvis,  the  size  of  a 
large  grapefruit.  A consultant  confirmed  the  presence 
of  the  mass,  which  was  considered  ovarian  in  origin. 

The  patient  was  admitted  to  the  hospital  and  blood 
sugar  was  408  mg.%.  Diabetes  mellitus  was  brought 
under  control.  Proctoscopy  was  done,  with  negative 
findings.  On  May  3,  1958  D & C was  performed.  The 
pathologic  report  was:  “Endometrium  showing 
marked  atypical  glandular  and  stromal  hyperplasia 
and  focal  metaplasia  to  squamous  type  epithelium. 
Note:  This  peculiar  pattern  could  be  secondary  to  a 
hormone  producing  ovarian  tumor.”  Three  days  later 
she  was  reoperated  through  a midline  incision,  with 
a retention  catheter  in  place.  The  large  fluctuant  mass 
previously  observed  was  not  present.  The  uterus  was 
somewhat  enlarged  and  had  numerous  small  fibroids. 
Total  hysterectomy  was  done.  Pathology  report  was 
the  following:  “Uterus:  Large  areas  of  the  endome- 
trial lining  have  been  removed  by  the  previous  bi- 
opsy. Note:  The  failure  to  find  abnormal  endome- 
trium either  grossly  or  microscopically,  suggests  that 
the  previous  material  was  probably  a polyp  which 
has  been  scraped  out  with  the  previous  curettage. 
There  is  no  present  evidence  of  malignancy  in  this 
specimen,  however,  the  outer  cervix  is  not  included.” 

The  patient  had  a good  postoperative  course.  By 
the  third  day,  she  was  voiding  without  difficulty,  and 
on  the  following  day,  the  attending  physician  felt 
that  he  could  palpate  an  abdominal  mass.  The  patient 
was  not  complaining  of  discomfort,  but  she  was 
catheterized  and  1,7500  cc.  of  urine  obtained.  She 
was  dismissed  on  the  11th  postoperative  day  in  satis- 
factory condition. 

Seven  months  later,  in  January,  1959,  the  patient 
was  readmitted  with  complaint  of  vomiting.  Uri- 


nalysis showed  3+  sugar,  loaded  with  pus  cells  and 
positive  acetone.  F.B.S.  of  340  mg.%  was  recorded. 
The  abdomen  was  large.  She  was  treated  with  I.V. 
glucose  and  insulin,  and  responded  well  to  treatment. 
She  received  antibiotics  for  her  urinary  tract  infec- 
tion. 

Patient  was  seen  at  the  office  on  March  16,  1959, 
complaining  of  weakness,  nausea,  vomiting,  un- 
quenchable thirst  and  frequent  urination.  She  was 
admitted  again  to  the  hospital.  The  fasting  blood 
sugar  was  300  mg.%,  urinalysis  showed  3+  sugar  and 
was  again  loaded  with  red  cells  and  pus  cells.  Hemo- 
globin was  1 1 grams.  Again,  it  was  felt  that  she  had 
a mass  in  her  abdomen  and  a barium  enema  was 
done,  which  was  “normal.”  The  patient  was  dismissed 
and  was  well  controlled  on  a 1,200  calorie  diet,  and 
a combination  of  Orinase  and  20  units  of  Protamine 
Zinc  Insulin. 

The  patient  was  again  examined  on  April  27, 
1959,  about  one  year  postoperatively.  The  urine  was 
“loaded  with  pus”  and  a palpable  abdominal  mass 
noted.  She  was  then  referred  to  an  internist,  who 
decided  that  with  her  diabetic  history,  he  would 
catheterize  her.  A large  amount  of  urine  was  ob- 
tained, and  the  abdominal  mass  was  no  longer 
palpable.  She  returned  home  with  a retention  cath- 
eter, which  was  in  place  most  of  the  time.  She  suf- 
fered many  repeated  urinary  infections  and  was 
treated  with  several  drugs. 

The  patient  was  seen  again  on  March  23,  1962, 
with  complaint  of  pain  and  mass  in  her  abdomen. 
She  was  again  sent  to  the  hospital.  She  was  cathe- 
terized and  chart  shows  that  a “large  amount  of 
urine”  was  obtained.  She  was  dismissed  the  follow- 
ing day,  with  a retention  catheter  and  was  in  fairly 
satisfactory  condition.  On  May  29,  1962,  she  was 
seen  in  the  office  and  the  catheter  was  out.  She 
stated  that  her  urination  was  satisfactory.  However, 
after  she  voided  a catheter  was  then  inserted  and  900 
cc.  of  residual  urine  obtained.  She  was  dismissed 
wearing  a retention  catheter.  She  had  considerable 
edema  at  this  time  and  was  found  to  be  in  congestive 
heart  failure.  She  responded  well  to  digitalis  and 
diuretics.  On  November  5,  1962,  she  was  seen  again 
and  was  without  her  catheter  at  that  time.  She  stated 
that  she  was  “not  going  to  wear  it  any  longer”  be- 
cause she  no  longer  “needed  it.”  She  had  many  pus 
cells  in  her  urine  and  was  on  continuous  sulfa  medi- 
cations. 
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On  September  3.  1964,  I was  called  to  the  mor- 
tuary and  learned  that  the  patient  had  quietly  passed 
away  at  her  daughter's  home,  even  though  the 
daughter  had  considered  her  as  being  in  "as  good 
health  as  normal."  The  coroner  had  called  me  be- 
cause he  believed  that  the  patient  must  have  a large 
abdominal  tumor.  Her  abdomen  gave  every  appear- 
ance of  having  a full-term  pregnancy.  I inserted  a 
trocar  suprapubically.  entering  the  bladder  and  ob- 
tained a measured  amount  of  10.150  cc.  of  retained 
urine. 

Discussion 

Diabetes  mellitus  produces  metabolic  disorders 
in  carbohydrate,  fat  and  protein  metabolism.  The 
disorders  of  the  nervous  system  appear  to  be  re- 
lated to  these  metabolic  defects.  These  nervous 
system  abnormalities  are  multiple  and  involve  not 
only  the  peripheral  nervous  system  but  also  are 
productive  of  certain  spinal  cord  and  cerebral 
syndromes.  The  peripheral  nerve  alterations  con- 
sist primarily  of  a decrease  in  number  of  nerve 
fibers  with  patchy  demyelination  followed  by  axis 
cylinder  degeneration  and  proliferation  of  the  en- 
doneural and  perineural  connective  tissue.^'  - Ac- 


Acromegaly 


This  is  a case  report  of  a patient  with  acro- 
megaly whose  presenting  illness  was  a complica- 
tion of  diabetes  mellitus. 

Case  report 

A 39-year-old  white  female  was  admitted  to  the 
hospital  November  3.  1965,  for  treatment  of  an 
infected  callus  of  her  right  foot.  She  reported  spon- 
taneous cessation  of  menses  12  years  before  with 
subsequent  enlargement  and  “thickening"  of  the 
hands  and  feet.  For  the  past  year  she  had  been 
“constantly  tired"  and  unable  to  "get  enough  rest.” 
In  addition,  she  reported  "hot  flashes  with  sweats," 
urinary  frequency,  and  progressively  worsening 
vision. 

Her  mother  died  at  age  58  with  diabetes;  one 
brother  died  at  age  50  with  diabetes.  Her  father 
died  of  cancer  of  the  lung  at  age  61,  one  brother 
died  with  cancer  of  the  lung  at  age  63.  Her  one 
child  died  at  age  2 weeks  of  undetermined  cause. 


cording  to  one  author:  “Motor  paralysis  is  chiefly 
distal  in  distribution,  trophic  ulcers  and  loss  of 
bladder  sphincter  control  due  to  degeneration  of 
pudendal  nerves  are  seen  in  protracted  cases.”® 
The  predisposition  of  diabetics  to  infection  is 
well  known.  One  group  found  an  incidence  of 
chronic  pyelonephritis  in  approximately  10  per 
cent  of  63  renal  biopsies  in  diabetic  patients.  The 
incidence  was  55  per  cent  in  nine  autopsied  pa- 
tients.Thus,  it  has  been  pointed  out  that  “A 
predisposing  factor  to  urinary  tract  infection  in 
long-standing  diabetes  that  may  not  be  recognized 
unless  specific  studies  are  done,  is  bladder  pare- 
sis.”® • 
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complicated  by  diabetes 
and  cataract  formation 


Willard  H.  Pennoyer,  MD,  Cheyenne 

Physical  examination  showed  BP  120  80,  P 
96/min.,  T 100°  F.  The  facial  contour  and  expression 
was  suggestive  of  acromegaly,  with  prominent  frontal 
bossae,  enlarged  nasal  alae,  plus  enlarged  maxillae 
and  mandible.  The  lips  were  thick  and  prominent. 
There  were  some  dental  caries  with  obvious  spacing 
between  the  upper  incisor  teeth.  Ophthalmic  ex- 
amination yielded  suggestion  of  exophthalmos  with 
diminished  vision  and  bilateral  cataract  formation. 
This  latter  prevented  satisfactory  visual  field  studies. 
The  thyroid  could  not  be  palpated.  The  breasts  were 
atrophic.  On  pelvic  examination  the  uterus  was 
small  and  no  adnexal  masses  were  found.  The  ex- 
tremities were  large  in  proportion  to  trunk  and 
body  size  and  the  lower  extremities  were  hairy. 

Urinalysis  was  essentially  normal  except  4 plus 
sugar.  FBS  was  258  mg.  % and  glucose  tolerance 
was  consistent  with  mild  diabetes.  CBC  showed  Hbg. 
17  gms.,  Hct.  53  vol.%,  WBC  8,350,  with  segs 
75%,  lymphs  22%,  mono  3%.  Serum  phosphorus 
was  5.4  mg.%,  and  serum  calcium,  9.6  mg.%.  PBI 
was  5.4  mcg.%  (N  4 to  8 mcg.%),  and  urine  for 
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17  Ketosteroids  was  15.4  mg.%  24  hrs.  (N  adult 
female  5-15  mg.%  24  hrs.). 

The  first  admission,  November  3 to  5,  introduced 
us  to  the  problem  of  the  infected  callus;  this  im- 
proved with  control  of  the  diabetes.  For  business 
and  economic  reasons  the  patient  was  permitted  to 
return  home  and  remain  under  treatment  there.  She 
was  readmitted  November  12  to  18,  for  better  evalu- 
ation before  surgery  for  cataracts.  During  this  ad- 
mission, x-ray  treatment  of  the  pituitary  tumor  was 
started,  and  was  then  completed  on  an  outpatient 
basis.  Her  third  and  last  admission,  December  5 to 
16,  was  for  surgery,  and  at  that  time  the  cataract 
was  removed  from  the  left  eye. 

Currently  the  patient  gets  around  very  well  as 
manager  of  her  small  rooming  house  hotel,  and  she 
is  cooperative  and  energetic.  She  appears  to  have 
benefitted  from  the  x-ray  therapy  and  the  cataract 
surgery. 

Discussion 

To  emphasize  the  complexity  of  tumors  of  the 
pituitary  gland,  we  have  but  to  consider  their 
classification  as  given  by  Williams^  in  his  text  on 
endocrinology.  It  is  based,  not  on  their  cytologic 
characteristics,  but  on  the  major  endocrine 
activity  of  the  tumor.  Clinical  evidence  of  hyper- 
secretion of  four  pituitary  hormones  has  been 
recognized:  (1)  Somatropin  (gigantism  and 
acromegaly),  (2)  Prolactin  (persistent  lactation), 
(3)  Corticotropin  (related  to  Cushing’s  Syndrome 
in  which  there  is  over  stimulation  of  the  adrenal 
cortex),  (4)  Thyrotropin  (with  resulting  hyper- 
thyroidism and  exophthalmus).  Any  one  of  these 
four  elements  may  predominate,  and  obviously 
there  may  be  overlapping  of  varying  degrees. 
Hence,  each  case  must  be  evaluated  on  clinical 
findings. 

The  relationship  between  diabetes  and  acro- 
megaly is  not  clear  cut.  Williams  states  that  “there 


appears  to  be  no  doubt  that  in  a small  number  of 
clinical  cases,  diabetes  is  due  primarily  to  ex- 
cessive anterior  pituitary  hormone  secretion 
(acromegaly),  that  in  a much  larger  group,  an- 
terior pituitary  factors  probably  play  an  important 
role  (the  insulin  resistant  type  of  diabetes  (Hims- 
worth)  and  that  in  all  cases  of  diabetes,  the 
balance  between  insulin  output  and  anterior 
pituitary  secretion  must  be  considered.” 

The  formation  of  cataracts  is,  of  course,  as- 
sociated with  a legion  of  causative  agents.  There 
is  a real  and  recognized  relationship  between 
diabetes  and  cataract  formation.  One  authoritative 
reference-  puts  it  this  way,  “Diabetics  who  escape 
the  typical,  rapidly  developing  form  of  cataract 
that  is  related  to  their  disease  exhibit  a definite 
disposition  to  have  senile  cataracts  in  higher  fre- 
quency and  at  an  earlier  age  than  non-diabetics. 
This  may  be  related  to  a general  tendency  toward 
premature  senescence  in  diabetics,  rather  than  to 
any  specific  and  direct  effect  of  endocrine 
dysfunction  on  the  crystalline  lens.”  • 
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when  readings 
indicate  hypertension 

Time  for 

Naturetin* 

SQUIBB  BENDROFLUMETHIAZIDE 

to  reduce  blood  pressure 

In  the  management  of  your  hypertensive  patients, 
Naturetin  is  good  therapy  to  start  with,  good  ther- 
apy to  stay  with. 

In  mild  hypertension,  Naturetin  lowers  blood 
pressure  gradually  toward  normotensive  levels. 
In  long-term  therapy,  Naturetin  may  keep  blood 
pressure  low— for  months,  sometimes  years.  When 
used  in  combination  with  other  antihypertensive 
agents,  blood  pressure  often  falls  further— and 
lower  doses  of  both  drugs  are  usually  possible. 
Clinical  trials  have  proven  Naturetin  effective— 
without  serious  side  effects.'''2  And,  when  used  to 
treat  patients  with  cardiac  edema  and  hyperten- 
sion, "in  no  instance  did  the  concentration  of 
serum  potassium  fall  below  3.1  mEq.  per  liter."^ 
(Normal  range  for  serum  potassium:  3. 5-5.0  mEq./ 

I iter)  .4 

When  readings  indicate  hypertension,  start  with 
Naturetin,  stay  with  Naturetin. 

Contraindications:  Severe  renal  impairment;  previous  hypersen- 
sitivity. 

Warning:  Ulcerative  small  bowel  lesions  have  occurred  with 
potassium-containing  thiazide  preparations  or  with  enteric-coated 
potassium  salts  supplementally.  Stop  medication  if  abdominal 
pain,  distension,  nausea,  vomiting,  or  C.l.  bleeding  occur. 
Precautions:  The  dosage  of  ganglionic  blocking  agents,  veratrum, 
or  hydralazine  when  used  concomitantly  must  be  reduced  by 
at  least  50%  to  avoid  orthostatic  hypotension.  Electrolyte  dis- 
turbances are  possible  in  cirrhotic  or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause  increases  in  serum 
uric  acid,  unmask  diabetes,  increase  glycemia  and  glycosuria  in 
diabetic  patients  and  may  cause  hypochloremic  alkalosis,  hypo- 
kalemia; cramps,  pruritus,  paresthesias,  and  rashes  may  occur. 
Supplied:  Naturetin  (Squibb  Bendroflumethiazide)  5 mg.  and  2.5 
mg.  tablets.  Also  available— Naturetin  c K [Squibb  Bendroflume- 
thiazide (5  or  2.5  mg.)  with  Potassium  Chloride  (500  mg.)].  For 
full  information,  see  Product  Brief. 

References:  1.  Telfeyan,  S.  A.r  Clin.  Med.  70:1668,  1963,  2.  Shep- 
ard, H.  L.:  J.  Am.  Geriatrics  Soc.  17:363,  1963.  3.  Cummings,  D.  E.; 
Goodman,  R.  M.,  and  Steigmann,  F.:  J.  Am.  Geriatrics  Soc,  72:161, 
1964.  4.  Castleman,  B.,  ed.:  New  England  J.  Med.  268:1462,  1963. 


Diabetic  summer  camps 

Importance  in  treatment  of  juvenile  diabetes 

Karl  E.  Sussman,  MD,*  Denver,  William  K.  Jenson,  MD,t  Cody,  Wyoming 

and  Richard  VandenBergh,  MD,**  Denver 


It  is  difficult  to  achieve  good  diabetic  control 
in  the  adolescent  patient.  With  the  advances  which 
have  been  made  in  understanding  diet  and  in- 
sulin therapy,  the  most  limiting  factor  in  diabetic 
control  has  been  the  patient’s  cooperation  and 
willingness  to  follow  the  physician’s  prescription. 
All  too  often  when  faced  with  the  recalcitrant  ado- 
lescent diabetic,  the  physician  will  throw  up  his 
hands  in  complete  surrender.  Even  the  more  sup- 
posedly sophisticated  physician  who  pays  lip 
service  to  the  psychologic  aspects  of  disease  will 
find,  ofttimes,  that  he  is  unable  to  establish  rap- 
port with  his  diabetic  patient. 

The  psychologic  problems  of  the  juvenile  dia- 
betic are  complex  and  vary  considerably  with  the 
individual  patient.  Nevertheless,  there  are  com- 
mon areas  in  which  diabetics  express  some  anxie- 
ty, frustration  or  hostility.  The  onset  of  diabetes  in 
the  juvenile  population  commonly  occurs  at  the 
age  of  ten  or  eleven  years.  At  the  onset  of  the 
disease,  the  child  cooperates  reasonably  well  with 
the  diabetic  routine.  He  is  interested  in  testing  his 
urine,  learning  to  administer  insulin  and  in  under- 
standing and  following  the  diabetic  diet.  After  a 
year,  however,  the  novelty  of  the  diabetic  regi- 
men tends  to  wear  off.  A diabetic  program  be- 
comes somewhat  boring  and  the  child  less  co- 
operative. Adolescents  have  a strong  desire  to  be 
accepted  by  their  associates  and  a need  to  con- 
form to  the  standards  of  social  behavior  for  their 
particular  peer  group.  For  this  reason,  they  find 
it  increasingly  difficult  to  adhere  to  the  restric- 
tions imposed  by  a diabetic  program  and  become 
more  resentful  and  difficult  to  manage.  As  the 
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child  reaches  his  teens,  superimposed  is  the 
equally  difficult  problem  of  the  “teen-age  rebel- 
lion.’’ The  child  rebels  against  parental  super- 
vision in  general  and  often  uses  his  diabetes  as  a 
weapon  or  area  of  rebellion.  This  tendency  to- 
wards rebellion  in  the  area  of  diabetic  control  is 
often  transferred  from  the  parents  onto  the  physi- 
cian, the  latter  finding  himself  cast  in  the  role  of 
a parental  figure  by  the  teenage  patient. 

It  has  been  suggested  that  body  image  is  an- 
other area  of  conflict  for  juvenile  diabetics.  These 
patients  often  wonder  whether  they  are  as  phys- 
ically fit  as  their  non-diabetic  peers.  The  need  in 
these  diabetics  to  constantly  assert  their  normalcy 
is  frequently  observed.  Many  patients  have  con- 
siderable anxiety  as  to  their  ultimate  prognosis. 
They  manifest  their  anxiety  by  denying  their 
disease,  following  no  diabetic  program  whatso- 
ever. 

The  parents  of  diabetic  children  may  have  psy- 
chologic conflicts  which  condition  their  behavior 
and  attitude  towards  the  child’s  disease.  Because 
of  the  inherited  nature  of  diabetes,  many  parents 
seem  to  experience  some  unconscious  guilt  at 
having  “given  the  child  the  disease.”  Superficial 
and  incorrect  knowledge  of  the  nature  of  diabetes 
creates  considerable  fear  of  an  unrealistic  nature 
as  to  the  child’s  future.  The  very  occurrence  of 
diabetes  with  its  inherent  problems,  its  expense  in 
terms  of  time,  effort  and  money,  all  may  combine 
to  create  considerable  unconscious  anger  in  the 
mother,  directed  either  at  the  diabetes,  at  the 
child,  or  towards  herself.  The  existence  of  this 
guilt,  fear,  and  anger  either  separately  or  in  com- 
bination with  each  other,  serves  to  create  anxiety 
in  the  parent.  The  manner  in  which  this  anxiety 
is  handled  can  have  a major  effect  upon  the 
course  of  the  child’s  diabetes. 
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Some  parents  tend  to  have  an  attitude  of  un- 
directed and  generalized  over-concern  about  the 
child’s  condition  ( in  psychiatric  nomenclature 
this  is  known  as  free-floating  anxiety).  In  these 
parents  the  physician  sees  useless  fussing  over  the 
results  of  every  blood  sugar  and  urine  test  ob- 
tained. The  parent  calls  the  physician  repeatedly 
and  is  unable  to  channel  anxiety  into  any  useful 
action. 

A second  method  in  which  the  parent  expresses 
anxiety  is  through  compulsive  behavior.  This  is 
the  overprotective  parent  who  shows  a perfection- 
ist attitude  towards  the  controlling  of  his  child’s 
disease.  They  manage  the  diabetes  extremely 
closely  with  a multitude  of  urine  tests  throughout 
the  day,  voluminous  records,  attention  to  detail, 
all  of  which  is  not  truly  requisite  for  adequate  dia- 
betic control.  This  attitude  is  often  noted  in  par- 
ents who  are  quite  knowledgeable  in  scientific 
areas — for  instance,  those  in  engineering,  physics 
or  the  biological  sciences. 

A third  parental  attitude  which  has  been  ob- 
served is  that  of  the  over-indulgent  parent.  In  this 
setting  the  anxiety,  usually  guilt-laden,  is  ex- 
pressed in  overpermissiveness.  The  parent  allows 
the  child  to  use  his  diabetes  to  dominate  the 
household  and  little  or  no  attempt  at  diabetic  con- 
trol is  made. 

The  final,  and  perhaps  most  dangerous  manner 
in  which  parental  anxiety  can  be  handled,  is  by 
the  defense  mechanism  of  denial.  The  parent  ap- 
pears to  be  superficially  completely  indifferent.  On 
occasion  we  have  admitted  to  the  hospital  juve- 
nile diabetics  in  ketoacidosis  and  the  parent  was 
unable  to  give  us  a history  of  the  patient’s  recent 
insulin  injections,  results  of  urine  tests,  adherence 
to  diet  or  even  whether  the  patient  had  any  acute 
illness  during  the  recent  days  or  weeks. 

As  has  already  been  indicated,  over  and  above 
these  general  areas  of  conflict  in  the  juvenile  dia- 
betic, one  has  to  consider  the  emotional  prob- 
lems that  the  individual  patient  may  present.  As 
with  many  chronic  disease  processes,  diabetes 
may  bring  to  light  underlying  psychopathology 
which  is  unique  for  the  individual  patient. 

While  it  is  relatively  easy  to  delineate  some  of 
the  areas  of  psychologic  conflict  for  diabetic  pa- 
tients, it  is  far  more  difficult  to  suggest  any  easy 
solution  to  these  problems.  It  has  been  our  feeling 
and  our  practice  to  encourage  the  physician  who 
takes  care  of  the  child’s  diabetes  to  make  an  at- 
tempt to  evaluate  the  patient’s  psychologic  prob- 
lems. The  physician  must  not  only  treat  the  child’s 


diabetes  but  also  deal  with  the  thoughts  of  the 
juvenile  diabetic  towards  his  disease.  At  times, 
even  a simple  statement  from  the  physician  indi- 
cating that  he  understands  the  problems  of  the 
patient  and  that  he  is  sympathetic  will  help  to 
establish  rapport  and  enable  the  physician  to  enact 
a better  patient-doctor  relationship.  There  are 
patients  in  whom,  however,  the  psychopathology 
requires  more  treatment  than  the  practicing  physi- 
cian is  able  to  give  and  obviously,  in  this  setting, 
a psychiatrist  must  be  consulted. 

Summer  camps  for  diabetic  children  may  play 
a remarkable  role  in  helping  to  prevent  or  in 
ameliorating  some  of  the  above-mentioned  con- 
flicts. They  provide  a unique  opportunity  to  ob- 
serve the  diabetic  child  during  a two  to  three  week 
period.  Detailed  observations  can  be  made  con- 
cerning the  diabetic’s  attitudes  and  behavior.  The 
information  garnered  from  this  camping  experi- 
ence may  prove  of  considerable  use  to  the  physi- 
cian during  the  remainder  of  the  year. 

It  is  important  for  the  physician  taking  care 
of  diabetics  to  refer  to  summer  camp  not  only 
those  patients  who  have  obvious  psychopathology 
but  also  newly  discovered  juvenile  diabetics  who 
have  not  attended  camp  previously.  It  has  been 
our  experience  that  the  adolescent  diabetic  finds 
summer  camp  extremely  enjoyable  and  all  of 
them  profit  from  the  experience.  It  is  difficult  to 
state  precisely  what  the  diabetic  child  gains  from 
the  camping  experience.  Obviously,  the  diabetic 
learns  that  he  can  participate  in  much  the  same 
activities  as  the  non-diabetic  camper  and  can  do 
as  well.  For  many  campers,  seeing  that  other  dia- 
betics have  similar  problems  as  themselves  proves 
to  be  reassuring.  In  camp,  group  discussions  are 
frequently  held  and  serve  not  only  an  educational 
purpose  but  provide  some  element  of  psychother- 
apy. Perhaps  the  greatest  benefit  of  summer  dia- 
betic camps  is  in  this  particular  area  of  allowing 
the  campers  to  have  an  interchange  of  ideas  and 
feelings  with  regard  to  their  disease.  Another  ad- 
vantage of  diabetic  summer  camps  is  that  it  af- 
fords the  child  the  opportunity  to  deal  and  live 
with  his  disease  under  medical  supervision  but 
independent  of  parental  influence.  In  this  way 
the  patient  develops  a more  mature  attitude  to- 
wards his  diabetes,  a willingness  to  assume  greater 
responsibility  for  his  own  health. 

There  are  a number  of  diabetic  summer  camps 
for  children  throughout  the  Rocky  Mountain  area. 
Camp  Chief  Ouray,  in  Granby,  Colorado,  is  un- 
der the  direction  of  the  Young  Men’s  Christian 
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Association.  Non-diabetic  and  diabetic  campers 
attend  the  same  camp  and  participate  in  group 
activities.  The  campers  spend  two  weeks  swim- 
ming, horseback  riding,  hiking  and  participating 
in  a number  of  other  camp  activities.  The  camp  is 
adequately  staffed  by  physicians,  nurses,  tech- 
nicians and  dietary  personnel. 

The  University  of  Wyoming,  in  cooperation 
with  the  U.  S.  Public  Health  Service,  is  organiz- 
ing a camp  for  male  adolescent  diabetics.  This 
camp  is  to  be  located  in  Landers,  Wyoming.  The 
feature  which  distinguishes  this  particular  camp 
is  that  diabetic  males  will,  under  supervision,  as- 
sume greater  responsibility  for  their  own  care 
and  participate  in  a camp  which  will  give  them  a 
fairly  rugged  outdoor  experience.  Considerable 
effort  and  planning  has  taken  place  for  the  de- 
velopment of  this  unique  camping  idea  for  dia- 
betics. An  attempt  will  be  made  to  ascertain  on 
the  basis  of  physiologic  and  psychologic  studies 


as  to  whether  this  type  of  camping  experience  is 
beneficial  to  young  adolescent  male  diabetics. 
Further  information  with  regard  to  this  specialized 
camp  may  be  obtained  from  John  W.  Gates,  Di- 
rector of  the  Division  of  Adult  Education  and 
Community  Service  of  the  University  of  Wyo- 
ming, Laramie,  Wyoming. 

Other  camps  for  diabetic  children  are  located 
in  the  states  of  Washington,  Oregon,  and  Utah 
and  particular  information  with  regard  to  these 
camps  may  be  obtained  by  contacting  the  dia- 
betes associations  within  those  states.  It  is  im- 
portant for  the  physician  taking  care  of  juvenile 
diabetics  to  become  well  informed  as  to  the  fa- 
cilities available  and  to  encourage  diabetic  chil- 
dren to  attend  summer  camps.  Such  experiences 
as  the  children  may  gain  from  the  camp  can  only 
help  to  improve  their  attitude  towards  their  dis- 
ease and  perhaps,  ultimately,  the  control  of  their 
diabetes.  • 


Drug  Safety — Who’s  Responsible? 


Government,  the  physician,  and  the  pharmaceutical  industry  must  join  forces  to  reduce  injury 
from  adverse  drug  reactions.  It  is  industry’s  responsibility  to  continue  with  the  development  of 
safer  and  more  effective  drugs.  It  is  the  responsibility  of  the  physician  to  use  drugs  with  discre- 
tion and  to  abstain  from  using  potent  and  hazardous  drugs  for  trivial  conditions.  It  is  the  gov- 
ernment’s responsibility,  with  its  virtually  unlimited  funds  and  resources,  to  continuously  review 
and  survey  adverse  experience  gained  with  drugs  from  all  sources  and  to  bring  these  facts  before 
physicians  preferably  through  already  organized  channels  of  medical  communication.  The  gov- 
ernment further  has  a responsibility  to  remove  overly  hazardous  drugs  from  the  market  when  use- 
fulness does  not  balance  off  against  hazard,  but  it  must  not  use  this  authority  in  an  arbitrary  and 
capricious  manner.  The  evaluation  of  drugs  for  safety  is  a most  difficult  and  complex  matter,  and 
no  simple  formula  can  be  devised  to  arrive  at  a conclusive  opinion. — Joseph  F.  Sadusk,  Jr..  MD, 
to  American  College  of  Physicians,  New  York,  April  19,  1966. 
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THE  63rd  ANNUAL 
BUSINESS  AND  SCIENTIFIC  SESSIONS 
WYOMING  STATE  MEDICAL  SOCIETY 


Jackson  Lake  Lodge 
Aug.  30-Sept.  2,  1966 


Guest  Speakers 


James  Z.  Appel,  MD, 

Immediate  Past  President,  AMA 

Lemuel  Bowden,  MD,  Clinical  Assistant  in  Surgery, 
Cornell  Medical  College 

Victor  B.  Buhler,  MD.  Associate  Clinical  Professor 
of  Pathology  and  Oncology.  University  of  Kansas 

William  K.  Frankenburg.  MD,  Assistant  Professor, 
Pediatrics,  University  of  Colorado 

William  K.  Hamilton,  MD,  Professor  of 
Anesthesia,  University  of  Iowa 


Blair  Henningsgaard,  MD, 

AMPAC  Board  of  Trustees 

Henry  Lemon,  MD,  Director  Eppley  Institute  of 
Research  in  Cancer,  University  of  Nebraska 

John  Louis,  MD,  Assistant  Professor  Medicine, 
Stritch  School  of  Medicine 

Andrew  Marchetti,  MD,  Professor  Obstetrics  and 
Gynecology,  Georgetown  School  of  Medicine 

Karl  E.  Sussman,  MD,  Assistant  Professor  of 
Medicine,  University  of  Colorado 
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ORGANIZATION 


Heart  Association  Elects  Doctor  Veasy 


Doctor  L.  George  Veasy,  specialist  in  Pediatrics, 
has  been  elected  President  of  the  Utah  Heart  Asso- 
ciation. He  succeeds  Doctor  Allan  H.  Barker. 

Other  officers  elected  were:  Doctor  C.  Basil 
Williams,  Ogden,  president-elect;  L.  Brent  Goates, 
Administrator,  LDS  Hospital,  chairman  of  the  board; 
Doctor  Homer  R.  Warner,  Salt  Lake  City,  first  vice 
president;  Thomas  G.  Judd,  Salt  Lake  City,  second 
vice  president;  Hayden  M.  Calvert,  Salt  Lake  City, 
secretary-treasurer;  and  Doctor  L.  E.  Viko,  Salt  Lake 
City  heart  specialist,  honorary  permanent  president. 


Ncvt^  Officers  for  New  Mexico  Medical  Society 


Dr.  T.  L.  Carr,  Albuquerque,  was  elected  to  suc- 
ceed Dr.  Robert  P.  Beaudette,  Raton,  as  President  of 
the  New  Mexico  Medical  Society  at  the  84th  An- 
nual Meeting  of  the  Society  in  Albuquerque,  May  9- 
13,  1966. 


New  officers,  left  to  right,  are  Dr.  Earl  Flanagan, 
Carlsbad,  Vice-President;  Dr.  Emmit  Jennings,  Ros- 
well, President-Elect;  Dr.  Carr;  Dr.  Beaudette;  and 
Dr.  John  A brums,  Albuquerque,  Secretary-Treasurer. 

Community  Service  Award 

The  A.  H.  Robins  Community  Service  Award  was 
presented  to  Dr.  Earl  L.  Malone  of  Roswell  at  the 
84th  Annual  Meeting  of  the  New  Mexico  Medical 
Society  in  Albuquerque,  May  9-13,  1966.  Dr.  Ma- 


lone has  been  a General  Practitioner  in  Roswell  for 
24  years  and  has  been  President  of  the  New  Mexico 
Medical  Society,  the  New  Mexico  Chapter  of  the 
American  Academy  of  General  Practice,  and  was  a 
delegate  from  the  State  Medical  Society  to  the  AMA 
from  1956  through  1965.  Dr.  Malone  has  been  active 
in  Community  Health  Chapters,  Rotary,  Chamber  of 
Commerce,  Roswell  Symphony  Association,  the  New 
Mexico  Medical  Society  Grievance  Committee,  Blue 
Shield  and  Boy  Scouts. 


Dr.  Earl  L.  Malone,  Roswell,  right,  is  being  con- 
gratulated by  Dr.  Robert  P.  Beaudette,  Raton,  Im- 
mediate Past-President  of  the  New  Mexico  Medical 
Society,  on  having  won  the  A.  H.  Robins  Community 
Service  A ward. 


• STOCKS 

• BONDS 

• MUTUAL  FUNDS 

Lou  Lagrave 

Call  Your  Orders  "Collect" 

CHapel  7-4045 

Albuquerque,  N.  M. 
Hilton  Hotel  Bldg. 

Rauscher  Pierce  Securities  Corp. 

Member  New  York  Stock  Exchange  and  other  leading 
Exchanges 
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Montana  Physician  Awarded  Fellowship 

John  R.  Brewer,  MD,  Harlem,  Montana,  was 
among  a group  of  15  physicians  awarded  two-year 
Fellowships  in  Pediatrics  from  the  Wyeth  Fund  for 
Postgraduate  Medical  Education.  Dr.  Brewer  will 
studv  at  the  University  of  Colorado  Medical  Center, 
Denver. 

This  Fund  was  established  in  1958  by  Wyeth 
Laboratories,  pharmaceutical,  antibiotic,  and  infant 
formula  manufacturer.  Each  year,  the  Selection  Com- 
mittee, composed  of  distinguished  pediatricians,  se- 
lects a group  of  young  physicians  from  interns,  physi- 
cians who  have  recently  completed  internships,  physi- 
cians leaving  the  Armed  Services  or  the  U.  S.  Public 
Health  Service  and  research  Fellows  who  apply  to 
the  committee.  Wyeth  Fellows  are  free  to  choose 
their  place  of  residency  from  institutions  accredited 
by  the  Residency  Review  Committee  of  the  American 
Medical  Association,  American  Board  of  Pediatrics 
and  the  American  Association  of  Pediatrics. 

MMA  News 

On  May  12-13,  the  Montana  Medical  Association 
sponsored  a meeting  on  Medicare  in  Montana  in 
Great  Falls.  This  meeting  was  well  attended  by  mem- 
bers of  the  Association,  hospital  administrators,  clinic 
managers,  and  others.  . . . Otto  W.  Arndal,  MD, 
Deputy  Director  of  the  Joint  Commission  on  Ac- 
creditation of  Hospitals,  presented  a most  interesting 
discussion  of  the  duties  and  responsibilities  of  the 
commission  and  of  the  hospital  staff. 

sf: 

The  Veterans  Administration  Center  at  Fort  Har- 
rison seeks  a physician  to  serve  as  a member  of  its 
rating  board.  Such  a physician  will  be  required  to 
serve  as  a member  of  this  board  four  hours  each 
morning  for  five  days  a week.  He  will  be  reimbursed 
for  his  services  at  approximately  $6,400  per  year 
and  will  be  eligible  for  other  benefits  offered  gov- 
ernmental employees.  Physicians  who  may  be  in- 
terested in  this  position  may  write  Mr.  L.  M.  Berger, 
Chief.  Personnel  Division,  Veterans  Administration 
Center,  Fort  Harrison,  Montana  59636,  for  further 
information. 

Coming  Meetings 

September  15-17- — Montana  Medical  Association, 
88th  Annual  Meeting,  Student  Union  Building,  Mon- 
tana State  University,  Bozeman. 

September  17-18 — Montana  Academy  of  Oto- 
Ophthalmology,  Annual  Meeting,  Baxter  Hotel, 
Bozeman. 

October  15 — American  College  of  Physicians,  Re- 
gional Meeting,  Great  Falls. 


FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
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/ burdensome  cost 
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tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (10  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif.  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  TFi- 
silicate  0.006  Gm. 
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319  South  4th  Street  • St.  Louis,  Missouri  63102 


62 


Rocky  Mountain  Medical  Journal 


ponwoir 

antiemeticiiie 

emt  eleve”* 


Vomiting: 

In  Geneva  they  have  a word  for  it 


In  Geneva,  too,  Dramamine  is  a familiar  word. 
Like  physicians  the  world  over,  they  know  that 
"its  antiemetic  potency*  is  high”  (‘‘son  pouvoir 
antiemetique  est  eleve”). 

Nausea  and  vomiting  caused  by  infection 
or  simple  functional  gastrointestinal  disturb- 
ances are  quickly  controlled  by  this  classic 
antinauseant. 

Usual  Adult  Dosage:  One  or  two  tablets 
every  four  hours  as  needed. 

Precautions:  Dramamine,  notably  nontoxic 
itself,  may  mask  the  symptoms  of  strepto- 
mycin toxicity.  Patients  should  be  cautioned 
against  operating  automobiles  or  dangerous 
machinery  because  of  possible  drowsiness. 
*Neyroud,  M.:  Praxis  44:648-650  (July  14)  1955. 
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University  of  Colorado  School  of  Medicine 

The  rank  of  professor  has  been  granted  to  three 
members  of  the  faculty  of  the  School  of  Medicine  in 
Denver  and  13  medical  faculty  members  have  been 
promoted  to  associate  professorships.  Promotions  in 
rank  were  also  given  to  16  members  of  the  volunteer 
medical  faculty.  The  volunteer  (clinical)  faculty 
is  drawn  from  the  practicing  medical  profession  in 
Colorado  and  Wyoming. 

Dr.  Arthur  Robinson  was  promoted  to  professor 
of  biophysics  and  pediatrics. 

Dr.  William  G.  Cooper,  now  associate  professor, 
was  promoted  to  professor  of  anatomy. 

Dr.  M.  Laurance  Morse,  now  associate  professor, 
was  promoted  to  professor  of  biophysics. 

Associate  professorships  were  granted  to  the  fol- 
lowing: 

Dr.  John  T.  Willson,  Department  of  Anatomy; 
Dr.  Herbert  R.  Brettell,  Department  of  Preventive 
Medicine  and  Comprehensive  Health  Care;  Dr. 
Martin  P.  Hutt,  Department  of  Medicine;  Drs. 
Donald  J.  Cummings  and  Werner  B.  Schaefer,  both 
of  the  Department  of  Microbiology;  Dr.  Peter  K. 
Vogt,  Department  of  Pathology;  Dr.  Ernest  K. 
Cotton,  Department  of  Pediatrics;  Dr.  Gerhard 
Nellhaus,  Division  of  Neurology;  Dr.  Richard  R. 
Waite,  Division  of  Clinical  Psychology;  Drs.  Donald 
W.  Brown  and  Carlos  E.  Garciga,  both  of  the  Depart- 
ment of  Radiology;  and  Drs.  Thomas  L.  Marchioro 
and  Bruce  C.  Paton,  both  of  the  Department  of 
Surgery. 

The  following  members  of  the  volunteer  faculty 
were  advanced  from  assistant  clinical  professorships 
to  associate  clinical  professorships: 

Drs.  Albert  C.  Oxman  and  LeRoy  J.  Sides,  medi- 
cine; Drs.  Charles  R.  Breed,  Jerome  S.  Harris,  George 
M.  Horner,  James  C.  Lombardi,  Lloyd  V.  Shields 
and  Ben  C.  Williams,  obstetrics  and  gynecology;  Drs. 
Ward  L.  Chadwick,  Daniel  E.  Gelfand,  Peter  C. 
Hoch,  F.  Craig  Johnson,  Paul  H.  Rhodes,  Charles 
Streamer  and  Henry  B.  Strenge,  pediatrics;  and 
Laurence  B.  Hall,  psychiatry. 

* * * 

The  Commonwealth  Fund  of  New  York  City  has 
announced  a three-year  grant  of  more  than  a quarter- 
million  dollars  to  the  University  of  Colorado  School 
of  Medicine  for  a pioneering  experiment  in  attacking 
medical  manpower  problems  by  training  public  health 
nurses  for  increased  responsibility  in  the  care  of 
children  of  low-income  families. 

President  of  the  Commonwealth  Fund  is  Quigg 
Newton,  former  president  of  the  University  of  Colo- 
rado and  Mayor  of  Denver  from  1947  to  1955.  In 
notifying  Dr.  Conger  of  the  grant,  Mr.  Newton  wrote 
that  the  support  was  approved  “in  recognition  of  the 


fact  that  your  medical  school  is  embarking  on  an 
important  experimental  program  for  the  training  of 
nurses  to  give  improved  health  care  to  children, 
especially  in  medically  depressed  areas,  which  will 
be  of  interest  nationally.” 

“The  field  training  will  be  centered  initially  in 
Trinidad,  a rural  community  in  southern  Colorado, 
and  will  be  conducted  in  cooperation  with  the  area’s 
Health  Department  and  medical  practitioners.  Later, 
the  medical  school  plans  to  establish  field  training 
stations  in  a low-income  neighborhood  in  Denver. 

“The  experiment,  which  has  the  endorsement  of 
the  state's  Department  of  Public  Health,  will  be 
directed  by  Henry  K.  Silver,  MD,  Professor  of 
Pediatrics,  and  Loretta  C.  Ford,  RN,  of  the  nursing 
school,  who  holds  a doctorate  in  education.  The 
Commonwealth  Fund’s  grant  will  be  used  primarily 
for  stair  costs,  training  stipends,  and  field-office  ex- 
penses.” 

* * * 

Appointment  of  Dr.  Leslie  R.  Burrows  of  Chicago, 
an  official  of  the  American  Dental  Association,  as 
full-time  planning  consultant  for  the  projected  Uni- 
versity of  Colorado  School  of  Dentistry  was  an- 
nounced recently  by  Dr.  Joseph  R.  Smiley,  president 
of  the  University.  Dr.  Burrows,  a native  of  La  Junta 
and  a graduate  of  CU,  is  assistant  secretary  of  the 
Council  on  Dental  Research  of  the  ADA. 

* Hs  * 

Six  members  of  the  Class  of  1916  of  the  University 
of  Colorado  School  of  Medicine  were  honored  June 
4 by  the  CU  Medical  Alumni  Assn,  for  their  half- 
century  of  service  as  practicing  physicians.  At  the 
same  time,  awards  were  made  to  three  doctors  who 
have  given  25  or  more  years  of  service  on  the  faculty 
of  the  medical  school  and  the  staff  of  its  teaching 
hospitals. 

Honored  for  their  50  years  of  practice  were: 

Dr.  John  S.  Bouslog  of  Denver;  Dr.  Arthur  B. 
Gjellum,  Del  Norte,  Colo.;  Dr.  Robert  J.  Groom, 
Grand  Junction,  Colo.;  Dr.  Willis  B.  Hardesty, 
Berthoud,  Colo.;  Dr.  Laurence  J.  Bernard,  San  Fran- 
cisco; and  Dr.  Harold  G.  Macomber,  La  Jolla,  Calif. 

Awards  for  faculty-staff  service  were  made  to  Dr. 
Robert  S.  Liggett,  clinical  professor  of  medicine;  Dr. 
Kennith  W.  Schmidt,  assistant  clinical  professor  of 
pediatrics;  and  Dr.  Richard  Thompson,  professor  of 
microbiology  and  lecturer  in  the  history  of  medicine 
and  science. 

The  alumni  also  presented  a special  certificate  of 
faculty  service  and  appreciation  to  Miss  Elizabeth  K. 
O’Toole,  senior  instructor  in  microbiology,  who  will 
retire  from  the  medical  school  faculty  on  June  30. 

* * * 

Dr.  Frank  B.  Rogers,  librarian  and  professor  of 
medical  bibliography  at  the  University  of  Colorado 
Medical  Center,  has  been  elected  president  of  the 
American  Association  for  the  History  of  Medicine  at 
the  group’s  39th  annual  meeting  in  Rochester  and 
Minneapolis,  Minnesota.  Dr.  Rogers  will  serve  a two- 
year  term.  * * * 
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The  United  States  Navy  commissioned  a new 
medical  reserve  company  at  the  University  of  Colo- 
rado Medical  Center  and  paid  honor  for  “outstanding 
cooperation  and  assistance”  to  Dr.  John  J.  Conger, 
CU  vice  president  for  medical  affairs  and  onetime 
skipper  of  an  Atlantic  Fleet  destroyer  escort. 

Capt.  Thomas  J.  Canty,  MC,  USN,  district  medical 
reserve  program  officer  for  the  Ninth  Naval  District 
at  Great  Lakes,  Illinois,  formally  commissioned  the 
new  U.  S.  Naval  Reserve  Medical  Company  9-26  and 
presented  a citation  and  Certificate  of  Merit  to  Dr. 
Conger. 

Membership  of  the  new  reserve  company  includes 
Navy  Medical  Corps  reserve  officers,  many  of  whom 
are  members  of  the  volunteer  faculty  of  the  medical 
school;  medical  students  who  are  members  of  the 
Naval  Ensign  Medical  Program  (“Ensign  1915”); 
and  officers  of  the  Nurse  Corps  and  Medical  Service 
Corps. 


Dr.  John  J.  Conger,  center,  University  of  Colorado, 
vice  president  for  medical  affairs,  receives  a Certifi- 
cate of  Merit  from  Capt.  Thomas  J.  Canty,  medical 
reserve  program  officer  for  the  U.  S.  Navy’s  Ninth 
Naval  District,  Great  Lakes,  III.  At  left  is  Lt.  Comdr. 
Giles  D.  Toll,  commanding  officer  of  Naval  Reserve 
Medical  Company  9-26,  based  at  the  CU  Medical 
Center.  The  citation  was  presented  to  Dr.  Conger, 
who  is  also  dean  of  the  CU  School  of  Medicine,  at 
the  formal  commissioning  ceremonies  for  the  new 
Naval  Reserve  company. 

Lt.  Comdr.  Giles  D.  Toll,  MC,  USNR-R,  a Denver 
pathologist  and  assistant  clinical  professor  of  patholo- 
gy on  the  CU  volunteer  medical  faculty,  is  com- 
manding officer  of  the  new  unit.  Comdr.  Richard  K. 
Morgan,  MC,  USNR-R,  will  be  its  executive  officer, 
and  Lt.  David  Hutchison,  MC,  USNR-R,  its  ad- 
ministrative officer. 

Dr.  Conger’s  personal  affiliation  with  the  Navy 
dates  back  to  World  War  II  days  when  he  was  a 
destroyerman  with  the  Atlantic  Fleet.  He  rose  from 
apprentice  seaman  to  lieutenant  and  ended  the  war 
as  skipper  of  the  Destroyer  Escort  Tweedy. 

Principal  objective  of  the  new  reserve  company  at 
the  Medical  Center  will  be  to  strengthen  and  improve 
the  Naval  Ensign  Medical  Program  in  the  medical 
school.  The  company  will  meet  weekly.  Present 
membership  totals  16,  and  is  expected  to  expand  to 
approximately  25. 


The  University  of  Colorado  Board  of  Regents  has 
approved  a 1966-67  budget  for  Medical  Center  op- 
erations and  research  in  Denver  of  $25.4  million,  of 
which  $9.4  million  is  derived  from  state  appropria- 
tions. Comparable  total  for  the  current  fiscal  year, 
ending  July  1,  is  $23.1  million,  including  $8.4  mil- 
lion in  State  funds. 

The  Medical  Center  budget  covers  operation  of 
the  Schools  of  Medicine  and  Nursing,  Colorado  Gen- 
eral and  Colorado  Psychopathic  Hospitals,  Children’s 
Diagnostic  Center,  and  the  State  dental  scholarship 
program  under  which  Colorado  students  are  assisted 
in  pursuing  their  educations  at  out-of-state  schools. 

University  of  Utah  Medical  Center 

The  University  of  Utah  College  of  Medicine  and 
Harvard  Medical  School  are  recipients  of  two  major 
financial  grants  concerned  with  medical  school  de- 
velopment by  the  Commonwealth  Fund. 

The  $100,000  grant  to  the  Utah  medical  school 
will  help  the  center  overcome  a conspicuous  lack — 
housing  for  its  medical  library,  which  serves  not  only 
the  medical,  hospital,  and  other  components  of  the 
new  medical-center  complex,  but  also  the  health 
professions  and  institutions  throughout  Utah  and  its 
adjacent  states. 

The  grant  is  conditional  upon  the  University’s 
raising  from  other  sources  the  balance  of  funds  for 
the  library,  which  are  estimated  at  $1,300,000.  The 
majority  of  the  needed  funds  will  be  applied  for  un- 
der the  new  Federal  program  for  construction  of 
medical  libraries. 

The  Commonwealth  Fund  was  founded  in  New 
York  City  by  Mrs.  Steven  V.  Harkness  “to  do  some- 
thing for  the  welfare  of  mankind.”  The  Fund  works 
largely  in  the  field  of  medical  education  and  com- 
munity health.  Its  philanthropic  appropriations  total 
more  than  $135  million  to  date. 

* * * 

The  University  of  Utah  Board  of  Regents  has  an- 
nounced the  appointment,  effective  July  1,  of  Dr. 
John  R.  Ward  as  Head  of  the  Department  of  Pre- 
ventive Medicine  in  the  College  of  Medicine. 

Dr.  Ward  is  presently  chairman  of  the  Division  of 
Arthritis  of  the  College’s  Department  of  Internal 
Medicine,  and  has  been  a member  of  the  faculty 
since  1954,  with  time  out  to  serve  a research  and 
clinical  fellowship  at  Harvard  Medical  School  and 
the  Massachusetts  General  Hospital  in  Boston. 

Dr.  Ward  is  widely  recognized  as  an  authority  in 
the  field  of  arthritis  and  connective  tissue  diseases. 
He  is  a member  of  the  American  Rheumatism  As- 
sociation’s sub-committee  on  Diagnostic  Criteria  for 
Juvenile  Rheumatoid  Arthritis,  and  the  Committee 
for  Therapeutic  Response  in  Rheumatoid  Arthritis; 
he  is  Director  of  the  Medical  Center’s  Arthritis 
Clinical  Research  Center;  and  a member  of  the 
Arthritis  Training  Grants  Committee  of  the  National 
Institute  of  Arthritis  and  Metabolic  Diseases. 
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The  University  of  Utah  Medical  Center’s  new 
Multi- 12  Auto- Analyzer  analyzes  12  human  blood 
values  with  great  speed  and  accuracy.  It  can  ac- 
complish in  a six  hour  period,  that  which  would  take 
a medical  technologist,  working  full-time,  three 
months.  The  speed  and  efficiency  of  this  instrument 
will  also  reduce  the  cost  of  clinical  laboratory  tests 
to  University  Hospital  patients  by  two-thirds,  and 
will  release  medical  technologists  to  work  on  other, 
more  complex  clinical  testing  procedures  which  other- 
wise could  not  be  carried  out  because  of  a lack  of 
time  and  trained  personnel.  The  Auto-Analyzer  will 
be  a great  advantage  to  patient  care  because  its  use 
as  a diagnostic  tool  will  greatly  accelerate  diagnoses. 


* * 

Dr.  Thomas  C.  King  has  been  appointed  Associate 
Dean  of  the  University  of  Utah  College  of  Medicine, 
and  Associate  Professor  of  Surgery. 

Dr.  King  is  presently  associate  professor  of  Sur- 
gery at  the  University  of  Illinois  School  of  Medicine 
in  Chicago.  He  is  also  Chief  of  Training  at  the  Uni- 
versity of  Illinois  Center  for  the  Study  of  Medical 
Education;  Attending  Physician  at  the  University’s 
Research  and  Education  Hospitals  in  Chicago;  and 
Associate  Attending  Surgeon  at  Chicago’s  Cook 
County  Hospital.  He  joined  the  faculty  of  the  Uni- 
versity of  Illinois  School  of  Medicine  in  1964  as  an 
Associate  Professor  of  Surgery. 


Seated,  Mr.  Lawrence  McGuire,  Medical  Tech- 
nologist at  the  University  of  Utah  Medical  Center. 


* * if 

Five  alumni  of  the  University  of  Utah  College  of 
Medicine  and  two  University  professors  were  hon- 
ored recently  by  the  College  of  Medicine  and  its 
Alumni  Association.  Named  as  “Fellows  of  the  Med- 
ici Publici,”  the  highest  honor  the  Medical  School  can 
bestow  on  its  physician  graduates,  were  four  Salt 
Lake  physicians  and  one  from  Connecticut. 

Drs.  Russell  M.  Nelson,  Homer  R.  Warner,  Leslie 
J.  Paul,  Ray  Rumel — ^all  of  Salt  Lake  City — and 
David  Seligson  of  New  Haven,  Connecticut. 

Announced  as  “Honorary  Alumni”  of  the  College 
of  Medicine  and  “Honorary  Members”  of  the  Medi- 
cal Alumni  Association,  were  two  distinguished  Uni- 
versity professors,  long  active  as  Pre-Medical  Ad- 
visors, Dr.  William  W.  Newby,  Professor  of  Genetic 
and  Molecular  Biology,  and  Director  of  the  Univer- 
sity’s Advanced  Placement  Program;  and  Dr.  Stephen 
D.  Durrant,  Professor  of  Zoology  and  Entomology. 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Recent  Acquisitions 

Advances  in  Blood  Grouping,  v.  2:  By  Alexander  S.  Wiener. 
N.  Y.,  1965,  Grune.  454  p.  Price:  $11.82. 

Antibiotics  and  Sulphonamides  in  Tropical  Medicine:  By 

Joseph  Ungar.  London,  1965,  Oxford  Univ.  Pr.  110  p.  Price: 
$3.25. 

Aspects  of  Venous  Function  in  the  Lower  Limbs:  By  John 
Ludbrook.  Springfield,  111.,  1965,  Thomas.  137  p.  Price:  $6.75. 

Atlas  of  Orthopaedic  Exposures:  By  Toufick  Nicola.  Balt., 
1966,  Williams  & Wilkins.  135  p.  Price:  $10.00. 

Autoimmunity  and  Disease:  By  Leonard  E.  Glynn.  Phila.,  1965, 
F.  A.  Davis.  420  p.  Price:  $12.00. 

Clinical  Endocrine  Cytology:  By  Jacoba  C.  de  Neef.  N.  Y., 

1965,  Hoeber.  321  p.  Price:  $12.50. 

Cobalt-60  Teletherapy:  By  Ivan  H.  Smith.  N.  Y.,  1964,  Hoeber. 
464  p.  Price:  $18.50. 

Communicable  and  Infectious  Diseases:  By  Franklin  H.  Top. 
5th  ed.  St.  Louis,  1964,  Mosby.  902  p.  Price:  $21.00. 

Current  Diagnosis  and  Treatment:  By  Henry  Brainerd.  Los 
Altos,  Calif.,  1966,  Lange.  916  p.  Price:  $9.50. 

Diagnosis  and  Therapy  of  the  Glaucomas:  By  Bernard  Becker. 
2d  ed.  St.  Louis,  1965,  Mosby.  443  p.  Price:  $18.50. 

The  Differential  Diagnosis  of  Cardiovascular  Diseases:  By 
Aldo  A.  Luisada.  N.  Y.,  1965,  Grune.  226  p.  Price:  $9.75. 

Drugs  of  Choice,  1966-1967:  Edited  by  Walter  Modell.  St. 
Louis,  1966,  Mosby.  967  p.  Price:  $16.75. 

Experiences  of  the  Unwed  Mother  as  a Parent:  By  Mignon 
Sauber.  N.  Y.,  1965,  Community  Council  of  Greater  New 
York.  182  p.  Price:  $3.50. 

The  Family  and  Individual  Development:  By  Donald  W. 
Winnicott.  N.  Y.,  1965,  Basic  Books,  181  p.  Price:  $5.00. 

From  Auscultation  to  Phonocardiography:  By  Aldo  A.  Luisada. 
St.  Louis,  1965.  Mosby.  351  p.  Price:  $17.75. 

Heritable  Disorders  of  Connective  Tissue:  By  Victor  A. 
McKusick.  3d  ed.  St.  Louis,  1966,  Mosby.  499  p.  Price:  $14.75. 

Human  Sexual  Response:  By  William  H.  Masters.  Boston, 

1966,  Little,  Brown.  366  p.  Price:  $10.00. 


Medical  Radiographic  Technic:  Sponsored  by  the  X-Ray 
Dept,  of  the  General  Electric  Co.  3d  ed.  Springfield,  111.,  1965, 
Thomas.  351  p.  Price:  $11.00. 

Mountain  Sickness:  By  Bidyapati  Bhattacharjya.  Balt.,  1964, 
Williams  & Wilkins.  58  p.  Price:  $3.50. 

Neurotic  Styles:  By  David  Shapiro.  N.  Y.,  1965,  Basic  Books. 
207  p.  Price:  $5.50. 

Ocular  Syndromes:  By  Walter  J.  Geeraets.  Phila.,  1965,  Lea 
& Febiger.  211  p.  Price:  $7.50. 

Osteotomy  at  the  Upper  End  of  the  Femur:  By  Henry  Milch. 
Balt.,  1965,  Williams  & Wilkins.  170  p.  Price:  $11.25. 

Pavlovian  Psychiatry:  By  Christian  Astrup.  Springfield,  111., 
1965,  Thomas.  171  p.  Price:  $6.75. 

Pediatric  Pathology:  By  Daniel  Stowens.  2d  ed.  Balt.,  1966, 
Williams  & Wilkins.  847  p.  Price:  $26.50. 

Physiology  of  the  Uterus:  By  Samuel  R.  M.  Reynolds.  N.  Y., 
1965,  Hafner.  619  p.  Price:  $14.25. 

Preimplantation  Stages  of  Pregnancy:  Symposium  by  Ciba 
Foundation.  Boston,  1965,  Little,  Brown.  430  p.  Price:  $13.50. 

Radioactive  Isotopes  in  Medicine  and  Biology:  v.  2,  Medicine: 
By  Solomon  Silver.  Phila.,  1962,  Lea  & Febiger.  347  p.  Price: 
$8.00. 

Rare  Diseases  in  Internal  Medicine:  Edited  by  Neuton  S. 
Stern.  Springfield,  111.,  1966,  Thomas.  572  p.  Price:  $18.50. 

Sanity,  Madness,  and  the  Family:  By  Ronald  D.  Laing.  N.  Y., 

1964,  Basic  Books.  272  p.  Price:  $6.00. 

Studies  on  the  Abdominal  Incision:  By  Mathew  W.  Kobak. 
Springfield,  111.,  1965,  Thomas.  86  p.  Price:  $5.50. 

The  Surgeon’s  Craft:  By  Hedley  J.  B.  Atkins.  Springfield,  111., 

1965,  Thomas.  201  p.  Price:  $3.50. 

Surgery:  A Concise  Guide  to  Clinical  Practice:  Edited  by 
George  L.  Nardi.  2d  ed.  Boston,  1965,  Little,  Brown.  1038  p. 
Price:  $15.00. 

Surgical  Applications  of  Laser:  By  Paul  E.  McGuff.  Spring- 
field,  111.,  1966,  Thomas.  200  p.  Price:  $10.50. 

Synopsis  of  Clinical  Tropical  Medicine:  By  Oscar  Felsenfeld. 
St.  Louis,  1965,  Mosby.  378  p.  Price:  $9.25. 

Techniques  of  Foot  Surgery:  By  Donald  A.  Schubert.  Ann 
Arbor,  Mich.,  1965,  J.  Thaddeus  Pub.  Co.  208  p.  Price:  $25.00. 

The  Thalassaemia  Syndromes:  By  D.  J.  Weatherall.  Phila., 
1965,  F.  A.  Davis.  272  p.  Price:  $9.00. 

Vascular  Surgery:  Edited  by  Herbert  R.  Hawthorne.  Spring- 
field,  111.,  1965,  Thomas.  249  p.  Price:  $18.75. 

Vitreoretinal  Pathology  and  Surgery  in  Retinal  Detachment: 
By  Paul  A.  Cibis.  St.  Louis,  1965,  Mosby.  293  p.  Price:  $20.00. 

The  Wandering  Husband:  By  Hyman  Spotnitz.  Englewood 
Cliffs,  New  Jersey,  1964,  Prentice-Hall.  224  p.  Price:  $4.95. 

X-Ray  Examination  of  the  Stomach:  By  Frederic  E. 
Templeton.  Rev.  ed.  Chicago,  1964,  Univ.  Chicago  Pr.  598  p. 
Price:  $15.00. 
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Utah 

LaVille  Hendricks  Merrill,  MD,  65,  Hiawatha  In- 
dustrial Practitioner,  died  Tuesday,  May  17,  at  his 
home. 

Doctor  Merrill  was  born  March  15,  1901,  in  Rich- 
mond, Cache  County. 

He  was  a 1928  graduate  of  the  University  of  Illi- 
nois College  of  Medicine,  and  received  his  under- 
graduate training  at  the  University  of  Utah.  After 
completing  medical  school,  he  served  an  internship 
at  Garfield  Park  Hospital  in  Chicago  and  at  the  LDS 
Hospital,  Salt  Lake  City. 

In  1930  Doctor  Merrill  moved  to  Carbon  County 
and  became  physician  for  the  Spring  Canyon  Com- 
pany and  the  Royal  Coal  Company.  In  1946  he  be- 
came physician  for  the  U.  S.  Fuel  Company  in 
Hiawatha,  a position  which  he  held  at  the  time  of  his 
death. 

Doctor  Merrill  was  a former  chief  of  staff  at  the 
Carbon  Hospital,  Price,  and  was  active  in  civic  affairs 
in  Carbon  County.  He  was  a member  of  the  Price 
Elks  Lodge,  American  Legion  Unit  15,  Hiawatha; 
past  president  of  Castle  Valley  Knife  and  Fork  Club, 
Carbon  Country  Club,  and  a former  member  of  the 
Price  Rotary  Club.  He  was  a member  of  Phi  Chi  na- 
tional medical  fraternity,  and  the  Carbon  County, 
Utah  State,  and  American  Medical  Associations.  He 
was  also  a member  of  the  Utah  State  Tuberculosis 
and  Mental  Health  Committees.  During  1945  and 
1946  Doctor  Merrill  served  as  a Lieutenant  Com- 
mander in  the  U.  S.  Navy  at  Okinawa. 

He  is  survived  by  his  widow,  sons  and  daughters, 
10  grandchildren  and  7 brothers  and  sisters. 
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WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 

That's  why  we're  proud  to  publicize  our  twenty  years  of  experience  working  exelu- 
sively  with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1 ,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning—RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS.  FEES.  PERSONNEL.  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you — without  obliga- 
tion— how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it's  worth  the  time  to  investigate! 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 
Denver,  Colorado  80215 

MEMBER 


for  July,  1966 
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Colorado  Medical  Society 

OFFICERS — 1965-66 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
September  28,  1966  at  the  Annual  Session  in  Colorado  Springs. 
President:  Paul  R.  Hildebrand,  Brush 
President-elect:  Myron  C.  Waddell,  Denver 
Vice  President:  Walter  C.  Herold,  Colorado  Springs 
Treasurer:  William  A.  Day,  Colorado  Springs,  1968 
Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966 
Additional  Trustees:  J.  Alan  Shand,  La  Junta,  1966;  Carl  H. 
McLauthlin,  Denver,  1967:  Kenneth  A.  Platt,  Westminster, 
1967:  J.  Robert  Spencer,  Denver.  1968. 

Judicial  Council:  District  No.  1 — Daniel  H.  Buchanan,  Jr., 
Denver,  1966:  District  No.  2 — John  Simon,  Englewood,  1968: 
District  No.  3 — Kenneth  E.  Gloss,  Colorado  Springs,  1967: 
District  No.  4— James  G.  Price,  Brush,  1966;  District  No.  5 — 
William  S.  Curtis,  Boulder,  1966;  District  No.  6 — Heman  R. 
Bull.  Grand  Junction,  1967;  District  No.  7 — Tullius  W.  Halley, 
Durango,  1967:  District  No.  8 — Herman  W.  Roth,  Monte  Vista, 
Chairman,  1968;  District  No.  9 — Scott  A.  Gale,  Pueblo,  Vice 
Chairman,  1968. 

Grievance  Committee:  John  B.  Griffith,  Aurora,  Secretary, 
1966;  Dwight  C.  Dawson,  Colorado  Springs,  1966:  Ray  G. 
Witham,  Craig,  Chairman,  1966;  Clayton  K.  Mammel,  Den- 
ver, 1966:  Robert  B.  Richards,  Fort  Morgan,  1986;  Joseph  A. 
Leonard,  Lakewood,  1966;  Joel  R.  Husted,  Boulder,  1967; 
James  A.  Henderson,  Englewood,  1967;  Robert  J.  Bliss,  Fort 
Collins,  1967:  John  A.  McDonough,  Ordway,  1967;  H.  Harper 
Kerr,  Pueblo,  1967;  Edward  E.  Tennant,  Sterling,  1967. 
Delegates  to  the  American  Medical  Association:  Kenneth 
C.  Sawyer,  Denver,  Dec.  31,  1966  (Alternate,  Robert  E. 
McCurdy.  Denver,  Dec.  31,  1966);  Gatewood  C.  Milligan, 
Englewood,  Dec.  31,  1967  (Alternate,  Ray  G.  Witham,  Craig, 
Dec.  31,  1967);  Harlan  E.  McClure,  Lamar,  Dec.  31,  1967 
(Alternate,  Vernon  L.  Bolton,  Colorado  Springs,  Dec.  31,  1967). 
Speaker,  House  of  Delegates:  Marvin  E.  Johnson,  Denver. 

Vice  Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora. 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS — 1965-66^ — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Paul  J.  Gans,  Lewistown. 

President-elect:  Albert  L.  Vadheim,  Bozeman. 

Vice  President:  Alfred  M.  Fulton,  Billings. 
Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney 
Assistant  Secretary-Treasurer:  Robert  K.  West,  Cut  Bank. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Bil- 
lings. 

Executive  Committee:  Paul  J.  Gans,  Lewistown;  Albert  L. 
Vadheim,  Bozeman:  Alfred  M.  Fulton,  Billings;  Oscar  A. 
Swenson,  Sidney;  Robert  K.  West,  Cut  Bank;  S.  C.  Pratt, 
Miles  City;  Herbert  T.  Caraway,  Billings:  M.  A.  Gold,  Butte; 
David  Gregory,  Glasgow. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren  D. 
Bowman,  Billings. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 

Nevada  State  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1966  Annual  Session. 

President:  Joseph  M.  George,  Jr.,  Las  Vegas 


President-Elect:  William  M.  Tappan,  Reno 

Secretary -Treasurer:  V.  A.  Salvadorini,  Reno 

Immediate  Past  President:  John  M.  Read,  Elko 

AMA  Delegate:  Leslie  A.  Moren,  Elko 

Alternate  Delegate:  Thomas  S.  White,  Boulder  City 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 

Wesley  W.  Hall,  Reno 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  Indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1967  Annual  Session. 

President:  Tom  L.  Carr,  Albuquerque. 

President-Elect:  Emmit  M.  Jennings,  Roswell. 

Vice  President:  Earl  B.  Flanagan,  Carlsbad. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 
Immediate  Past  President:  Robert  P.  Beaudette,  Raton. 
Speaker,  House  of  Delegates:  Hugh  B.  Woodward,  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dom,  Albu- 
querque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick.  Las  Cruces. 
Scientific  Editor  for  New  Mexico,  Rocky  Mountain.  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
505. 

Utah  State  Medical  Association 

OFFICERS— 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  L.  V.  Broadbent,  Cedar  City. 

President-elect:  Paul  A.  Clayton,  Salt  Lake  City. 

Past  President:  Stanley  R.  Child,  Salt  Lake  City. 

Honorary  President:  Henry  C.  Stranquist,  Ogden. 

Secretary  ’67:  Russell  M.  Nelson,  Salt  Lake  City. 

Treasurer  ’66:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo. 
President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan. 
Alternate  Speaker,  House  of  Delegates:  William  H.  Christensen. 
Salt  Lake  City. 

Additional  Trustees:  Box  Elder  County  Med.  Soc.  ’66,  S.  L. 
Moskowitz,  Brigham  City:  Cache  Valley  Med.  Soc.  ’66,  Robert 
S.  Budge,  Smithfield;  Carbon  Co.  Med.  Soc.  ’66,  William  M. 
Gorishek,  Price:  Central  Utah  Med.  Soc.  ’67,  Halvard  J. 
Davidson.  Manti;  Salt  Lake  Co.  Med.  Soc.  '66,  John  H.  Clark, 
Salt  Lake  City;  Southeastern  Utah  Med.  Soc.  ’67,  Jerrold  C. 
Smith.  Monticello;  Southern  Utah  Med.  Soc.  ’67,  Joseph  J. 
Sannella,  Kanab;  Uintah  Basin  Med.  Soc.  ’67.  R.  V.  Larson, 
Roosevelt:  Utah  County  Med.  Soc.  ’65,  Richard  A.  Call, 
Provo:  Weber  County  Med.  Soc.  '67,  Douglas  C.  Barker, 
Ogden. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Richard 
P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City.  Telephone  EL5-7577. 

Wyoming  State  Medical  Society 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Thomas  Nicholas,  Buffalo 

President-elect:  Ray  K.  Christensen,  Powell 

Vice  President:  James  W.  Barber,  Cheyenne 

Secretary:  Laurence  W.  Greene,  Jr.,  Laramie 

Treasurer:  Roger  P.  Mattson,  Casper 

Delegate  to  the  A.M.A.:  Harlan  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler, 

Casper 

Speaker  of  the  House:  John  H.  Froyd,  Worland 
Vice  Speaker  of  the  House:  Roy  Holmes,  Casper 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne 
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Rocky  Mountain  Medical  Journal 


Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Mr.  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Mr.  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Mr.  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Cheyenne 
THE  COUNCIL:  Composition  of  the  Council  shall  be  the 
Councilors  elected  by  the  component  Societies,  the  President, 
President-elect,  Vice  President,  Secretary,  Treasurer,  the 
Immediate  Past-president,  the  Delegate  and  the  Alternate 
Delegate  to  the  American  Medical  Association.  The  President 
of  the  Society  shall  be  the  President  of  the  Council. 

THE  JUDICIAL  DEPARTMENT 

GRIEVANCE  COMMITTEE:  S.  J.  Giovale,  Cheyenne,  Chair- 
man, 1966;  Albert  Sudman,  Green  River,  1967;  John  H,  Froyd, 
Worland,  1968. 

COUNCIL  ON  MEDICAL  SERVICES:  Henry  Stephenson, 
Newcastle,  Chairman,  1966;  Louis  G.  Booth,  Sheridan,  1966; 
Goode  R.  Cheatham,  Casper,  1966;  James  E.  Stoetzel,  Pine 
Bluffs,  1967;  Dean  A.  Holt,  Evanston,  1967, 

COMMITTEES  OF  THE  COUNCIL- 
PUBLIC  HEALTH:  Arthritis  and  Rheumatism:  Blood  Banks: 
Cancer:  Child  Health:  Geriatrics;  Gottsche  Foundation;  Ma- 
ternal Health;  National  Foundation:  Rheumatic  Fever;  Rural 
Health:  Wyoming  Society  for  Crippled  Children  and  Adults; 
Crippled  Children’s  Division,  Wyoming  State  Health  De- 
partment; Tuberculosis;  Unification  of  Volunteer  Health 
Groups:  Brendan  P.  Phibbs,  Casper,  Chairman;  Seymour 
Thickman,  Sheridan:  Raymond  E.  Kunkel,  Thermopolis; 
Donald  L.  Becker,  Casper;  Lawrence  J.  Cohen,  Cheyenne: 
Harry  C.  Crawford,  Cheyenne. 

MEDICINE  AND  RELIGION:  Henry  N.  Stephenson,  New- 
castle, Chairman;  Dean  Holt,  Evanston;  L.  D.  Kattenhorn, 
Powell:  Jack  R.  Rhodes,  Sheridan;  R.  H.  Bowden,  Casper. 
PUBLIC  SAFETY:  Athletic  and  School  Health:  Health  Educa- 
tion: Home,  Highway,  and  Water  Safety;  Medical  Advisory 
to  Wyoming  Motor  Vehicle  Department:  John  H.  Froyd, 
Worland,  Chairman;  Bernard  Sullivan,  Laramie:  Herbert 
Jackman,  Rock  Springs:  R,  I.  Williams,  Cheyenne:  Harlan  B. 
Anderson,  Casper;  Bob  L,  Welo,  Casper. 

EMERGENCY  HEALTH  SERVICES  COMMITTEE  (Formerly 
Civil  Defense  and  National  Emergency):  Raymond  T.  Straub, 
State  Health  Dept.  Coordinator;  Region  No.  1,  (Laramie, 
Platte,  and  Goshen) : G.  W.  Rounsborg,  Torrington;  Region 
No.  2,  (Albany  and  Carbon):  Charles  Roland,  Rawlins; 
Region  No.  3,  (Sweetwater,  Uinta,  Lincoln,  and  Sublette): 
Frank  J.  Bertoncelj,  Rock  Springs;  Region  No.  4,  (Fremont 
and  Teton):  Bernard  D.  Stack,  Riverton;  Region  No.  5,  (Hot 
Springs,  Washakie,  Big  Horn,  and  Park) : A.  A.  Engelman, 
Worland;  Region  No.  6,  (Sheridan,  Johnson,  Campbell,  Crook, 
and  Weston):  Fred  J.  Araas,  Sheridan;  Region  No.  7,  (Na- 
trona, Converse,  and  Niobrara):  George  M.  Knapp,  Casper. 
MEDICAL  ASSISTANTS:  Members  of  the  Council. 

COUNCIL  ON  EXECUTIVE,  GOVERNMENTAL  AFFAIRS 
AND  ECONOMICS:  G.  Myron  Harrison,  Rock  Springs,  Chair- 
man, 1966:  Duane  M.  Kline,  Cheyenne,  1966;  Raymond  E. 
Kunkel,  Thermopolis,  1966;  James  Haller,  Gillette,  1967; 
James  J.  Batty,  Sheridan,  1967. 

COMMITTEES  OF  THE  COUNCIL- 
ADVISORY  ON  WOMAN’S  AUXILIARY:  Thomas  A.  Nicholas, 
Buffalo,  Chairman;  Ray  K.  Christensen,  Powell;  Officers  of 
the  Wyoming  State  Medical  Society. 

ADVISORY  ON  WORKMEN’S  COMPENSATION:  Judicial 
District  No.  1,  (Laramie,  Platte  and  Goshen):  Paul  J.  Preston, 
Cheyenne,  Chairman:  Leo  W,  Keenan,  Torrington;  Judicial 
District  No.  2,  (Albany,  Carbon,  and  Sweetwater):  G.  Myron 
Harrison,  Rock  Springs:  Judicial  District  No.  3,  (Uinta,  Teton, 
Sublette  and  Lincoln);  Joseph  S.  Hellewell,  Evanston; 
J.  Thomas  Johnston,  Pinedale;  Judicial  District  No.  4,  (Sheri- 
dan, Campbell,  and  Johnson) : Thomas  A.  Nicholas,  Buffalo; 
Judicial  District  No.  5,  (Big  Horn,  Washakie,  Hot  Springs, 
and  Park):  Joseph  A.  Gautsch,  Cody;  A.  A.  Engleman,  Wor- 
land; Judicial  District  No.  6,  (Crook,  Weston,  and  Niobrara): 
Willis  M.  Franz,  Newcastle;  Judicial  District  No.  7,  (Con- 
verse, Natrona,  and  Fremont) : George  M.  Knapp,  Casper. 
FEE  SCHEDULES  COMMITTEE:  One  general  practitioner 
elected  by  each  component  County  Medical  Society  and  one 
specialist  elected  by  each  specialty  group  represented  in  the 
state.  (President  and  Secretary  elected  by  the  committee). 
LEGISLATION  COMMITTEE:  Norman  R.  Black,  Cheyenne, 
Chairman;  James  W.  Barber,  Cheyenne:  Francis  A.  Barrett, 
Cheyenne;  Duane  M.  Kline,  Cheyenne;  Robert  B.  Stump, 
Cheyenne;  Laurence  W.  Greene,  Laramie;  S.  J.  Giovale, 
Cheyenne;  Mr.  Byron  Hirst,  Cheyenne. 

NOMINATING  COMMITTEE:  Ray  K.  Christensen,  Powell, 
Chairman;  All  present  officers  (President,  Vice  President 
Secretary  and  Treasurer);  All  Past  Presidents,  Past  Secre- 


taries, and  Past  Treasurers;  Chairmen  of  the  following  4 
county  delegations:  Northwest,  Laramie,  Natrona,  Northeast. 
STATE  INSTITUTIONS  COMMITTEE:  State  Hospital  Ad- 
visory; William  N.  Karn,  Jr.,  Evanston,  Chairman.  Responsible 
for  obtaining  reports  from  the  following  State  Institutions: 
State  Prison,  Rawlins;  Pioneer  Home,  Thermopolis;  State 
Industrial  Institute,  Worland;  Tuberculosis  Sanitorium  and 
Geriatrics  Division,  Basin:  State  Hospital,  Evanston:  State 
Training  School,  Lander;  Wyoming  Girls’  School,  Sheridan; 
Soldiers’  and  Sailors’  Home,  Buffalo;  Wyoming  Children’s 
Home,  Casper. 

MILITARY  AND  VETERANS’  AFFAIRS  COMMITTEE:  Ad- 
visory to  Selective  Service;  Veterans’  Care:  Bernard  J. 
Sullivan,  Laramie,  Chairman,  1968:  S.  S.  Zuckerman,  Chey- 
enne, 1967;  George  M.  Knapp,  Casper,  1966;  Medicare:  Special 
Governmental  Affairs  Committee  (See  member  listing  under 
Special  Committees). 

INSURANCE  AND  RETIREMENT  COMMITTEE:  Insurance; 
Retirement  Plan:  James  W.  Barber,  Cheyenne,  Chairman; 
David  M.  Flett,  Cheyenne:  O.  J.  Rojo,  Sheridan;  Francis  A. 
Barrett,  Cheyenne;  Robert  H.  Bowden,  Casper;  Blue  Shield 
Trustees:  Mr.  Carl  Robinson,  Afton,  1967;  Dan  B.  Greer, 
Cheyenne,  1967:  Fenworth  M.  Downing,  Sheridan,  1967:  Paul 
R.  "Zedinak,  Rock  Springs,  1967;  Harlan  B.  Anderson,  Casper, 
1968;  Chester  Ridgeway,  Cody,  1968;  Mr.  H.  T.  Person, 
Laramie,  1968;  Mr.  Howard  Flitner,  Greybull,  1968;  Thomas 
Nicholas,  Buffalo,  1969;  William  A.  Hinrichs,  Douglas,  1969; 
Henry  N.  Stephenson,  Newcastle,  1969;  Judge  Harry  S. 
Harnsberger,  Cheyenne,  1969;  Blue  Cross  Trustees:  Richard 
N.  Winger,  Cheyenne,  1967;  Duane  M.  Kline,  Cheyenne,  1968. 
STUDENT  LOAN  FUND  COMMITTEE:  Members  of  the  Coun- 
cil. 

PUBLIC  RELATIONS  COMMITTEE:  S.  J.  Giovale.  Cheyenne, 
Chairman;  Thomas  A.  Nicholas,  Buffalo;  Francis  A.  Barrett, 
Cheyenne;  Benjamin  Gitlitz,  Thermopolis;  Mr.  William 
Anderson,  Cheyenne;  All  1965-1966  County  Medical  Society 
Presidents. 

COUNCIL  ON  RESEARCH,  ORGANIZATION  AND  SCIEN- 
TIFIC PROGRAM:  Paul  R.  Yedinak,  Rock  Springs,  Chairman, 
1966;  Francis  A.  Barrett.  Cheyenne,  1966:  Donald  F.  Mahnke, 
Casper,  1967;  William  Jensen,  Cody,  1967;  Harry  B.  Tipton, 
Lander,  1967. 

COMMITTEES  OF  THE  COUNCIL— 

AMA  EDUCATION  AND  RESEARCH  FOUNDATION  COM- 
MITTEE: (One  from  each  component  Society)  Albany — 
William  T.  Ward,  Laramie,  Chairman;  Carbon — James  E. 
Cashman,  Rawlins;  Converse — E.  George  Johnson,  Douglas; 
Fremont — E.  W.  Richards,  Riverton:  Goshen — Kayo  Smith, 
Torrington;  Johnson — Robert  C.  Carnahan,  Buffalo:  Laramie 
— Don  W.  Herrold,  Cheyenne;  Natrona — Frederick  H.  Haigler, 
Casper:  Northeast — Richard  C.  Baughman,  Gillette;  North- 
west— L.  S.  Anderson,  Worland;  Platte — William  E.  Rosene, 
Wheatland;  Sheridan — Oscar  J.  Rojo,  Sheridan;  Sweetwater — 
Paul  R.  Yedinak.  Rock  Springs;  Teton — William  W.  Elmore, 
Jackson:  Uinta — John  H.  Waters.  Evanston. 

CONSTITUTION  AND  BYLAWS  COMMITTEE:  Harlan  B. 
Anderson,  Casper,  Chairman;  John  H.  Froyd,  Worland; 
Thomas  Nicholas,  Buffalo:  S.  J.  Giovale,  Cheyenne. 
CREDENTIALS  COMMITTEE:  Laurence  W.  Greene,  Jr., 
Laramie,  Chairman;  James  Barber,  Cheyenne,  Vice  President; 
Roger  Mattson,  Casper,  Treasurer. 

ORIENTATION  PROGRAM  COMMITTEE:  James  Barber, 
Cheyenne,  Chairman;  Wm.  N.  Karn,  Evanston;  Robert  Alberts, 
Cheyenne;  Mr.  Arthur  R.  Abbey;  Mr.  Byron  Hirst. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  COMMITTEE: 
D.  G.  MacLeod,  Jackson,  Chairman,  1967;  W.  W.  Elmore, 
Jackson,  1966;  J.  Thomas  Johnston,  Pinedale,  1966;  M.  J. 
Smith,  Cody,  1967;  Paul  R.  Yedinak,  Rock  Springs,  1968. 
SCIENCE  FAIR  COMMITTEE:  Herbert  Jackman,  Rock 
Springs,  Chairman;  Charles  G.  Vivion,  Jr.,  Laramie;  Bryce 
Reeve,  Casper;  Louis  G.  Booth,  Sheridan. 

TIME  AND  PLACE  COMMITTEE:  Ray  K.  Christensen. 
Powell,  Chairman;  Thomas  A.  Nicholas,  Buffalo;  James 
Barber,  Cheyenne:  Laurence  Greene,  Laramie;  Roger  P, 
Mattson,  Casper;  Harlan  B.  Anderson,  Casper:  Frederick  H. 
Haigler,  Casper;  Chairman  of  the  Sweetwater  Delegation; 
Chairman  of  the  Sheridan  Delegation;  Chairman  of  the  Al- 
bany Delegation. 

PROGRAM  AND  ENTERTAINMENT  COMMITTEE;  Thomas 
Nicholas.  Buffalo,  Chairman:  Ray  K.  Christensen,  Powell; 
James  Barber,  Cheyenne:  Laurence  Greene,  Laramie; 
Roger  P.  Mattson,  Casper;  Harlan  B.  Anderson,  Casper; 
Frederick  Haigler,  Casper:  Members  of  Research,  Organiza- 
tion and  Scientific  Program  Committee;  Francis  A.  Barrett, 
Cheyenne. 

HISTORICAL  COMMITTEE;  S.  J.  Giovale,  Cheyenne,  Chair- 
man: Harlan  B.  Anderson,  Casper. 

MEMORIAL  COMMITTEE:  James  W.  Sampson,  Douglas, 
Chairman. 
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WANT  ADS 


INTERNIST  for . 5-man  department  in  busy  and  steadily 
growing  northcentral  Kansas  13-member  multispecialty 
group.  Partnership  after  salary  for  two  years.  Board  eligible 
or  Certified.  Reply  to  Box  11-9-TFB,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Ave.,  Denver,  Colorado  80218.  11-9-TFB 


INTERNIST — For  402  bed  general  medical  and  surgical  hos- 
pital. preferably  board  certified  or  eligible,  salary  $14,250  to 
$19,252  depending  on  qualifications;  life  and  hospitalization 
insurance;  annual  and  sick  leave;  retirement  plan;  cost  of 
moving  will  be  paid;  license  (any  state)  required.  Equal  op- 
portunity employer.  Write  Chief  of  Staff,  Veterans  Admin- 
istration Hospital,  Tucson,  Arizona  85713.  7-3-4B 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502,  Denver. 

9-7-TFB 


INTERNIST-CARDIOLOGIST,  certified  in  both,  age  48.  In- 
terested in  internist  group,  multi-specialty  group,  director 
of  medical  education,  or  a practice  combined  with  some 
teaching  or  some  research.  Mountain  west  or  Pacific  coast 
preferred.  Academic  or  culture-oriented  community  desired. 
Reply  to  Box  6-1-4B,  Rocky  Mountain  Medical  Journal, 
1809  E.  18th  Avenue,  Denver,  Colorado  80218.  6-1-4B 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-5-TFB 


PHYSICIAN  FOR  GENERAL  MEDICINE  in  Outpatient  Ser- 
vice. Salary  determined  by  qualifications.  Inquire  Chief, 
Outpatient  Service,  Veterans  Administration  Hospital,  1055 
Clermont  Street,  Denver,  Colorado  80220.  Telephone  388-3661, 
Ext.  212.  6-6-3B 


OFFICE  SUITES  AVAILABLE,  1,000  square  feet,  consultation 
room,  3 examining  rooms,  business  area  and  waiting  room, 
near  hospital  in  Casper,  Wyoming.  Community  active  med- 
ically with  enlarging  hospital.  Inquire  C.  Robertson,  1150 
Payne  Avenue,  Casper,  Wyoming.  Phone  307-234-1442.  6-2-3B 


THREE  ACADEMY  OF  GENERAL  PRACTICE  MEMBERS, 
in  fast  growing  Nevada  community  desire  an  associate. 
$16,000  first  year,  with  full  partnership  in  near  future.  One 
month  vacation  first  year.  Reply  to  Box  4-6-4,  Rocky  Moun- 
tain Medical  Journal,  1809  E.  18th  Avenue,  Denver,  Colo- 
rado 80218.  4-6-4 


STUDENT  HEALTH  SERVICE— Excellent  opportunity  for 
generalist  to  join  full  time  staff  of  expanding  health  ser- 
vice. Pleasant  university  town  in  Rocky  Mountain  area. 
Write  Box  6-5-3B,  Rocky  Mountain  Medical  Journal,  1809  E. 
18th  Avenue,  Denver,  Colorado  80218.  6-5-3B 


OPHTHALMOLOGIST,  Board  Certified  or  Board  Eligible,  to 
join  well-established  department  in  twenty-two  doctor, 
multi-specialty  group,  in  midwest  city  of  sixty  thousand. 
Salary  open.  Partnership  after  three  years.  Excellent  pros- 
pects. Please  send  data  sheet  with  first  letter.  Address 
Medical  Associates,  1200  Main  Street,  Dubuque,  Iowa.  5-4-3B 


EXCLUSIVELY 

For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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MEDICAL  PRACTICE — For  sale,  active  West  Denver  General 
Practice.  Telephone  237-0416.  Mail  inquiries  may  be  ad- 
dressed to  1480  Hoyt  Street,  Suite  22,  Denver  80215.  7-5-1 


FOR  LEASE:  Medical  office  building.  West  Colfax  location, 
ample  parking.  Mail  inquiries  may  be  addressed  to  1480 
Hoyt  Street,  Suite  22,  Denver  80215.  Telephone  237-0416.  7-6-lB 


HEALTH  OFFICER— for  El  Paso  City-County  Health  Depart- 
ment. Headquarters — Colorado  Springs,  Colorado.  Position 
requires  M.P.H.  Salary  open  depending  upon  qualifications. 
Requires  physician  with  public  health  experience.  Contact 
Dalton  Roberts.  Administrative  Officer,  Colorado  State  De- 
partment of  Public  Health,  4210  E.  11th  Avenue,  Denver, 
Colorado  80220.  7-4-2B 


GENERAL  MEDICINE — 402  bed  general  medical  and  surgical 
hospital,  excellent  opportunity  for  young  physician  who  de- 
sires temporary  employment  in  Internal  Medicine  prior  to 
military  service;  salary  $8,961  to  $12,510  depending  on  quali- 
fications. Equal  opportunity  employer.  Write  Chief  of  Staff, 
Veterans  Administration  Hospital,  Tucson,  Arizona  85713. 

7-2-4B 


ST.  JOHNS,  County  Seat  of  Apache  County,  located  midway 
between  Phoenix  and  Albuquerque,  population  1800  with 
town  serving  area  of  3000.  The  town  has  excellent  schools, 
new  modern  airport,  municipal  swimming  pool  and  many  fa- 
cilities for  the  family.  Medical  facilities  include  fully  equipped 
clinic  with  large  waiting  room,  offices,  treatment  rooms, 
emergency  rooms  and  maternity  wing.  Also  city  owned  and 
operated  x-ray  and  laboratory  facilities  with  percent  of  in- 
come going  to  the  Doctor.  Hospitals  currently  operating  in 
towns  nearby,  the  closest  about  a 25-minute  drive.  Contact 
Medical  Services  Committee,  P.  O.  Box  296,  St.  Johns,  Ari- 
zona. 7-1-3B 


EARNEST  DRUG 

217  1 6th  Street 
Denver,  Colorado 
Prescription  Specialists 

Telephones  KEystone  4-7237— KEystone  4-3265 
FRESH-CIEAN-COMPIETE 
PRESCRIPTION  STOCK 

Free  Delivery 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 

309  16th  Street  f \ Telephone 

Denver  2 534-8714 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Croup  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 


for  July,  1966 


73 


% 


YES.  DOCTOR.  THERE'S  HELP  YOU  CAN  DEPEND  ON.  TOO! 

Just  as  patients  depend  on  you  to  help  restore  their 
health — now  you  can  rely  on  a low-cost  income 
protection  plan  to  help  safeguard  your  financial 
security  when  you're  sick  or  hurt  and  can't  earn 
a living. 


NOW 


Benefits  up  to  $800.00  a month  through 
the  Medical  Society's  Income  Protection 
Plan! 


RETURN  THE  COUPON  FOR  FULL  DETAILS 


Underwritten  by 


Mutual  i 


OF  OMAHA 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

Life  Insurance  Affiliate:  United  of  Omaha 
Home  Office— Omaha,  Nebraska 

2-7-12-64 


VINCENT  ANDERSON  COMPANY,  INC. 

Second  Floor,  Railway  Exchange  Building 
Denver,  Colorado  80202 

Please  send  full  details  about  the  Income  Protection  Plan  of  the 
Colorado  Medical  Society. 

NAME  

ADDRESS  

CITY  STATE  


Zip  Code 


Natural  Gas  & Electricity 

The  Energy  Team  For  Modern  Living 

PUBLIC  SERVICE 
COMPANY  OF  COLORADO 

an  investor-owned  utility 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to  fit 
the  most  difficult  cases. 

An  expert  eye-maker  is 
in  our  office  at  all  times 
to  give  your  patients  the 
satisfaction  they  must 
have.  In  business  since 
1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  825-0229 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


HIRSCHFELD’S 

Oltice  i'P'C. 

Speer  at  Acoma  • Denver  * 534-0631 


r Discriminating  Doctors 
everywhere  specify 

SXEELCASE 

Custom  Line 
Office  Furniture 

Doctors  ore  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  can  "individual- 
ize" your  office. 

Stop  in  soon  — or  phone  and  our  representative  wiii  caii 


74 


Rocky  Mountain  Medical  Journal 


Ames  Company,  Inc. 

Dextrostix 4 

Arch  Laboratories 

Dicarbosil  62 

Bristol  Laboratories 

Tetrex-F 9 

Burroughs-Wellcome  and  Co. 

Polysporin  15 

Cheyenne  National  Bank 69 

City  Park  Meadow  Gold  Dairy 76 

Denver  Optic  Company 74 

Denver  U.  S.  National  Bank Cover  III 

Earnest  Drug  Company 73 

Emory  John  Brady  Hospital 73 

Geigy  Pharmaceuticals 

Anturane 6-7 

HBA  Life  Insurance  Co 67 

Hewlett-Packard  Co.,  Sanborn  Division 

Patient  Monitoring  Systems 5 

Hirschfeld’s  Office  Furniture,  Inc 74 

Hynson,  Westcott  & Dunning,  Inc. 

BSP  Disposable  Unit 1 

Lederle  Laboratories 

Stresscaps 24 

Declomycin  12-13 

Lilly,  Eli  and  Co. 

Ilosone  16 

Mutual  of  Omaha 74 


Newton  Optical  Company  73 

Parke,  Davis  and  Company 

Dilantin  Cover  II 

Picker  X-ray,  Rocky  Mountain,  Inc 66 

Pitman-Moore  Division  of  the  Dow  Chemical 
Company 

Novahistine-LP 10-11 

Plains  Dairy  System  69 

Poythress,  William  P.  & Co. 

Trocinate  68 

Professional  Management  Midwest 69 

Public  Service  Company  74 

Rauscher  Pierce  Securities  Corp. 

Lou  Lagrave  61 

Republic  Building  Corporation  72 

Roche  Laboratories 

Valium  Cover  IV 

Sanborn  Division,  Hewlett  Packard  Co. 

Patient  Monitoring  Systems 5 

Searle,  G.  D.  & Company 

Dramamine  63 

Shadford-Fletcher  Optical  Co 76 

Smith,  Kline  & French  Laboratories 
Stelazine 8 

Squibb,  E.  R.  & Sons 

Naturetin  56 

Winthrop  Laboratories 

NTZ 3 

Wyoming  Medical  and  Surgical  Supply  Co.  67 
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LAKEWOOD  \ 
2530  Youngfield 
233-9093  / 


More  important,  you  can  rest  assured  because 
we  consider  our  service  an  extension  of  your 
professional  care  and  concern.  That's  why  we'd 
never  gamble  with  your  Rx  and  shortchange 
your  patients'  vision  by  compromising  with 
quality.  We  dispense  only  the  finest — 
Shadford-Fletcher  Quality! 


LITTLETON  \\  777-2424 
6200  S.  Broadway  \\ 

798-6888  I" 


2465  S.  Downing 


RECOMMEND  WITH  CONFIDENCE 

Shadford  • F I et  c h e r 


idford 


EYEWEAR 


PREMIUM 

QUALITY 

AT  ITS  BEST... 

Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 

Meadow  Gold 

HOME  DELIVERY 

OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 

TELEPHONE  388-1641 
Denver,  Colorado 
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^^^^ongenital  Vaginal  Atresia 
Bronchial  Asthma  in  Children 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


27 years  of  clinical  use... 
and  still  the  most 
widely  prescribed 
agent  of  its  kind 


Complete  information  for  usage  available  to 
physicians  on  request.  nm 


PARKE-DAVIS 

PARKE.  DAVIS  A COMPANY.  Detroit.  Michigtn  48232 
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LACTINEX 


TABLETS  & GRANULES 


LACTINEX  contains  a standardized  viable 
mixed  culture  of  Lactobacillus  acidophilus 
and  L.  bulgaricus  with  the  naturally 
occurring  metabolic  products  produced 
by  these  organisms. 

LACTINEX  was  introduced  to  help 
restore  the  flora  of  the  intestinal  tract 
in  infants  and  adults. 

LACTINEX  has  also  been  shown  to  be 
useful  in  the  treatment  of  fever 
blisters  and  canker  sores  of 
herpetic  origin. 


No  untoward  side  effects  have  been 
reported  to  date. 

Literature  on  indications  and  dosage 
available  on  request. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 
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Anturanei 

sulfinpyrazone 

“the  most  effective 
and  best  toierated’ 
uricosuric  agent 
for  the  control  of 
chronic  gout 


Anturane 

sulfinpyrazone 


Anturane  lowers 
uric  acid  levels 

Anturane  provides  a 
maximum  uricosuric  re- 
sponse “substantially 
greater”  than  that  pro- 
vided by  probenecid.^ 

In  most  hyperuricemic 
patients  Anturane  re- 
duces uric  acid  levels 
to  normal  and  keeps 
them  there.  Kuzell  and 
associates^  reported 
that  Anturane  lowered 
serum  uric  acid  levels 
to  6 mg./100  ml.,  or  low- 
er, in  85%  of  155  men 
and  96%  of  74  women 
with  primary  gout. 


reduces  tophi  and  im- 
proves joint  mobility 

Anturane  promotes  the 
excretion  of  urates  al- 
ready in  the  tissues.  The 
reduction  of  tophi  and 
periarticular  crystals  re- 
sults in  more  mobile, 
less  painful  joints. 

In  the  experience  of  Yu 
and  associates,^  the  dis- 
appearance of  tophi  in 
patients  treated  with 
Anturane  was  more  rapid 
than  with  probenecid. 


protects  against  acute 
attacks 

Anturane  reduces  the 
number  and  severity  of 
acute  gouty  attacks  and 
sometimes  eliminates 
them  altogether. 

In  one  study  of  42  pa- 
tients treated  with 
Anturane,'*  the  average 
number  of  attacks  per 
person  in  the  second 
year  was  59%  less  than 
in  the  first  year  (1.9 
compared  to  4.5). 


useful  in  refractory 
patients 

Because  of  its  potency, 
Anturane  is  often  effec- 
tive in  gouty  patients  re- 
fractory to  other  urico- 
suric agents. 

In  one  clinical  study^ 
“Only  1 of... 58  patients 
previously  treated  with 
probenecid  failed  to 
have  fewer  symptoms 
with  sulfinpyrazone....” 

well  tolerated 

Patients  can  usually  be 
maintained  indefinitely 
on  Anturane  without  cu- 
mulative effects  or  de- 
velopment of  tolerance. 


uricosuric  effect  of  Anturane  compared  with  probenecid  and  salicylates  (3  different  studies)^~^ 

Percentage  of  patients  obtaining  Sustained  serum  uric  acid  de- 
a decrease  of  2 mg./100  cc.  or  crease  from  control  values  in  pa- 

greater  in  serum  uric  acid  levels.'*  tients  treated  for  3 to  12  months.® 


Mean  increase  in  urinary  uric 
acid  excretion  {24  hours).® 
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Degree 

of  mobility:  Very  reduced 
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Normal  I 


Dosage 

Anturane  is  available  as  white, 
scored  tablets  of  100  mg.  Initially, 
give  half  a tablet  4 times  daily 
with  meals  or  milk,  increasing  in 
one  week  to  one  tablet  q.i.d.  In- 
crease to  two  tablets  q.i.d.  if  nec- 
essary, and  reduce  if  possible  to 
as  low  as  half  a tablet  q.i.d.  after 
control.  Continue  through  acute 
attacks,  which  can  be  concomi- 
tantly treated  with  phenylbuta- 
zone. 

Patients  on  other  uricosurics 
may  be  transferred  to  this  drug 
at  full  maintenance  dosage. 

Contraindications 

Active  peptic  ulcer.  Salicylates 
and  citrates  antagonize  the 


drug’s  action  and  are  contrain- 
dicated for  concomitant  use. 

Warning 

Use  with  caution  in  pregnant 
women. 

Precautions 

Keep  patients  under  close  super- 
vision and  make  periodic  blood 
counts.  Use  cautiously  in  patients 
sensitive  to  pyrazoies,  in  patients 
with  histories  of  peptic  ulcer,  and 
in  conjunction  with  sulfa  drugs, 
the  sulfonylurea  hypoglycemic 
agents,  and  insulin,  the  actions 
of  which  may  be  potentiated. 

In  mobilizing  urate  deposits,  the 
drug  may  precipitate  acute  at- 
tacks of  gout,  urolithiasis,  and 


renal  colic,  especially  in  the  ini- 
tial stages  of  therapy.  Ensure  ade- 
quate fluid  intake  and  alkalinize 
the  urine.  With  renal  impairment, 
test  renal  function  periodically. 

Adverse  Reactions 

The  most  frequent  are  upper  gas- 
trointestinal disturbances.  The 
drug  may  activate  peptic  ulcer. 

Rash  occurs  infrequently.  Blood 
dyscrasias  are  a possibility,  but 
they  are  rarely  encountered. 
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Shadow  or  substance 
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A pothegm 

. . stability  as  we  see  it  is  not  inertia  but  the 
nice  balance  of  many  forces  that  have  come  by 
mutual  interplay  over  ages  to  a state  of  equilibrium. 
Every  action  of  man  which  disturbs  that  balance  lets 
loose  these  opposing  and  cancelled  forces,  and  sets  in 
motion  a train  of  events  which  is  usually  unforeseen 
and  may  be  disastrous”  (W.  H.  Ogilvie^). 

Clinical  data 

A 58-year-old  man  was  admitted  about  30  minutes 
after  an  automobile  accident.  He  had  been  sitting 
ne.xt  to  the  driver,  who  was  uninjured.  Neither  had 
w'orn  seat  belts.  The  patient  complained  of  severe 
chest  pain,  right  hip  pain  and  difficulty  in  breathing. 
He  had  sustained  facial  lacerations,  loss  of  teeth  and 
most  likely  a maxillary  fracture.  Blood  pressure  was 
90/  50,  dropping  quickly  to  80/40  but  moving  to 
122/70  about  20  minutes  later,  at  which  time  his 
pulse  was  120  and  respiration  36. 

X-rays  showed  a dislocation  of  the  right  hip  and 
a fracture  of  the  acetabulum.  A supine  chest  film 
(Fig.  1)  showed  widening  of  the  mediastinum  and 
haziness  over  the  left  lung  so  that  a diagnosis  of  rup- 
tured aorta  with  hemothorax  was  considered. 

Clinical  course 

Shock  therapy  had  been  instituted,  but  30  minutes 
later  the  blood  pressure  could  not  be  recorded 
and  the  patient  expired.  The  postmortem  examination 
showed  a transection  of  the  aorta  about  3 cm.  distal 
to  the  origin  of  the  left  subclavian  artery;  only  about 
1 to  2 cm.  of  contiguous  wall  remained.  There  were 
recent  fractures  of  the  left  first  and  second  ribs, 
hemomediastinum  and  left  hemothorax. 

Epicrisis 

Rupture  of  the  thoracic  aorta  following  non-pene- 
trating impact  injuries  have  been  reported  fairly  of- 
ten.-- 3 Chest  pain  and  shock  may  or  may  not  be 
present.  Other  symptoms  reported  are  hoarseness, 
dyspnea  and  dysphagia.  The  mechanism  of  the  rup- 
ture is  uncertain.  According  to  one  theory,  the 


Fig.  1 


descending  aorta  continues  to  move  forward  (slow 
deceleration)  in  the  presence  of  a fixed  transverse 
aorta,  thus  permitting  rupture.  Another  point  of 
view  is  that  the  transverse  aorta  is  not  fixed,  and  it  is 
a shearing  force  at  the  junction  of  a mobile  trans- 
verse aorta  and  a fixed  deseending  aorta  that  causes 
the  damage. 

Most  ruptures  are  transverse  tears  just  distal  to  the 
origin  of  the  subclavian  artery.  Several  patients  have 
been  saved  by  prompt  confirmation  of  diagnosis  and 
emergency  thoracotomy.  (Occasionally  a delayed 
rupture  has  been  reported.)  The  most  important  part 
of  the  management  is  recognition  of  the  diagnosis. 
This  hinges  on  finding  a widened  mediastinum  on 
the  initial  chest  film,  or  on  serial  study,  permitting 
the  diagnosis  of  aortic  rupture  to  be  considered. 
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(norethindrone  2 mg.  c mestranol  •/  0.1  mg.) 

multiple  action  that  has  produced 
a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus^-i^  and  an  acceleration 
of  endometrial  changes. 1 3. 7-1 6 with 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE;  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration : One  Norinyl 
tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans.  F.  E.;  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goidzieher,  J.  W : Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen.  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15.  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond.  D.  0.:  Ibid.  6.  Rice-Wray,  E., 
Goidzieher,  J.  W.,  and  Aranda ■ Rosell,  A,:  Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goidzieher,  J.  W.,  Moses, 
L.  E-,  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964.  9.  Tyler,  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W,,  Mar- 
tinez-Manautou.J.,  and  Maqueo-Topete,  M . : Fertil  Steril 
16:158  (Mar.-Apr.)  1965.  11.  Flowers,  C.  E.,  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goidzieher,  J. 
W,:  AppI  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E.,  Jr.:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt,  R.  I.:  AppI  Ther 
6:427  (May)  1964,  16.  Newland,  D.  0.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 


norethindi  one — an  original  steroid  from 

SYNTEX^ 

LASORATORltiS  INC  ,PALO  ALTO,  CALIF 


for  multiple  contraceptive  action 


one  in 


morning 


one  in 


evening 


Now 

b.i.d.  convenience 

plus 

even  greater  patient  savings 
over  qJ.d.  tetracycline  therapy 

/ plus  all  the  advantages  of  \ 

^tetracycline  phosphate  complex/ 

_TM 

newTetrex  bid  CAPS* 

(tetracycline  phosphate  complex) 


Maximum  patient  savings.  New 

MCAPS  now  enable  you  to  pre- 
scribe tetracycline  in  an  even 
more  economical,  more  conve- 
nient form.  Your  patient’s  prescrip- 
tion dollar  gets  maximum  value:  a 
daily^CAPS  dose  is  priced  lower 
than  any  other  leading  brand  of 
tetracycline— b.i.d.  or  q.i.d. 

Well  tolerated.  Tetrex  (tetracy- 
cline phosphate  complex)  is  well 
tolerated.  Side  effects  are  few 
and,  to  date,  no  photodynamic 
reactions  have  been  reported. 


More  of  the  active  antibiotic  in 
the  blood.  The  basic  tetracycline 
in  Tetrex  (tetracycline  phosphate 
complex)  is  less  bound  to  serum 
protein  than  is  demethylchlortet- 
racycline.’  Result:  Tetrex  (tetracy- 
cline phosphate  complex)  pro- 
vides a higher  percentage  of 
active  antibiotic  in  the  blood. 

Available  in  bottles  of  16  and  50. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  infor- 
mation consult  Official  Package  Circular.  Indications: 
Infections  of  respiratory,  gastrointestinal  and  genito- 
urinary tracts  and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms.  Con/roinc/jcat/ons;  The  drug 
is  contraindicated  in  individuals  hypersensitive  to  tetra- 
cycline. Wornings;  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificia!  sun- 
light should  be  avoided  during  therapy.  Stop  treatment 
if  skin  discomfort  occurs.  No  cases  of  photosensitivity 
have  been  reported  with  tetracycline  phosphate  com- 
plex. With  renal  impairment,  systemic  accumulation  and 
hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia 
may  be  induced  during  tooth  development  (last  trimes- 
ter of  pregnancy,  neonatal  period  and  childhood).  Pre- 
cautions.- Mycotic  or  bacterial  superinfection  may  occur. 
Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic 
tests  for  syphilis  should  be  conducted  initially  and 
monthly  for  3 months.  Adverse  Reactions:  Glossitis, 
stomatitis,  nausea,  diarrhea,  flatulence,  proctitis, 
vaginitis,  dermatitis  and  allergic  reactions  may  occur. 
Usual  Adult  Dose:  500  mg.  b.i.d.  Continue  therapy  for 
10  days  in  beta-hemolytic  streptococcal  infections.  Ad- 
minister one  hour  before  or  two  hours  after  meals. 

References.-  1.  Roberts,  C.  E.,  Jr.;  Perry,  D.  M.;  Kuharlc, 
H.  A.,  and  Kirby,  W.  M.  M.:  A.  M.  A.  Arch.  Int.  Med. 
107:204  (Feb.)  1961. 


•Each  bidCAP  contains  Tetrex  (tetracycline  phosphate  compfex  equivalent  fo  500  mg.  fefrocyclme  HCI  activity). 


greater  potency 

lower  mg  intake  per  day 

600  mg  versus  1,000  mg 


in  G.U.  infections 
broad-spectrum  performance 


DECL01VIYCIN 

DEMETHYLCHLOKTErRACVCUM: 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and 
others— in  the  young  and  aged  — the  acutely  or  chronically  ill— when  the 
offending  organisms  are  tetracycline-sensitive. 

Contraindication  — History  of  hypersensitivity  to  demethylchlortetracycline. 
Warning— \n  renal  impairment,  usual  doses  may  lead  to  excessive  systemic 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated  and,  if  therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure  may  produce  an  exagger- 
ated sunburn  reaction  which  may  range  from  erythema  to  severe  skin  manifes- 
tations. In  a smaller  proportion,  photoallergic  reactions  have  been  reported. 
Patients  should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects  — Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  Use  of  demethylchlortetracycline  during  tooth  devel- 
opment (last  trimester  of  pregnancy,  neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey-brownish).  This  effect  occurs 
mostly  during  long-term  use  but  has  also  been  observed  in  short  treatment 
courses.  In  infants,  increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment.  Side  reactions  include  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  and  dermatitis,  if  adverse  reaction  or  idiosyncrasy  occurs, 
discontinue  medication  and  institute  appropriate  therapy.  Anaphylactoid  reac- 
tions have  been  reported. 

Average  Adult  Daily  Dosage;  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be  given  1 
hour  before  or  2 hours  after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content  drugs,  foods  and  some  dairy 
products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,  and  75  mg  of  de- 
methylchlortetracycline HCI. 


high  activity 


1-2  “extra’days  activity 

after  the  last  dose  to  protect  against  relapse 


12  hours 
between  - 
doses 


one  300  mg  Tablet  one  300  mg  Tablet 

mId-mornIng  mid-evening 
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GLUCOLA. 

Carbonated  Preparation  for  [ 

Carbohydrate  Tolerance  Tests 

NEW  I 


For  use  in  glucose 
tolerance  tests 
In  preference  to  the 
postprandial  test  meal 


1 

i 


i 


A NEW  SOLUTION  FOR  AN  OLD  PROBLEM 


Ready  to  use  • Pleasant  tasting  cola  flavor  . Well  tolerated 


A 7-ounce  bottle  of  Glucola  provides  a liquid  oral  loading  dose  equivalent  to 
75  Gm.  of  glucose*  for  carbohydrate  tolerance  testing.  Glucola  avoids  the 
nausea  that  frequently  results  from  lingering  sweet  laboratory  preparations, 
and  the  occasional  emesis  that  necessitates  rescheduling  the  test.  With 
Glucola,  no  time  is  lost  weighing  and  mixing  glucose  “cocktails”— only  a 
bottle  opener  is  needed.  7S3(R2,64 

*The  rapidly  hydrolyzable  saccharides  in  this  formulation  assure  optimum  absorption  and  glucose 
levels  comparable  to  those  obtained  with  a 100  Gm.  loading  dose. 

Available  through  your  regular  supplier: 

cartons  of  12  7-oz  bottles  (6  bottles  Ames  Company,  Inc. 
per  pack,  2 packs  per  carton).  Elkhart,  Indiana 


Arviss 


! 


i 
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I NoW)  now,  Mrs.  Forsythe,  we've  never  lost  a cold  patient  yet. 


When  she’s  experiencing  acute  discomfort  from  cold  symptoms,  it’s  small  wonder  the  patient  becomes  distressed 
about  her  condition. 

She  v^ill  breathe  easier  when  you  presoribe  Novahistine  LP. 

Novahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  muous  secretion  and  ciliary  activity— physio- 
logic mechanisms  which  prevent  infection  of  the  respiratory  tract.  A dose  of  two  tablets  taken  in  the  morning 
and  repeated  in  the  evening  will  usually  keep  air  passages  clear  for  24  hours. 

Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains;  phenylephrine  hydro- 
chloride, 25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

PITIVIAN-MOORE  Division  of  The  Dow  Chemical  Company.  Indianapolis 


FLP 


For  relief  of  nasal  congestion. 


'1 


*.  % 

must  penicillin 
be  a bitter  pill 
to  swallow? 


V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the  taste 
buds),  the  coating  dissolves  and  the  penicillin 
is  ready  for  immediate  absorption  into  the 
bloodstream.  The  patient  still  gets  all  the  spe- 
cial benefits  of  V-Cillin  K,  including  consistent 
dependability  . . . even  in  the  presence  of  food. 

Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  infections  caused  by  streptococci,  pneu- 
mococci, and  sensitive  strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sensi- 
tivity reactions  are  much  less  common  after  oral  than 
after  parenteral  administration,  V-Cillin  K should  not 
be  administered  to  patients  with  a history  of  allergy 


to  penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during  treat- 
ment is  important. 

Usuai  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Suppiied:  Tablets  V-Cillin  K,  125  or  250  mg.;  also, 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful, 
in  40,  80,  and  150-cc.-size  packages. 


V-Cillin  K 


® Six-Second 
Barrier  to 
Bitterness 


Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 


Rocky  Mountain  Medical  Journal 


T. 


HE  PUBLIC  IMAGE  of  our  profession  has  de- 
teriorated year  by  year.  People  still  love  the  family 
doctor — if  they  can  find  one — but  their  impres- 
sion of  our  profession  has  much  to  be  desired.  We 

have  been  grossly 
Family  Medical  criticized  from 

Practice—Our  many  angles  and 

Grmoing  Responsibility 

es.  Mahgnmg  the 
AMA  was  practically  a signature  of  certain 
columnists  during  the  Medicare  fight. 

There  are  many  reasons,  of  course,  but  one  has 
definitely  been  the  waning  of  the  family  doctor 
and  the  rise  of  specialization.  Many  medical 
schools,  aware  of  this  situation,  have  emphasized 
general  practice  and,  of  course,  the  American 
Academy  of  General  Practice  has  contributed 
greatly  to  dignify  general  practice  as  a “specialty.” 

It  is  heartening  to  note  a recent  communica- 
tion entitled  “Teachers  of  Family  Medical  Prac- 
tice to  Train  Under  New  Grant  to  K.U.”  It  dis- 
cusses two  fellowships  at  K.U.  to  train  teachers  of 
family  medical  practice.  The  AAGP  Founda- 
tion was  established  to  receive  and  administer 
funds  to  improve  the  teaching  and  practice  of 
family  medicine.  The  present  grant  makes  train- 
ing positions  and  a program  possible  with  the  aid 
of  $73,600  for  a period  of  two  years.  The  dean  of 
the  K.U.  Medical  School,  Dr.  C.  Arden  Miller, 
states  that  the  fellowships  will  be  used  “to  support 
and  train  two  young  physicians  to  become  quali- 
fied as  teachers  in  family  practice — with  particular 
emphasis  on  faculty  organization  and  administra- 
tion.” 

The  Foundation  believes  that  medical  schools 
have  generally  failed  to  emphasize  family  practice 
as  a significant  element  of  modern  medicine. 
Furthermore,  most  faculties  have  been  largely 
made  up  of  specialists — and  there  has  been  a lack 
of  family  doctors  willing  to  teach.  Thus,  family 
physician  teachers  are  needed  to  devote  full-time 
on  medical  school  faculties.  A leading  duty  and 
obligation  on  their  part  would  be  to  orient  and  to 
stimulate  practicing  family  doctors  to  serve  as 
part-time  teachers. 


We  will  be  interested  to  note  whether  the  K.U. 
fellowships  will  actually  originate  this  type  of 
teaching  corps.  The  fellows  are  to  be  young  family 
doctors  with  good  training  beyond  internships 
plus  several  years  in  private  practice.  They  are  to 
participate  in  major  clinical  departments,  out- 
patient departments,  teaching,  and  a Home  Care 
Program.  Attendance  at  faculty  meetings  is  antici- 
pated, and  they  shall  be  assigned  committee  duties 
and  contributions  to  planning  and  conducting 
postgraduate  courses. 

The  AAGP  Foundation  expects,  according 
to  its  secretary-treasurer  Mac  F.  Cahal,  to  be  “an 
all-important  seeding  operation  for  what  is  ex- 
pected to  become  a basic  and  vital  segment  of 
medical  education  in  the  next  several  decades.” 
We  believe  this  policy  is  a great  forward  step  and 
hope  that  we  will  be  hearing  of  more  and  more 
comparable  educational  programs.  Surely  this  ac- 
tivity will  contribute  mightily  toward  giving  our 
profession  a significant  and  respected  voice  in  the 
administration  of  Medicare.  Now  that  we  face  it, 
let  us  do  what  we  can  to  make  it  work  with  mini- 
mum deterioration  of  the  doctor-patient  relation- 
ship. 


[Statistics  are  available  for  the  past  fifteen 
years  showing  an  alarming  decrease  of  general 
practitioners.  A recent  article  in  Cancer — A 
Journal  for  Clinicians,  bears  the  title  “The  Van- 
ishing American — the  Generalist.”  Definite  figures 

have  been  released  by 


Shortage  of 
General  Practitioners 


the  National  Family 
Health  Conference, 
sponsored  by  the 
American  Academy  of 
General  Practice  Foundation.  In  1958  our 
country  had  102,000;  during  the  subsequent  six 
years  their  number  descended  to  67,000.  In  1954, 
specialists  comprised  10  per  cent  of  physicians; 
by  1965  their  number  had  grown  to  75  per  cent 
of  all  physicians.  In  1950,  50  per  cent  of  medical 
graduates  chose  general  practice;  by  1964  the 
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figure  was  reduced  to  18  per  cent.  During  the 
1950’s,  about  90  per  cent  of  freshmen  medical 
students  declared  they  would  enter  general  prac- 
tice. By  1964  less  than  20  per  cent  of  senior 
students  planned  to  become  generalists. 

The  National  Family  Health  Conference  has 
explored  the  question  on  unmet  needs  of  Ameri- 
can families  for  health  care,  what  kind  of  practi- 
tioners will  be  both  able  and  willing  to  supply 
their  basic  medical  service  in  the  future,  and  how 
can  they  be  trained?  Though  specialists  have  in- 
creased, they  face  the  problem  of  displacement 
by  sub-specialization.  New  knowledge  on  the  one 
hand  and  human  limitations  on  the  other  mean, 
of  course,  that  individuals  can  no  longer  know  all 
about  any  one  specialty.  Specialist  teams  have  ap- 
peared, boards  and  committees  have  evaluated 
training  programs,  and  they  have  attempted  to 
provide,  improve  and  control  diagnostic  and  ther- 
apeutic skills  of  their  votaries.  This  trend  does  not 
imply  that  the  multi-disciplinary  approach  to  spe- 
cialization is  bad,  but  it  is  no  longer  applicable 
only  to  isolated  specialties  and  sub-specialities. 

The  article  in  Cancer  reminds  us  of  an  appro- 
priate simile:  “The  shortage  of  general  practition- 
ers is  somewhat  like  the  commuter  trains  which 
are  disappearing  from  the  American  scene  despite 
their  increasing  need  and  importance  in  the 
scheme  of  things.  As  medicine  becomes  more 
complex,  there  is  more  need  for  generalist  phy- 
sicians but  less  are  available  to  interpret  the  needs 
of  patients  and  initiate  and  guide  the  course  of 
events,  from  diagnosis  through  treatment  to  the 
completion  of  rehabilitation.  Families  are  search- 
ing harder  and  harder  for  a family  physician  for 
these  purposes  and  less  and  less  are  available.” 

An  answer  must  be  found,  and  it  must  of 
course  be  designed  according  to  the  President’s 


Great  Society  and  the  Medicare  Law,  medical 
schools,  our  scientific  societies,  and  all  of  orga- 
nized medicine.  These  elements  of  our  profession 
now  have  officers  and  committees  wrestling  with 
the  problem.  Our  mail  contains  monographs,  bro- 
chures, mimeographed  sheets,  and  letters  from  the 
officers  and  committeemen  of  the  many  medical 
organizations.  Frequently  they  inquire,  directly  or 
indirectly,  who  will  replace  the  vanishing  Amer- 
ican? 

Editorially,  several  months  ago  these  columns 
posed  the  question  in  another  way:  With  the 
practice  of  medicine  becoming  a less  free  enter- 
prise and  therefore  less  attractive  to  young  men 
and  women,  plus  the  fact  that  an  increasing  num- 
ber of  top  students  are  entering  scientific  pursuits 
other  than  medicine,  where  is  the  New  Society  go- 
ing to  get  its  supply  of  physicians?  Communities 
throughout  our  nation — ideal  places  in  which  to 
live  and  rear  families — are  begging  for  family  doc- 
tors, and  our  country  could  readily  absorb  two  or 
three  times  the  present  number  of  graduates.  It  is 
a good  question:  How  will  we  attract  the  needed 
talent  in  the  necessary  numbers  into  our  ranks 
now  and  in  the  future?  Far  too  few  doctors’  sons 
and  B+  and  A students  are  “called” — as  in  the 
past — to  be  good  doctors  and  serve  humanity  fac- 
ing as  they  obviously  must  the  dictates  of  bureaus 
and  third  parties.  They  are  choosing  to  avoid  the 
endless  reams  of  paper  work  diluting  the  doctors’ 
energy  and  incentive.  The  traditional  satisfaction 
of  a rewarding  doctor-patient  relationship  is  fad- 
ing, and  the  new  law  of  the  land  threatens  to  nul- 
lify it.  In  all  the  medical  literature  of  the  past  dec- 
ade we  fail  to  find  a realistic  solution  to  this  most 
vital  problem.  Unless  it  is  answered,  American 
medicine  cannot  maintain  its  enviable  reputation 
as  the  best  on  earth! 
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Adenomatoid  malformation  of  the  bronchus 


Theodore  R.  Lenz,  MD,  Pueblo,  Colo. 


This  interesting  case  report  is 
accompanied  by  a scholarly  revieiv  of 
pulmonary  embryology  and 
differential  diagnosis. 

Adenomatoid  malformations  of  the  bronchi 
are  rare.  There  are  two  conflicting  views  concern- 
ing their  origin.  Some  authorities  believe  they 
are  congenital,  while  others  support  the  concept 
that  they  result  from  inflammation. 

The  lungs  are  of  entodermal  origin.  In  the 
three  millimeter  embryo  there  appears  a longi- 
tudinal groove  in  the  ventral  wall  of  the  foregut. 
This  respiratory  diverticulum  deepens  and  its 
lips  fuse  to  form  a septum  which  grows  from 
below  upward,  converting  the  groove  into  the 
laryngotracheal  tube.  Growing  caudally,  the  res- 
piratory diverticulum  divides  and  the  right  and 
left  lung  buds  are  formed.  These  buds  protrude 
into  the  splanchnopleural  mesenchyme  with  fur- 
ther subdivision  and  ramification.^’  *’ 

Those  who  hold  to  the  congenital  origin  be- 
lieve that  it  is  at  the  stage  where  the  lung  buds 
have  formed  that  aberrant  branching  or  failure 
of  canalization  may  occur.  Failure  of  canalization 
may  result  in  local  stenosis  with  eventual  disten- 
tion of  the  distal  bronchi  from  the  accumula- 
tion of  secretions.  Those  bronchogenic  cysts  which 
are  localized  in  the  subcarinal  region  are  often 
attached  by  a stalk  at  a site  which  closely  corre- 
sponds to  the  common  location  of  a congenital 
tracheoesophageal  fistula.  A congenital  tracheo- 
esophageal fistula  is  believed  to  result  when  the 
respiratory  diverticulum  fails  to  separate  com- 
pletely from  the  foregut.  In  a few  cases,  compo- 
nents of  the  digestive  tract  have  been  found  in 
the  bronchogenic  cyst  wall.'’  ® 


Those  who  support  inflammation  as  the  eti- 
ologic  basis  of  the  bronchial  cyst  believe  that  local 
infection  results  in  scarring  of  the  bronchial  wall. 
Stenosis  occurs  when  the  scar  contracts.  Cystic 
dilatation  of  the  bronchus  distal  to  this  obstruc- 
tion occurs  because  of  the  accumulation  of  bron- 
chial secretions. 

Adenomatoid  malformations  of  the  bronchi 
range  from  solid  to  cystic.  They  are  composed 
of  irregularly-arranged  bronchioles  or  small  bron- 
chi. Cartilage  is  usually  absent.  The  bronchioles 
are  held  by  a thin  fibrous  stroma.  The  lining  of 
the  bronchioles  is  cuboidal  or  columnar  epitheli- 
um. Other  structures  associated  with  the  bron- 
chioles include  smooth  muscle,  elastic  tissue  and 
mucous  glands.  Calcium  is  usually  not  present.’’  ^ 

Report  of  a case 

This  48-year-old  negro  man  had  been  followed 
for  chronic  asthmatic  bronchitis  for  over  ten  years. 
A density  about  one  centimeter  in  diameter  found 
on  a lateral  chest  x-ray  film  indicated  additional 
disease.  He  had  no  weight  loss.  His  asthma  was 
not  seasonal.  Skin  tests  suggested  allergy  to  aspirin, 
perfume,  peaches,  onions,  beets,  eggs  and  feathers. 
His  asthma  did  not  seem  to  be  related  to  infection. 
His  chronic  cough  was  occasionally  productive  of 
white  sputum.  He  was  dyspneic  with  effort  such  as 
walking  across  the  room.  Although  somewhat  hoarse, 
he  had  no  dysphagia.  There  was  no  history  of  hemop- 
tysis. He  complained  of  chest  aching  and  tightness. 
Chronic  nasal  obstruction  and  discharge  added  to 
his  discomfort.  In  preceding  years,  several  nasal 
polyps  had  been  removed  and  a bilateral  Caldwell- 
Luc  operation  performed.  There  was  no  family 
history  of  allergy.  He  did  not  smoke.  Previous  medi- 
cal treatment  consisted  of  Aminophylline,  Ephedrine, 
Isuprel  by  inhalation  and  Prednisone. 

Physical  examination  revealed  a large  man  in 
no  acute  distress.  He  weighed  219  pounds,  his  blood 
pressure  was  140/90,  pulse  rate  80  and  respiratory 
rate  10.  No  eyanosis  was  seen.  There  were  acneiform 
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lesions  on  his  face  and  shoulders.  He  was  not 
edematous.  Funduscopic  e.xamination  revealed  no 
papilledema.  Nose  breathing  was  difficult  because 
the  mucous  membranes  were  thickened,  boggy,  pale 
and  covered  with  a seromucoid  discharge.  He  used 
his  accessory  muscles  in  respiration.  The  jugular 
veins  became  -distended  with  each  expiration.  His 
chest  was  increased  in  the  anteroposterior  diameter 
and  the  costal  angle  was  wide.  The  movement  of 
his  chest  wall  was  not  impaired.  Hyperresonance 
was  noted.  Percussion  revealed  the  diaphragm  to 
be  near  the  level  of  the  eleventh  rib.  Movement  of 
the  diaphragm  appeared  to  be  normal.  The  expira- 
tory phase  of  the  respiratory  cycle  was  prolonged. 
The  breath  sounds  were  distant.  Expiratory  wheezes 
were  present.  There  was  no  cardiomegaly.  The  pul- 
monary sound  was  about  as  loud  as  the  aortic.  No 
hepatosplenomegaly  was  found.  His  fingers  were  not 
clubbed.  No  peripheral  neuropathy  was  evident. 

The  leukocyte  examination  showed  elevations  in 
the  eosinophile  count  to  as  high  as  25  per  cent.  He 
had  no  polycythemia.  Radiographic  examinations  of 
his  chest  included  standard  P-A  and  lateral  views, 
tomograms  and  fluoroscopy.  Prominent  pulmonary 
vasculature  and  extensive  fibrosis  were  reported.  The 
lateral  film  demonstrated  a round  density  in  the 
superior  segment  of  the  left  lower  lobe,  close  to 
the  hilum,  one  and  one-half  centimeters  in  diameter. 
It  did  not  appear  to  be  a vascular  anomaly  and 
contained  no  calcium.  Spirometry  showed  a large 
vital  capacity  and  a severe  degree  of  obstructive 
pulmonary  disease.  The  tumor  was  not  visible  on 
bronchoscopic  examination.  No  malignant  cells  or 
tubercle  bacilli  were  found  in  the  bronchial  washings. 
The  electrocardiogram  contained  no  evidence  of 
right  ventricular  hypertrophy. 

A left  lower  lobectomy  was  done.  In  the  superior- 
posterior  segment  of  the  lung  and  attached  to  a 
small  branch  of  the  superior-posterior  bronchus  was 
a soft,  tan,  bosselated  and  circumscribed  tumor  15 
by  10  millimeters  in  diameter.  It  was  sharply  de- 
marcated from  the  surrounding  pulmonary  paren- 
chyma. The  cut  surface  was  mucoid  and  light  tan 
in  color.  Microscopic  examination  showed  this  lesion 
to  be  composed  of  widely-dilated  and  proliferating 
bronchioles  lined  by  a tall  columnar  mucous-secreting 
hyperplastic  epithelium.  The  round  nuclei  were  lo- 
cated at  the  base  of  the  columnar  cells  whose  mem- 
branes were  well  defined.  Their  cytoplasm  was  pale, 
granular  and  eosinophilic.  Beneath  the  epithelium 
there  was  a conspicuous  proliferation  of  endobron- 
chial glands  of  both  the  mucous  and  serous  type. 
Many  of  the  bronchial  glands  were  widely  dilated  and 
contained  an  eosinophilic  secretory  material  in  the 
gland  lumens.  The  submucosa  was  edematous  and 
infiltrated  by  plasma  cells  and  eosinophils.  It  also 
contained  disorganized  smooth  muscle,  a few  foci  of 
fat  cells  and  a rare  focus  of  cartilage.  There  was  no 
necrosis  or  hemorrhage.  All  elements  were  well  differ- 
entiated and  there  was  no  evidence  of  malignancy. 

Comment 

Considered  in  the  differential  diagnosis  of  this 
lesion  were  those  lesions  due  to  inflammation.  It 


was  not  a tuberculoma,  granuloma,  or  pulmonary 
abscess.  The  most  likely  and  most  serious  lesion 
which  could  cause  a radiographic  finding  of  this 
type  is  carcinoma  of  the  lung.  However,  it  was 
not  a malignancy.  It  was  not  a benign  tumor  such 
as  a fibroma,  chondroma,  or  dermoid  cyst.  Con- 
sideration was  given  the  possibility  that  it  was  a 
type  of  bronchial  adenoma.  Bronchial  adenomas 
usually  arise  from  a larger  bronchus.  There  fre- 
quently is  a history  of  hemoptysis.  The  lesion 
frequently  can  be  seen  on  bronchoscopy.  Most 
bronchial  adenomas  are  of  the  carcinoid  type, 
showing  solid  masses  or  anastomosing  cords  of 
small,  uniform  epithelial  cells,  with  scanty  cyto- 
plasm. Adenoid  cystic  carcinoma  or  cylindroma 
is  composed  of  cylindrical  bands  of  hyaline  ma- 
terial surrounding  cords  of  epithelial  cells.  The 
cells  are  of  the  small  basal  type,  with  basophilic 
staining  cytoplasm  and  relatively  large  hyper- 
chromatic  nuclei.  Mucoepidermoid  carcinoma  may 
be  differentiated  on  the  basis  of  glandular  struc- 
tures composed  of  rather  pale  or  eosinophilic 
cuboidal  epithelium.  The  presence  of  areas  of 
squamous  cells  would  confirm  this  diagnosis.®- 
12, 13, 14, 15  jg  possible  that  this  lesion  represents 
a hamartoma.  The  term,  “hamartoma”  is  desig- 
nated for  a tumor-like  malformation  with  ab- 
normal mixing,  change  in  quantity,  or  arrange- 
ment, of  the  normal  components  of  the  organ. 
With  this  broad  definition,  chondromas,  papil- 
lomas, adenochondromas,  lipochondroadenomas, 
and  hemangiomas  could  be  considered  as  hamar- 
tomas. Our  lesion  definitely  was  not  the  chondro- 
ma commonly  designated  as  hamartoma  of  the 
lung.  Hamartomas  are  first  suspected  on  routine 
chest  x-ray.  They  are  usually  located  close  to  the 
pleural  surface.  Although  usually  spheroid,  they 
may  be  lobulated  and  are  sharply  circumscribed. 
There  frequently  is  calcification  present  and  some- 
times ossification.  No  change  in  size  or  shape  is 
seen  over  the  years. -■'* 

Summary 

This  tumor  is  presented  as  a case  of  adeno- 
matoid malformation  of  the  bronchus.  The  term 
“hamartoma”  is  not  favored  as  a diagnosis  be- 
cause most  physicians  think  of  a chondroma  when 
speaking  of  a pulmonary  hamartoma.  A descrip- 
tion of  the  development  of  the  lungs  in  the 
embryo  was  presented  as  a possible  origin  of 
this  tumor.  Following  the  case  presentation  a 
differential  diagnosis  was  considered.  • 
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An  intermediary  views  medicare" 

John  J.  Vance,  Denver 


The  author  views  Medicare  from  his 
exceptional  vantage  point.  Constructive 
suggestions  are  made  for  aligning 
insurance  carriers  and  medical  officials  to 
make  it  work — with  our  cooperation. 

The  Eskimos’  recipe  for  wolf  soup  starts  with 
one  basic  ingredient,  namely;  A dead  wolf.  Eski- 
mos are  said  to  have  a unique  way  of  acquiring  a 
dead  wolf.  They  lodge  a sharp  knife  in  ice  and 
smear  the  exposed  blade  with  seal’s  blood.  A wolf 
— attracted  by  the  fresh  blood — begins  licking  the 
blade  and  cuts  his  tongue  in  this  process.  Fas- 
cinated by  this  seemingly  inexhaustible  supply  of 
blood,  the  wolf  continues  the  feast  until  he  drops 
from  loss  of  blood  and  after  freezing  to  death,  he 
ends  up  in  the  soup  pot. 

The  stupidity  of  the  wolf  in  such  a situation  has 
been  likened  to  our  Society’s  increasing  tendency 
to  look  to  the  federal  or  state  governments  for 
hnancial  assistance,  forgetting  that — like  the  wolf 

* Delivered  as  part  of  the  Medicare  Panel  at  the  31st  Annual 
Midwinter  Clinical  Session  of  the  Colorado  Medical  Society 
on  Mar.  2,  1966.  Mr.  Vance  is  Executive  Vice  President, 
Colorado  Medical  Service,  Inc. 


drinking  its  own  blood — the  money  the  govern- 
ment sends  to  our  rescue  must  first  be  taken  from 
us  in  taxes.  This  problem  was  dramatically  brought 
home  to  us  in  our  own  State  recently  when  the 
students  from  Colorado  State  University  held  an 
orderly  demonstration  on  the  State  Capitol  grounds 
for  a greater  increase  in  the  budget  for  higher 
education.  Governor  Love  pointed  out  that  the 
current  budget  provided  for  a 14%  increase  and 
any  addition  must  come  from  increased  taxes. 
This  announcement  was  received  with  applause 
and  is  apparently  evidence  of  a preference  for  in- 
creased taxes  for  all — to  an  increase  in  tuition  for 
the  few.  I can’t  quarrel  with  this  stand  because, 
who  knows,  but  that  society  in  general  shares 
with  the  individual  the  benefits  derived  from  a 
college  education. 

Obviously,  there  are  some  things  that  the  indi- 
vidual cannot  do  that  government  must  do — ser- 
vices such  as  road  construction,  police  protection, 
fire  protection  and  many  others.  The  question  has 
always  been  where  to  draw  the  line — and,  on  this 
issue,  there  are  sharp  differences  in  political  phi- 
losophy. 
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It  is  well  known  that  the  medical  profession — 
both  nationally  and  locally,  and  Blue  Shield — 
both  nationally  and  locally,  opposed  government 
financed  health  care  for  the  aged  population  of  all 
income  categories.  However,  our  elected  repre- 
sentatives in  Washington  saw  the  problem  in  a 
different  light.  Knowing  that  persons  in  retire- 
ment have  limited  incomes,  in  comparison  to 
those  of  working  age  and,  knowing  too,  that  the 
aged  need  twice  the  average  hospital  and  medical 
care  at  a time  when  income  is  curtailed.  Congress 
concluded  that  all  persons  over  65  should  have 
help  with  these  expenses. 

Now  Medicare  is  law  and — if  a law  of  this  kind 
must  be — I’m  frank  to  say  that  I do  not  find  the 
terms  of  the  one  we  have  objectionable.  This  law 
says,  in  effect,  and  particularly  in  the  Part  B Sec- 
tion: “Government  will  help  those  who  help  them- 
selves.” If  a person  enrolls  and  pays  $3  a month, 
the  government  will  match  that  amount.  The  re- 
cipient has  free  choice  of  physician  and  he  and 
his  doctor  deal  through  a private  carrier  to  assure 
minimum  interruption  of  local  fees  and  customs. 
I'm  to  explore  with  you  today  the  Blue  Shield 
role  in  government  financed  health  care.  The 
words  “Blue  Shield”  are  to  me  a symbol  of  free 
choice — freedom  for  the  member  and  freedom 
for  the  doctor. 

The  Colorado  Blue  Shield  slogan:  “Protection 
— with  the  privilege  of  choice”  is  frequently  in- 
cluded in  Plan  brochures  and  stands  for  a kind  of 
freedom  in  which  all  of  us  here  firmly  believe. 
The  slogan:  “Protection — with  the  privilege  of 
choice”  states  a principle  which,  surprisingly 
enough.  Blue  Shield  largely  violated  in  its  first 
year  or  so  of  operations.  Initially,  Blue  Shield 
published  for  its  members  a list  of  participating 
physicians  and  required  that  all  members  use 
those  physicians,  or  suffer  the  loss  of  prepaid 
benefits.  The  fact  that  Blue  Shield — controlled 
then,  as  now,  by  practicing  physicians — could 
have  made  such  an  error,  proves  the  adage:  “To 
err  is  human.”  Undoubtedly,  the  hope  was  to 
force  doctors  to  become  participating  physicians, 
to  the  end  that  the  majority  would  support  this 
new  prepayment  idea.  The  end — though  admit- 
tedly desirable — did  not  justify  the  means.  It  was 
soon  learned  that  there  is  no  such  thing  as  forced 
cooperation.  Doctors  by  the  hundreds,  who  be- 
lieved in  the  medical-surgical  prepayment  philos- 
ophy, refused  to  support  the  effort — because  it 
was  compulsory — and  hence,  distasteful. 


The  Colorado  Blue  Shield  Plan — which  how 
has  40%  of  this  State’s  population  enrolled, 
against  a national  average  of  26% — is  a living 
example  of  how  to  succeed  in  spite  of  mistakes. 
We  have  made  many  mistakes  through  the  labori- 
ous process  of  trial  and  error.  Happily,  we  have 
recognized  our  mistakes  and  have  corrected  each 
one  before  too  much  damage  occurred.  This  first 
policy  error  was  quickly  altered  to  provide  Plan 
members  with  the  same  benefit  payment — whether 
they  were  served  by  a participating  or  non-par- 
ticipating physician.  This  change  alone  turned  a 
faltering  Plan  into  a strong  one — to  which  both 
doctors  and  members  were  attracted. 

Since  that  early  period.  Blue  Shield  has  never 
strayed  from  its  dedication  to  the  free  choice 
of  physician  concept.  This  is  not  only  true  of  the 
various  Plans  which  Blue  Shield  has  offered  the 
publie,  but  is  also  true  of  those  contract  plans 
which  Blue  Shield  has  agreed  to  administer.  Let’s 
review  these  contract  programs  and  the  part  in 
each  played  by  the  Colorado  Medical  Society. 

First  was  the  Home  Town  Veterans’  Care  Pro- 
gram, started  in  1946.  This  was  not  a govern- 
ment-financed program,  limited  to  a favored  panel 
of  contract  doctors.  This  program  provided  any 
veteran  with  a service-connected  injury  or  ail- 
ment, who  did  not  live  in  a town  which  had  a 
Veterans’  Hospital,  the  right  to  select  his  own 
physician  and  receive  care  in  his  own  hometown. 
The  Colorado  Medical  Society  negotiated  a fee 
schedule  for  that  program  and  asked  Blue  Shield 
to  administer  it.  This  Blue  Shield  has  done  for 
a period  of  20  years. 

Second  was  the  Medical  Program  for  Depen- 
dents of  Military  Personnel,  started  in  1956.  This, 
too,  is  government-financed.  It  provides  depen- 
dents living  apart  from  a military  man  with  jree 
choice  of  physician  and  represents  a logical  fringe 
benefit  to  those  persons  serving  in  the  various 
branches  of  our  armed  forces.  The  Colorado  Med- 
ieal  Society  negotiated  this  fee  schedule  with  the 
Department  of  Defense  and  asked  Blue  Shield  to 
administer  the  program.  This  Blue  Shield  has 
done  for  a period  of  10  years. 

Next  was  the  Medical  Program  for  Colorado’s 
Old  Age  Pensioners,  which  started  in  1958  and 
was  expanded  two  years  ago  to  include  MAA 
beneficiaries  under  the  Kerr-Mills  Law.  This  pro- 
gram— the  benefits  of  which  were  developed 
jointly  by  the  Colorado  Welfare  Department  and 
the  Colorado  Medical  Society — has  been  adminis- 
tered by  Blue  Shield  and  has  also  served  to  fur- 
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ther  the  free  choice  of  physician  principle.  It,  too, 
could  have  gone  in  the  opposite  direction  with 
services  limited  to  those  furnished  by  a panel  of 
contract  doctors. 

All  of  the  programs  mentioned  have  two  im- 
portant elements  in  common — each  has  served  to 
extend  the  free  choice  of  physician  privilege  and 
each  is  administered  by  Blue  Shield.  In  its  naivete. 
Blue  Shield  once  thought  that  some  “Brownie 
points”  would  accrue  to  its  credit  because  of 
serving  both  the  people  and  the  doctors  of  the 
community  through  these  administrative  under- 
takings. The  “Brownie  points”  earned,  if  any,  are 
well  hidden.  However,  Blue  Shield  has  no  com- 
plaints. It  has  been  adequately  compensated  for  its 
administrative  efforts  and  perhaps  the  Plan  can  re- 
gard these  many  administrative  invitations  as 
complimentary  evidence  of  a job  well  done. 

Now,  Blue  Shield  faces  a new  and  larger  task 
in  the  administration  of  Part  B of  Medicare.  This 
program  also  promises  free  choice  of  physician. 
Blue  Shield  sought  this  administrative  designa- 
tion and  is  proud  to  have  been  selected.  We  were 
encouraged  to  make  application  for  this  appoint- 
ment soon  after  Medicare  became  law  by  a letter 
from  Dr.  Samuel  Childs,  then  President  of  the 
Colorado  Medical  Society. 

Blue  Shield  faces  the  tasks  of  Medicare  admin- 
istration, confident  in  the  knowledge  that  it  can 
cope  successfully  with  the  anticipated  claims  vol- 
ume and  confident  that  the  Colorado  Medical 
Society  will  assist  in  the  proper  application  of  the 
“usual  and  customary”  concept.  Blue  Shield  has 
not  as  yet  received  full  instructions,  or  a complete 
explanation  of  its  responsibilities.  However,  Blue 
Shield  has  worked  long  enough  with  State  and 
Federal  government  programs  to  know  that  what 
we  do  will  be  audited  and  audited  and  audited. 
Quite  properly,  we  will  be  expected  to  prove  the 
administrative  costs  we  submit  for  reimbursement 
and,  quite  properly  again,  we  will  be  required  to 
prove  that  the  fees  we  have  paid  are  “usual  and 
customary.” 

Medicare  is  something  new  and  the  medical 
profession  is  understandably  concerned  that  it 
may  dictate  doctors’  fees.  I am  no  prophet  and 
cannot  look  into  the  future  to  determine  if  these 
fears  are  well  founded.  If  I have  concern,  it  is 
more  over  Title  19  of  the  law,  because  of  its 
broad  implications  to  future  Welfare  Department 
activities.  As  I understand  Title  18  of  Medicare, 
which  we  are  discussing  today,  and  the  fee  pay- 
ment philosophy  it  embraces,  I am  inclined  to 


believe  that  the  medical  profession  is  unnecessar- 
ily concerned.  Let’s  talk  about  fees  under  Medi- 
care: 

Traditionally,  the  medical  profession  has  varied 
fees  in  accordance  with  a patient’s  ability  to  pay. 
Blue  Shield  has  no  occasion  to  favor,  or  oppose, 
this  concept.  Blue  Shield  recognizes  that  this  prac- 
tice is  customary  and  accepts  it  as  reasonable — 
in  the  knowledge  that  the  pricing  problems  of  a 
vendor  of  medical  care  can  not  be  compared  with 
those  of  other  vendors — say  a shoe  merchant. 
The  shoe  merchant  stocks  his  shelves  with  shoes 
of  varying  quality  and  price,  and  the  customer 
selects  a pair,  in  accordance  with  his  need  and 
ability  to  pay.  The  doctor  has  various  products 
in  the  form  of  different  services,  but  he  has  only 
one  quality — namely,  the  best  service  he  is  trained 
to  perform.  Unlike  the  shoe  merchant,  who  may 
withhold  his  product  if  he  feels  payment  therefor 
may  not  be  forthcoming,  a doctor  should  render 
his  service  on  the  basis  of  need  alone.  When  need 
alone  determines  whether  a service  is  performed, 
the  price  of  the  service  becomes  secondary  and 
is  necessarily  negotiated  at  varying  levels,  in  ac- 
cordance with  ability  to  pay. 

Doctors  vary  fees  in  different  ways.  Some  have 
middle-ground  fees  and  vary  these,  either  up  or 
down,  depending  upon  a patient’s  station  in  life. 
Other  doctors — and  perhaps  they  are  in  the  ma- 
jority— have  adopted  fees  acknowledged  to  be 
above  the  middle-ground  area.  While  these  doc- 
tors scale  their  fees  down  for  the  low-income 
patients,  they  rarely  charge  more  than  the  adopted 
level — even  to  the  affluent  patient. 

Now,  we  approach  the  question  of  how  a doc- 
tor should  bill  for  services  to  a Medicare  patient. 
The  answer  to  this,  in  my  mind,  is  a simple  one, 
because  the  element  of  a patient’s  income  has 
been  removed  by  the  law  from  fee  considerations 
under  Medicare  and  a doctor  is  asked  to  charge 
his  regular  fee.  The  regular  charge  which  an  indi- 
vidual doctor  makes  to  a patient  he  knows  can 
pay  a fair  fee,  will  be  a charge  in  the  “usual  and 
customary”  range  and  Blue  Shield,  as  intermedi- 
ary, can  pay  80%  of  that  fee  without  question. 

Medicare  introduces  some  complications  in  the 
area  relating  to  the  possibility  of  a patient’s  as- 
signment of  the  Medicare  fee  benefit  to  the  doctor 
willing  to  accept  such  assignment.  Unless  the 
Medicare  regulations  can  be  bent  somewhat,  this 
assignment  feature  is  regrettably  cumbersome,  be- 
cause it  is  on  a case-by-case  basis.  This  will  be 
a great  inconvenience,  not  only  to  the  Medicare 
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beneficiary,  but  to  the  doctor  also  in  many  instan- 
ces. Take  the  case  in  which  an  anesthesiologist, 
a radiologist,  or  a consultant  is  involved.  These 
three  doctors  do  not  enjoy — to  the  same  degree — 
the  direct-patient  contact  that  the  attending  physi- 
cian has  and,  for  these  doctors,  obtaining  the  as- 
signment will  become  an  additional  paperwork 
burden.  This  awkward  feature  will  be  equally 
troublesome  to  the  patient — who  must  either  con- 
tact several  doctors  to  make  an  assignment  in 
each  case,  or  must  assemble  receipted  bills  so  that 
he  can  claim  reimbursement.  How  much  easier 
it  would  be  for  patient  and  doctor  if  the  latter 
were  permitted  to  sign  a blanket  agreement  that 
would  facilitate  this  assignment  feature.  This 
would  be  particularly  useful  in  Colorado,  where 
one-third  of  those  over  65  are  covered  by  our 
State  OAP  & MAA  Program  and  will  be  eligible 
for  benefits  covering  the  $50  deductible  and  20% 
coinsurance  Medicare  gaps.  These  recipients  will 
have  100%  coverage  and  the  assignment  feature 
is  important,  because  these  beneficiaries  are  in 
the  medically  indigent  class. 

There  is  some  speculation — based,  I believe,  on 
false  premises — that  a doctor  will  retain  greater 
freedom  of  billing  if  he  refuses  to  accept  assign- 
ments. Let’s  explore  this  by  taking  an  exaggerated 
example  of  a situation  in  which  a doctor  refuses 
assignment  and  bills  a Medicare  recipient  $500 
for  a procedure  that  is  usually  and  customarily 
billed  in  the  $175  to  $225  range.  Blue  Shield,  as 
intermediary,  after  consultation  with  a committee 
of  practicing  physicians  appropriately  designated 
by  the  Medical  Society,  may  in  its  judgment  pay 
80%  of  $200,  or  $160.  Lfnless  the  patient  were 
wealthy  and  therefore  expected  a charge  above 
the  usual  level,  the  intermediary  finds  itself  in  the 


unfortunate  position  of  silently  indicating  to  this 
person  that  he  has  been  grossly  overcharged.  Re- 
fusal by  the  doctor  of  the  assignment  feature 
seems  a dangerous  trap,  if  his  fees  are  inordinately 
raised  in  the  process.  It  is  not  reasonable  that  a 
doctor  retains  or  forfeits  more  discretionary  con- 
trol over  fees — depending  upon  whether  he  ac- 
cepts, or  avoids,  the  assignment  privilege.  It  is 
hoped  that  some  elasticity  in  the  law  will  permit 
the  carrier  and  those  doctors  willing  to  do  so,  to 
enter  into  an  agreement  that  can  eliminate  this 
obstacle  to  smooth  and  economical  administration. 

The  Colorado  Blue  Shield  Plan  intends  being  a 
good  Medicare  administrator  and  has  the  experi- 
ence to  do  the  job  well.  The  Plan’s  faith  in  its 
ability  is  based  on  the  following  facts; 

1.  Blue  Shield  has  a Board  of  Trustees  com- 
posed, in  the  majority,  of  practicing  physicians. 

2.  Blue  Shield  has  a Medical  Review  Com- 
mittee, composed  of  six  practicing  physicians, 
which  meets  monthly  to  review  cases  reported  as 
medically  difficult  and  for  which  a fee  above  the 
customary  level  is  requested. 

3.  Blue  Shield  has  an  Adjudication  Committee 
composed  of  eight  practicing  physicians,  which 
meets  monthly  to  review  cases  reported  as  sur- 
gically difficult  and  for  which  a fee  above  the 
customary  level  is  requested. 

4.  Blue  Shield  has  a Fee  Schedule  Advisory 
Committee  consisting  of  one  doctor  from  each 
component  society  and  one  from  each  specialty 
group,  which  for  15  years  has  met  at  least  twice 
each  year  to  consider  fee  changes  and  keep  the 
Plan  abreast  of  “going”  fee  levels. 

5.  And,  finally — Dr.  Paul  Hildebrand  has  ap- 
pointed a committee  of  the  Medical  Society  to 
assist  Blue  Shield  in  Medicare  matters.  • 


The  Tenacles  of  Government  Control 

The  new  drug  regulations  were  created  because  of  certain  problems  which  needed  correct- 
ing. In  an  effort  to  be  precise  and  encompassing,  the  wording  was  made  all-inclusive.  When 
interpretation  and  enforcement  subsequently  followed,  it  has  been  found  now  that  not  only 
was  the  total  drug  industry  brought  under  complete  government  control,  but  also  the  whole 
of  medicine.  This  means  not  only  one  phase  of  medicine,  but  the  whole  spirit  of  medicine 
has  been  made  captive.  James  H.  Johnson,  MD,  in  Annals  of  Allergy  (24:88),  February  1966. 


26 


Rocky  Mountain  Medical  Journal 


Management  of  communication 
problems  in  infants 
and  children 


B.  D.  Kimball,  PhD,  Denver 

The  author  is  Director  of  the  Audiology  and 
Speech  Pathology  Department  of 
Childrens  Hospital  in  Denver.  Hearing 
and  speech-language  problems  in  children  are 
more  common — and  more  important — 
than  many  of  us  realize.  Parents  are  looking 
to  their  physicians,  as  well  as  the 
teachers,  for  guidance. 

Of  great  concern  to  audiologists  and  speech 
pathologists  are  communication  problems  which 
have  either  been  ignored  or  have  gone  undetected 
during  the  child’s  early  stages  of  development. 
For  this  reason,  an  all-out  effort  is  being  made  to 
encourage  the  physician  to  refer  children  with 
questionable  communication  skills  as  early  as  pos- 
sible. 


* Suggested  sources  for  developmental  speech-language  scales 
are: 

Gesell,  A.  L.  and  Amatruda,  C.  S.:  Developmental  Diagnosis. 
New  York:  Hoeber,  1956. 

Gesell,  A.  L,  et  al.:  The  First  Five  Years  of  Life.  New  York: 
Harper  and  Row,  Inc.,  1940. 

Hurlock,  E.  B.:  Child  Growth  and  Development,  2nd  Edition. 
New  York:  McGraw-Hill,  1956. 

McCarthy,  D.  A.:  “Language  Development  in  Children”  in 
L.  Carmichael  (ed.):  Manual  of  Clinical  Psychology.  New 
York:  Wiley,  1946,  pp.  476-581. 

Piaget,  Jean:  The  Language  and  Thought  of  the  Child,  3rd 
Edition.  London:  The  Humanities  Press,  Inc.,  1959. 


When  to  refer 

Audiological  evaluation  should  be  made  as 
soon  as  there  is  any  suspicion  that  the  hearing  is 
abnormal.  Abnormal  auditory  behavior  can  be 
detected  as  early  as  a few  weeks  or  a few  months 
of  age,  and  in  many  cases  can  be  diagnosed  prior 
to  one  year  of  age. 

Referral  of  the  speech  and/or  language  in- 
volved child  can  be  done  as  soon  as  there  is  evi- 
dence that  the  child  is  failing  to  develop  these 
skills  at  the  same  rate  as  his  peers.*  Since  it  is 
between  the  second  and  fourth  year  that  the 
child’s  communication  skills  are  accelerated,  it  is 
during  this  time  that  his  delay  or  lack  of  develop- 
ment becomes  more  obvious.  The  speech  patholo- 
gist can  be  consulted  and  training  instituted  when 
the  child  is  as  young  as  2 Vi  and  3 years  of  age. 

The  attitude  that  time  cures  all  ailments  is  not 
always  appropriate  for  management  of  childhood 
communication  problems.  The  seriousness  of  the 
problem  should  be  resolved  whenever  parental 
concern  arises  or  whenever  the  examining  physi- 
cian observes  questionable  behavior. 

Audiological  evaluation 

Screening  of  the  auditory  behavior  of  infants 
in  Children’s  Hospital  Newborn  Center  is  accom- 
plished by  a device  which  presents  an  intense 
(85-100  db)  narrow  band  (3000  cps)  signal.  The 
presence  or  absence  of  the  Moro  reflex  and  other 
startle  responses  such  as  the  auropalpebral  re- 
sponse are  observed.  No  attempt  is  made  to 
define  absence  of  such  responses  as  a hearing  loss. 
Rather  this  is  described  as  suspect  or  abnormal 
auditory  behavior  and  the  child  is  retested 
periodically. 

A procedure  known  as  COR- Audiometry  (Con- 
ditioned Orientation  Response  Audiometry)  is 
applicable  to  children  as  young  as  six  months. 
Complete  pure  tone  audiograms,  including  bone 
conduction,  have  been  obtained  on  ten  and  twelve 
month  old  children  who  have  impaired  hearing. 
This  is  a simple  procedure  which  consists  of  con- 
ditioning the  child  to  respond  to  an  animated  light 
in  conjunction  with  an  acoustic  signal. 

Additional  technics  which  can  be  utilized  with 
children  of  one  year  and  older  include  Electro- 
dermal  Audiometry  (EDR)  which  is  often  re- 
ferred to  as  PGSR- Audiometry  (psychogalvanic 
skin  response).  EDR- Audiometry  utilizes  a con- 
ditioned dermal  response  which  is  mediated 
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through  the  autonomic  nervous  system  and  mon- 
itored by  amplification  of  the  changes  in  the  elec- 
trical resistance  in  the  palmar  sweat  areas  of  the 
body. 

Investigators  of  EEG-Audiometry  indicate  that 
this  experimental  procedure  has  clinical  merit. 
The  instrumentation  is  being  simplified  suffi- 
ciently to  make  it  a practical  addendum  to  the 
present  battery  of  audiological  tools,  and  as  such 
will  be  very  useful  with  infants  or  young  children. 

Conditioned  play  audiometry  is  very  successful 
with  the  child  of  two  years  or  older;  reliable  and 
valid  audiological  information  can  be  obtained 
easily  in  most  instances. 

Speech  and  language  evaluation 

An  oral  examination  is  given  in  order  to  deter- 
mine a child’s  ability  to  coordinate  the  movements 
of  tongue,  teeth,  and  lips  in  relationship  with  the 
oral-buccal  cavity.  His  articulation  skills  are  eval- 
uated and  the  extent  of  his  distortions,  substitu- 
tions or  absences  of  speech  elements  are  noted. 

Also,  it  is  necessary  to  determine  the  child’s 
ability  to  discriminate  between  fine  speech  sounds 
by  auditory  clues  and  the  level  of  the  auditory 
memory  span  for  speech  stimuli. 

Evaluation  of  language  skills  is  accomplished 
by  using  various  developmental  scales  for  expres- 
sive and  receptive  abilities.  His  motor  skills  are 
also  screened  in  order  to  gain  some  idea  of  his 
abilities  on  general  performance  tasks.  If  a child 
scores  highly  on  general  performance  items,  but 
low  in  language  tasks,  he  is  considered  a candi- 
date for  a formal  training  program.  For  those  who 
score  low  in  both  areas,  psychological  consulta- 
tion is  sought  before  a determination  can  be  made 
of  the  child’s  ability  to  benefit  from  training. 

Management  of  aural  problems 

As  soon  as  clinical  evidence  indicates  that  an 
infant  or  child  has  a severe  auditory  problem,  a 
home  management  program  is  outlined  for  the 
parents.  If  the  child  is  considered  tractable,  he  is 
placed  on  a formal  individual  and  group  training 
program  as  early  as  20  months  of  age.  He  is  thus 


better  prepared  to  enter  the  preschool  programs 
in  the  public  schools  at  3 to  4 years  of  age. 

Amplification  is  used  with  the  child  on  a diag- 
nostic basis  until  the  nature  of  the  auditory  prob- 
lem is  clarified,  and  at  that  time  a specific  recom- 
mendation is  made  for  his  own  hearing  aid.  This 
procedure  is  followed  with  the  child  of  a few 
months  of  age  and  is  often  necessary  with  older 
children.  Children  who  have  less  severe  involve- 
ments are  seen  for  hearing  aid  orientation,  and 
are  placed  on  an  aural  habilitation  program  which 
includes  speech  reading  lessons,  auditory  training 
and  language  stimulation. 

Management  of  speech-language  problems 

Children  with  articulation  problems  whether 
they  be  of  a functional  nature  or  have  an  organic 
basis  (such  as  cleft  palate)  are  seen  as  early  as 
2V2  to  3 years  of  age  for  individual  and  group 
training.  True,  in  some  cases  maturational  gains 
often  result  in  a natural  decrease  of  the  articula- 
tion errors,  but  it  is  possible  to  accelerate  the 
skills  of  the  child  to  the  extent  that  his  problems 
become  less  involved.  This  also  allows  early  coun- 
seling and  guidance  of  the  parents  in  their  man- 
agement of  the  problem,  thus  avoiding  emotional 
repercussions  which  might  stem  from  social  pen- 
alties or  parental  pressures. 

Treatment  of  language-involved  children  (as 
opposed  to  those  who  have  a simple  speech  prob- 
lem) can  be  initiated  as  early  as  two  to  three 
years  of  age.  Every  child  who  displays  symptoms 
of  language  dysfunction  is  treated  as  a diagnostic 
problem.  While  much  of  the  time  in  the  individual 
and  group  sessions  is  spent  on  stimulation  tech- 
nics, a constant  effort  is  made  to  cooperate  with 
other  disciplines  in  not  only  defining  the  problem, 
but  establishing  the  proper  educational  program. 

In  summary,  early  detection  and  referral  of  a 
child  with  a hearing  or  speech-language  problem 
is  feasible  and  in  most  cases,  very  critical.  Further 
consultation  can  then  be  obtained  and  the  child 
placed  on  a training  program  geared  to  his  needs. 

• 
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Impressions  of  state  medicine,  Soviet  style 

Ernest  W.  Mack,  MD,  Reno,  Nevada 


Medical  practice  in  Russia  is  reviewed  in 
this  fascinating  report  of  an  interview 
with  the  Assistant  Director  of  the  Soviet 
Ministry  of  Health 

It  seems  timely  to  present  at  this  time  of  crisis 
in  American  medicine  some  observations  upon  the 
Soviet  system  of  state  medicine,  now  in  existence 
for  fifty  years.  The  impressions  and  information 
set  forth  here  were  gained  from  an  interview  in 
August  at  the  Ministry  of  Health  in  Moscow.  As  a 
member  of  a delegation  of  neurologists  and  neu- 
rosurgeons who  visited  Russia  under  the  terms 
of  our  present  agreement  for  such  interchange 
of  delegations  we  had  the  opportunity  to  visit 
the  Ministry  of  Health  and  subsequently  certain 
neurologic  and  neurosurgical  institutes  and  insti- 
tutes of  related  disciplines,  both  in  Moscow  and 
Leningrad.  The  interview  at  the  Ministry  of 
Health  took  place  in  a room  which  was  deco- 
rated, as  were  all  rooms  in  institutes,  with  a large 
picture  of  V.  I.  Lenin  and  suitable  statues  in 
each  of  the  corners  of  the  room,  also  of  Lenin.  The 
interview  was  held  with  Dr.  Zya  Serabyaokova, 
an  assistant  director  of  the  Ministry  of  Health 
particularly  concerned  with  the  section  of 
neuropsychiatry.  This  attractive  Russian  wom- 
an has  risen  high  in  the  bureaucracy  of  Rus- 
sia and  occupies  probably  as  prominent  a posi- 
tion as  any  woman  in  the  present  Russian  scheme. 
Since  she  did  not  speak  English  the  interpreta- 
tion was  done  by  our  competent  in-tourist  guide. 
During  the  interview  she  was  assisted  by  a gen- 
tleman who  aided  her  with  such  statistical  infor- 
mation as  she  needed.  It  was  also  interesting  that 
another  attendant  of  this  section  of  the  bureauc- 
racy had  quietly  entered  the  room  and  listened  to 
the  entire  lecture  and  then  left  without  making 
any  comment. 

The  essence  of  our  discussions  here  concerned 
the  Soviet  system  of  medicine  in  general.  We 
were  advised  that  this  was  a state  system  of  med- 
icine in  which  all  medical  services  were  “free.” 


The  general  plan  of  service  was  built  to  revolve 
around  the  general  practitioner  and  insofar  as 
possible  all  treatment  is  carried  out  by  him  and 
through  him.  All  treatment  possible  is  taken  care 
of  in  the  home.  This  system,  of  course,  requires 
a constant  supply  of  general  practitioners  and 
this  is  possible  whereby  all  education  is  also  the 
province  of  the  state  and  is  “free.”  The  necessary 
number  of  doctors  planned  in  the  various  fields 
are  supplied  in  this  manner.  The  young  individual 
who  is  chosen  to  go  into  this  field  of  endeavor  is 
sent  at  the  age  of  17  or  18  to  the  medical  school 
where  he  is  given  5 years  of  general  medical  edu- 
cation. When  he  is  graduated  he  is  given  a degree 
of  Doctor  of  Medicine  and  then  is  assigned  to 
any  area  where  the  needs  for  a general  practi- 
tioner exist.  He  is  forthwith  dispatched  to  that 
area  where  he  remains.  If,  after  several  years 
of  practice  (successful  practice  with  careful  at- 
tention to  medical  practice  and  also  to  matters 
of  state),  he  then  decides  to  request  additional 
or  advanced  study  he  applies  for  such  opportu- 
nity to  his  special  board  of  government.  He  is 
then  reviewed  and  may  or  may  not  receive  the 
opportunity  for  this  advanced  work.  If  such  train- 
ing is  carried  out  he  may  then  proceed  to  one 
of  the  special  Institutes  (of  which  there  are 
many).  He  may  also  receive,  eventually,  the  de- 
gree of  Professor  of  Science.  In  the  event  that 
he  achieves  outstanding  prominence  in  his  field  he 
may  ultimately  be  designated  an  Academician  of 
Science.  There  are  said  to  be  approximately  500 
Academicians  in  Russia.  Despite  the  fact  that  all 
medical  and  dental  services  are  “free”  and  there 
do  not  exist  any  private  practitioners  of  medicine, 
there  do  exist  private  practitioners  of  dentistry. 
They  apparently  are  successful  since  large  num- 
bers of  Russians  refuse  to  go  to  State  Dental 
Clinics  for  their  dental  care. 

The  patient  is  tended  by  the  general  practi- 
tioner first;  then,  if  the  problem  surpasses  his 
capacity,  or  at  the  request  of  the  doctor  or  the 
family,  the  patient  may  be  transferred  to  the 
polyclinic  where  the  more  advanced  investigation 
and  care  may  be  instituted.  If  this  level  of  care 
does  not  satisfactorily  cope  with  the  patient’s 
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problem  he  may  then  advance  to  one  of  the  hos- 
pitals or  one  of  the  special  institutes. 

We  were  advised  that  consultation  could  be 
secured  either  by  the  doctor,  by  the  patient,  or 
by  the  patient’s  family.  We  were  also  told  that 
in  the  event  they  are  unhappy  with  the  treatment 
or  feel  that  the  result  is  other  than  it  should  be, 
legal  recourse  is  possible.  This  was  interesting 
because  if  such  malpractice  action  is  instituted  it 
is  instituted  against  the  state,  tried  before  a Soviet 
tribunal  and  if  the  judgment  is  in  favor  of  the 
plaintiff  he  receives  a temporary  or  permanent 
settlement  in  the  form  of  a pension.  No  lump 
sum  settlements  are  possible.  If  and  when  this 
takes  place,  the  state  turns  to  the  doctor  for  re- 
course. When  considered  guilty,  he  can  be  pun- 
ished by  being  fined  with  deductions  made  from 
his  salary,  he  may  be  imprisoned  or  lose  his  li- 
cense. 

There  exists  a system  of  surgical  permits,  se- 
cured after  discussion  of  recommended  treatment 
with  the  patient  and  his  family,  and  the  right  of 
refusal  exists.  Autopsies  were  said  to  be  secured 
on  all  hospital  patients  but  none  are  done  other- 
wise, except  in  unusual  circumstances. 

T ransport  systems 

A system  of  patient  transport  exists,  under  state 
control;  it  consists  of  ambulances  in  various 
urban  areas.  There  is  also  a medical  air  trans- 
port system  for  removal  of  patients  from  remote 
areas.  We  were  informed  that  there  did  exist  a 
bed  shortage  and  there  was  some  effort  being 
undertaken  to  overcome  this,  although  not  suc- 
cessfully at  this  time.  The  doctors’  periods  of 
work  consist  of  six  days  a week,  five  to  six  hours 
a day,  with  two  hours  less  on  Saturday.  Salary 
was  said  to  be  150  rubles  a month,  with  some  in- 
crease depending  upon  the  position  and  the  indi- 
vidual type  of  service.  For  example,  in  certain 
stress-containing  situations,  such  as  closed  ward 
hospital,  psychiatric  for  example,  increases  in 
salary  could  be  expected.  There  is  also  a rise  in 
salary  with  increased  qualifications.  Doctors  in 
rural  areas  are  better  paid  than  in  urban  areas. 
The  doctors  receive  24  days  of  paid  vacation, 
plus  Sundays.  Under  stress  situations  they  were 
given  additional  vacation — usually  receiving  36- 
42  days  of  vacation  per  year.  They  work  in  shifts, 
and  an  attempt  is  made  on  behalf  of  doctors 
working  in  polyclinics  to  allow  them  1-2  months 
per  year  working  in  the  hospital. 


We  were  informed  that  there  existed  in  Soviet 
Russia  523,000  physicians  and  dentists  and  of 
this  number  42,000  were  dentists  and  23,000 
stomatologists.  There  were  said  to  be  336  med- 
ical research  institutes,  and  there  were  87  med- 
ical schools  functioning  with  a total  of  206,000 
medical  students.  We  also  discovered  at  this  point 
that  there  existed  another  category  of  individual 
in  the  medical  field  who  is  called  a “feldsher.” 
This  is  somewhere  between  nurse  and  doctor,  and 
there  were  612  schools  training  these  people  and 
300,000  studying  to  undertake  this  level  of  train- 
ing. This  was  best  described  as  an  individual  who 
serves  as  the  doctor  in  certain  rural  areas, 
equipped  by  training  to  do  simple  medical  care 
and  carry  out  midwifery.  About  the  percentage  of 
failures  in  medical  school,  we  were  told  that  most 
failures  occur  in  the  first  two  years,  and  50% 
of  the  doctors  in  the  system  are  women.  We  were 
informed  that  physicians  can  enter  research  by 
virtue  of  receiving  advanced  training  and  work- 
ing in  various  institutes,  or  there  could  be  an 
entry  into  research  from  the  basic  science  with- 
out the  degree  of  MD.  Such  was  often  the  case 
for  research  personnel  in  the  U.S.S.R. 

There  are  no  social  workers  in  the  U.S.S.R. 
as  such,  but  they  have  been  replaced  by  nurses 
who  receive  special  training  and  who  work  under 
guidance  of  psychiatrists.  Attempt  is  made  to 
use  these  people  and  certain  voluntary  personnel 
in  management  and  treatment  of  patients  in  home 
environment. 

Health  institutes 

The  delegation  then  visited  ten  institutes  de- 
voted to  neurology,  neurosurgery  or  allied  dis- 
ciplines. I wiU  not  describe  each  of  these  in  detail, 
but  general  statements  can  be  made  about  them. 
The  directors  and  their  staffs  are  excellent  peo- 
ple, most  of  them  with  good  training.  They  are 
well  motivated  and  integrated  individuals  doing 
studies  of  the  character,  as  are  commonly  seen 
in  institutes  of  this  type.  They  are  diligent  and 
reasonably  happy  in  the  job  they  are  doing.  In 
addition  to  the  professional  staff  there  exists  a 
large  number  of  technicians  in  each  institute  who 
are  similar  to  technicians  working  in  similar  in- 
stitutes in  America  or  other  parts  of  Europe.  In 
one  or  two  instances  outstanding  individuals  were 
encountered;  men  who  would  have  stature  in  the 
scientific  world  of  great  magnitude,  measuring 
comparably  to  any  of  the  great  scientific  leaders 
now  in  Europe  or  America.  Except  for  rare  in- 
stances, the  structures  themselves  were  not  pri- 
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marily  built  as  institutes  and  in  general  they  were 
older  buildings  not  in  good  repair,  but  designated 
for  this  purpose  and  adapted  to  it.  Certain  char- 
acteristics are  common  to  these  buildings — wide 
halls,  wide  staircases,  dearth  of  elevators,  small 
rooms  adapted  for  research  or  hospital  purposes. 
Each  institute  which  had  clinical  correlation  had 
a number  of  affiliated  beds,  usually  from  50  to 
200.  The  facilities,  in  connection  with  the  clin- 
ical aspects,  were  simple  in  that  the  beds  were 
tightly  placed  in  the  rooms  and  no  accessory  fur- 
niture was  observed.  The  patients  appeared  to  be 
well  cared  for  and  their  dressings  well  done,  if 
there  were  surgical  problems.  The  patients  were 
mostly  ambulatory,  but  those  that  were  not 
seemed  to  be  receiving  good  care. 

Research  labs 

Little  of  the  research  instrumentation  we  saw 
was  of  Russian  origin.  Most  appeared  to  have 
emanated  from  Japan,  the  Scandinavian  coun- 
tries, France,  Italy,  England  or  Germany.  It  was 
the  usual  type  of  equipment  seen  in  such  research 
institutes  and  being  adequately  used.  In  certain 
instances  we  saw  some  outstanding  experimenta- 
tion taking  place.  Some  of  these  people  were 
dong  excellent  work.  However,  they  were  keep- 
ing all  reports  by  hand  and  there  seemed  to  be 
virtually  no  dictaphones  or  dictating  services. 
Few  typewriters  were  seen.  The  surgeries  were 
ill-equipped  with  instruments. 

Our  visit  was  in  August  and  we  encountered 
problems  of  personnel  being  away  on  vacation; 
this  limited  the  visit  regarding  facilities  we  had 
hoped  to  see.  Some  of  the  laboratories  were  not 
available  to  us,  such  as  animal  labs.  One  experi- 
ment which  we  observed  in  the  Institute  of  Re- 
suscitation, under  direction  of  Professor  Vladimir 


Negrovsky  concerned  resuscitation  by  using  pos- 
itive pressure  arterial  transfusion.  This  was  im- 
pressive, and  the  animal  was  promptly  restored. 
We  were  impressed  both  by  the  laboratory  and 
by  the  Director. 

One  of  the  things  of  particular  interest  to  me 
was  the  absence  of  the  usual  exhibits  and  muse- 
ums devoted  to  work  of  previous  scientists  of 
note,  although  many  great  people  have  worked 
in  some  of  the  institutes.  For  example,  it  was  only 
in  the  Sessionoff  Institute  that  we  finally  saw  a 
small  museum  devoted  to  writings  of  Sessionoff 
and  some  instruments  he  used  in  his  early  experi- 
ments. A comparable  situation  was  observed  in 
the  Pavlov  Institute. 

Summary 

Our  observations  did  not  lead  us  to  feel  that 
any  large  part  of  the  budget  of  the  U.S.S.R.  was 
being  put  into  the  health  sciences  and  that  fifty 
years  of  absolute  bureaucratic  control  of  the  health 
field  had  not  moved  medicine  and  science  in  the 
U.S.S.R.  to  a specially  advanced  or  prominent 
position.  We  observed  and  met  outstanding  indi- 
viduals who  were  doing  and  endeavoring  to  do 
advanced  scientific  work,  under  difficult  circum- 
stances and  with  a paucity  of  materiel  which  is 
so  necessary  for  this  work. 

In  answer  to  the  oft  asked  question  of  how 
Soviet  medicine  compares  with  American  med- 
icine, particularly  in  neurology,  neurosurgery  and 
related  basic  sciences,  it  is  difficult  to  establish 
any  basis  for  comparison  from  the  standpoint  of 
institutes,  facilities,  and  equipment.  There  are 
men  of  comparable  stature  in  the  U.S.S.R.  as 
compared  to  Europe  and  America.  As  to  clinical 
management,  the  Soviet  patient  expects  little  from 
the  health  sciences — and  he  receives  it!  • 
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Radiogold  in  treatment  of  ovarian  carcinoma* 

Richard  C.  Dinmore,  MD,  R.  Keith  Kerr,  MD,  and  Clyde  D.  Blake,  MD, 

Colorado  Springs,  Colorado 


In  the  15-year  period,  1950  through  1964, 

34  ovarian  carcinomas  have  been  treated 
at  the  Colorado  Springs  Medical  Center. 

In  most  of  these  cases  radioactive  gold 
was  administered  as  a therapeutic 
adjuvant.  In  two  cases  radioactive 
phosphorous  teas  used. 

This  paper  is  presented  in  order  to  report  an 
experience  with  radiogold  and  radioactive  phos- 
phorous adminstered  under  more  or  less  similar 
conditions,  in  a private  gynecologic  practice.  It  is 
of  local  interest  that  the  first  use  of  Au^®*  in  Colo- 
rado was  in  1950,  at  the  Colorado  Springs  Medi- 
cal Center  under  the  direction  of  the  late  Dr. 
James  Wayne  Lewis. 

Though  the  number  of  cases  presented  is  small, 
we  have  been  encouraged  by  our  results — particu- 
larly since  1955.  We  feel  that  under  certain  cir- 
cumstances radioisotope  therapy  early  in  the 
treatment  of  ovarian  carcinoma  definitely  offers  in- 
creased survival  time.  This  opinion  is  shared  by 
others.^-  - It  is  generally  agreed  that  these  tumors, 
because  of  their  frequency  and  insidious  onset, 
are  the  most  discouraging  of  the  common  gyne- 
cologic malignancies.  Any  treatment  modality 
which  is  technically  not  difficult  and  associated 
with  a low  morbidity  is,  therefore,  fully  justified. 

We  have  standardized  the  administration  of 
radioactive  gold  in  the  following  way.  In  all  cases 
of  ovarian  carcinoma.  No.  18  polyethylene  cathe- 
ters are  placed  in  each  lateral  peritoneal  gutter 
prior  to  closure  of  the  abdomen.  The  catheters 
are  brought  out  through  stab  wounds  on  either 
side  of  the  abdominal  wall  and  sutured  loosely  in 
place.  Two  hundred  millicuries  of  Au^^®  are  then 
ordered  by  telephone  or  TWX  and  obtained  with- 
in 72  hours.  Half  the  material  is  diluted  with 
normal  saline  to  a total  volume  of  150  cc.  and 
introduced  through  one  catheter.  The  rest  of  the 
radiogold  is  prepared  similarly  and  administered 
through  the  other  catheter.  Both  catheters  are 

• From  the  Department  of  Obstetrics  and  Gynecology,  Colo- 
rado Springs  Medical  Center. 


then  removed  and  the  patient  is  turned  often  from 
side  to  side,  placed  in  Trendelenburg  and  re- 
verse Trendelenburg  positions  and  is  encouraged 
to  ambulate  actively  for  several  hours.  With  one 
exception,  a 71 -year-old  patient  treated  for  tumor 
recurrence  (four  years  after  primary  surgery)  who 
suffered  aseptic  peritonitis  and  expired  one  month 
after  Au^®®  installation,  we  have  seen  no  serious 
sequelae  and  no  morbidity  other  than  mild  to 
moderate  nausea  for  three  to  four  days. 


TABLE  1 

CASES  BY  CLINICAL  STAGING  AND  DEGREE 
OF  DIFFERENTIATION 


Well 

Differ- 

Differ- 

Undiffer- 

Unre- 

entiated 

entiated 

entiated 

ported 

Totals 

Stage  I 

4 

2 

— 

— 

6 

(17.6%) 

Stage  II 

— 

5 

2 

1 

8 

(22.5%) 

Stage  III 

1 

2 

9 

3 

15 

(44.1%) 

Stage  IV 

— 

— 

3 

2 

5 

(14.8%) 

Totals 

5 

9 

14 

6 

Data 


In  the  discussion  to  follow,  clinical  staging  has 
in  all  cases  been  determined  from  the  operative 
dictations  and/or  pathology  reports  and  is  in  ac- 
cord with  the  criteria  of  Munnell  and  Taylor.® 
Tumor  grading,  always  the  most  nebulous  con- 
sideration in  any  discussion  of  ovarian  cancer, 
has  been  simplified  by  stating  that  the  tumor  is 
either  well  differentiated,  differentiated,  poorly 
differentiated  or  unreported. 

The  patients’  ages,  which  in  all  cases  are  those 
at  the  time  of  original  diagnosis,  varied  from  a 
child  of  five  to  a woman  of  85.  The  average  age 
was  58.  Fig.  1 represents  the  incidence  by  dec- 
ades. More  cases  were  diagnosed  in  the  fifth  dec- 
ade than  any  other  and  30  of  the  34  cases  were  in 
the  postmenopausal  age  group.  All  of  the  four 
premenopausal  tumors  were  solid  tumors. 

Table  1 summarizes  the  34  cases  by  clinical 
stagging  and  degree  of  differentiation.  Approxi- 
mately 40%  of  the  cases  were  Stage  I and  II  at 
the  time  of  original  diagnosis  but  a distressing 
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60%  were  more  advanced.  As  anticipated  and 
reported  by  other  larger  series  of  cases,  there  is  a 
positive  correlation  between  increased  clinical 
staging  and  de-differentiation.  The  most  “typical” 
case  by  these  criteria,  was  the  undifferentiated 
Stage  III  tumor. 

The  percentage  composition  by  cell  type  of  our 
cases  is  summarized  in  Table  2.  Histologically  the 
34  tumors  were  principally  solid  undifferentiated 

TABLE  2 

CASES  ANALYZED  BY  PATHOLOGICAL 
DIAGNOSIS 


Serous  cystadenocarcinoma 9 (26.6%) 

Pseudomucinous  cystadenocarcinoma  . 2 ( 5.8%) 

Papillary  adenocarcinoma 8 (23.6%) 

Granulosa  cell  carcinoma  4 (11.6%) 

Dysgerminoma 1 ( 2.9% ) 

Undifferentiated  or  unspecified  10  (29.4%) 


or  papillary  carcinoma.  The  ratio  of  serous  to 
pseudomucinous  tumors  was  5 ; 1 which  is  some- 
what higher  than  anticipated  but,  like  the  11% 
incidence  of  granulosa  cell  tumors,  is  probably  of 
no  significance  in  a small  series  of  cases. 


Twenty-four  of  the  34  cases  received  radioiso- 
topes either  alone  or  in  conjunction  with  surgery 
and/or  radiation  therapy.  Table  3 summarizes  the 
cases  as  to  treatment  modality.  “Surgery”  as  used 
in  the  table  means  an  attempt  at  definitive  therapy 
with  removal  of  all  visible  tumor  and  does  not  re- 
fer to  those  cases  subjected  to  exploratory  lapa- 
rotomy with  biopsy  only. 

TABLE  3 

CASES  ANALYZED  BY  TREATMENT  MODALITY 


PATIENTS  RECEIVING  NUMBER 

Au*’*  22  (64.8%) 

P^^  2 ( 5.8%0 

Isotope  and  radiation  only  2 

Radiation  only  2 

Isotope  only  4 

Surgery  only  4 

Surgery  and  isotope  14 

Surgery  and  radiation  2 

Surgery,  isotope  and  radiation 4 

Biopsy  only  2 


Results 

Twenty-seven  of  34  patients  are  available  for 
five-year  survival  evaluation.  Of  these,  eight  sur- 
vived five  years  or  longer  for  an  over-all  five-year 
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Fig.  1,  Incidence  of  tumors  by  decades.  Range,  5 to  85  years.  Average  age,  58  years. 
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survival  of  29.6%.  This  figure  compares  favorably 
with  other,  larger  series.^  Of  the  remaining  seven 
patients  diagnosed  in  the  past  five  years,  five  are 
alive  and  symptom-free  (though  one  has  a pal- 
pable recurrence)  one  patient  has  expired  of  her 
disease  and  one  has  been  lost  to  follow-up  but  is 
presumed  to  be  dead.  One  patient  of  the  eight 
“five-year  survivors”  expired  at  the  age  of  89,  six 
years  after  initial  therapy,  with  no  evidence  of 
residual  tumor  at  postmortem  examination.  It  wiU 
be  noted  in  Table  4 that  all  of  our  five-year  sur- 
vivals were  patients  whose  initial  tumors  were 


TABLE  4 

CASES  ANALYZED  BY  SURVIVAL 


Surviving  five  years  or  longer 

Surviving 
one  to  five  years 

Stage  I . 

. 5 

(18.5%)! 

^ y (29.6%) 

3 

Stage  II  . . 

. 3 

(1L1%)J 

1 

Stage  III 

0 

1* 

Stage  IV 

0 

0 

* Alive  but  with  palpable  evidence  of  tumor  recurrence. 


clinical  Stage  I or  II.  Since  there  were  14  such 
patients,  the  five-year  survival  for  this  group  was 
57%.  There  were  no  five-year  survivors  in  the 
group  of  20  patients  with  clinical  Stage  III  and  IV 
tumors!  Finally,  of  the  eight  patients  who  survived 
five  or  more  years,  five  were  treated  with  surgery 
and  isotope,  three  were  treated  with  surgery  alone 
and  none  were  treated  with  external  radiation. 

Conclusions 

The  primary  therapy  of  ovarian  carcinoma  is 
surgery.  The  surgical  procedure  should  be  carried 
out  as  early  in  the  disease  as  possible  and  should 


be  as  radical  as  necessary.  Unilateral  adnexectomy 
is  rarely  adequate  therapy.  Bilateral  adnexectomy 
without  hysterectomy  is  ill-advised.  And  where 
removal  of  the  uterus  and  both  tubes  and  ovaries 
is  done,  prophylactic  omentectomy  is  recom- 
mended. In  conjunction  with  the  surgery  it  is  felt 
that  the  early  use  of  radiogold  or  radiophos- 
phorous  is  both  simple  and  relatively  safe.  Fur- 
thermore, the  use  of  radioisotopes  does  not  neces- 
sarily exclude  the  future  use  of  external  radiation 
or  chemotherapy  should  either  become  necessary 
for  tumor  recurrence.  It  is  our  feeling  that  the 
ideal,  but  by  no  means  only,  candidate  for  isotope 
therapy  is  the  patient  with  the  unilateral  tumor 
without  evidence  of  local  or  distant  metastases 
and  a minimum  of  peritoneal  adhesions.  This  is 
especially  true  if  there  is  evidence  of  rupture  of  a 
cystic  tumor  capsule  at  surgery  with  concomitant 
peritoneal  soilage. 

Summay 

Thirty-four  cases  of  ovarian  carcinoma  collected 
over  a 15-year  period  from  a private  gynecological 
practice  are  presented.  Seventy  per  cent  of  these 
cases  were  treated  with  radioisotopes  (Au^®®  and 
P^^).  The  technic  of  administering  the  material  is 
presented,  the  data  analyzed  and  the  results  dis- 
cussed. The  routine  use  of  radiogold  within  72 
hours  of  surgery  is  recommended  as  a practical, 
relatively  safe  and  effective  therapeutic  adjuvant 
in  the  primary  treatment  of  ovarian  cancer.  • 
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The  academic  and  the 
private  practice  of  medicine 

Donald  V.  Hirst,  MD,  Council  Bluffs,  Iowa 


This  brief  but  thoughtful  article  clearly 
defines  the  main  divisions  of  medical 
practice.  We  hope  it  will  direct  more 
students  toward  private  practice. 

For  years  there  has  been  a continuing  dis- 
cussion concerning  the  preparation  of  more  med- 
ical students  for  general  practice.^-®  Perhaps  this 
is  a misemphasis.  General  practice  is  only  one 


field  in  the  private  practice  of  medicine.  Today, 
the  two  main  divisions  of  medical  practice  are 
the  private  practice  of  medicine  and  the  academic 
or  medical  center  practice  of  medicine.  These  are 
two  separate  and  distinct  disciplines  and,  although 
the  basic  technics  are  the  same,  the  philosophies, 
the  goals  and,  to  a large  extent,  the  skills  are  dif- 
ferent. These  are  and  should  be  co-equal  and 
complementary  disciplines  of  medical  practice. 
The  reason  for  their  difference  is  not  the  source 


TABLE  1 

A COMPARISON  OF  THE  TWO  DISCIPLINES  OF  MEDICAL  PRACTICE 


ACADEMIC  PRACTICE 

1.  Patient  population  screened  and  referred. 

2.  Somatic  pathology  the  rule  and  not  the  exception. 

3.  Research  oriented. 

4.  Definitive  diagnosis  first  and  foremost  no  matter  how 
time-consuming  or  costly  the  search. 

5.  Immediate  definitive  treatment  after  diagnosis  and 
expected  short-term  care. 

6.  Treatment  based  on  statistical  and  research  goals. 

7.  Low  incidence  of  return  visits  and  continuing  care. 

8.  Complete  history,  physical  and  laboratory  work  as  a 
base  for  comparison  and  research  of  past  and  future 
patient  changes. 

9.  Full  documentation  for  validation  of  statistical  and  re- 
search goals. 

10.  Practicality  not  always  compatible  with  research. 

11.  Patient  satisfaction  not  related  to  financial  return  and 
success. 

12.  Financial  support  guaranteed  thru  academic  position. 

13.  Loose  patient-physician  relationship  with  divided  re- 
sponsibility. 

14.  Light  patient  load. 

15.  Heavy  teaching  and  research  load. 

16.  Patients  seen  and  treated  divorced  and  isolated  from 
their  environment.  Treatment  and  care  is  rigid. 

17.  Little  counselling  done. 

18.  Emotional  support  lacking  due  to  loose  patient-phy- 
sician relations. 

19.  Clear  conception  of  the  unusual  and  rare  details  of 
human  pathology;  less  clear  conception  of  normal  and 
near-normal  variations.  The  term  “normal”  used  not 
at  all  or  rarely. 


PRIVATE  PRACTICE 

1.  Patient  population  unscreened  and  indigenous. 

2.  Somatic  pathology  the  exception  and  not  the  rule. 

3.  Patient  oriented. 

4.  Immediate  provisional  diagnosis  with  as  little  time 
and  expense  as  possible. 

5.  Immediate  expectant  treatment  with  long-term  con- 
tinuing care  resulting  in  modification  of  treatment  to 
fit  changing  needs. 

6.  Treatment  based  on  quick  relief  and  cure. 

7.  High  incidence  of  return  visits  and  continuing  care. 

8.  Screening  history,  physical  and  laboratory  work  as 
indicated  to  rule  out  major  pathology. 

9.  Documentation  as  needed  for  continuity  of  care. 

10.  Practicality  essential  due  to  time  and  cost  limitations. 

11.  Patient  satisfaction  directly  related  to  financial  re- 
turn and  success. 

12.  Financial  support  thru  patient  response  and  personal 
effort.  Financial  success  essential  or  he  must  leave 
the  community  as  a failure. 

13.  Close  patient-physician  relationship  with  sole  respon- 
sibility. 

14.  Heavy  patient  load. 

15.  Little  or  no  teaching  or  research. 

16.  Patients  seen  and  treated  in  their  environment  and  in 
relation  to  their  problems  and  responsibilities;  treat- 
ment and  care  is  fluid  and  is  improvised  and  adapted 
to  fit  local  situations. 

17.  Much  counselling  done  on  medical,  paramedical,  and 
emotional  problems. 

18.  As  personal  physician  gives  needed  emotional  sup- 
port. 

19.  Clear  conception  of  normal  and  near-normal  varia- 
tions; less  clear  conception  of  the  unusual  and  rare 
details  of  human  pathology.  The  term  “normal”  used 
frequently. 
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of  financial  income  so  much  as  the  basically  dif- 
ferent patient  populations  seen  and  cared  for  by 
each  type  of  practice  under  extremely  different 
conditions.  Misunderstanding  and  misinterpreta- 
tion of  the  differences  and  lack  of  their  definition 
and  acceptance'  have  produced  a gulf  between  the 
practitioners  of  these  two  disciplines  resulting  in 
loss  of  communication  and  vital  mutual  assist- 
ance.® 

Today,  the  large  majority  of  medical  students 
are  taught  academic  medicine  in  school  and  in 
residency  and  each  absorbs  and  emulates  the  at- 
titudes, approaches,  and  skills  of  his  teachers. 
When  he  goes  into  private  practice  he  finds  his 
training  does  not  prepare  him  emotionally,  psy- 
chologically, or  medically  for  the  private  and  pre- 
ponderantly office  care  of  patients  with  minor  or 
non-existent  somatic  pathology  who  nonetheless 
have  complaints,  symptoms,  and  problems  for 
which  they  demand  immediate  and  satisfying  so- 
lutions. If  his  training  is  entirely  in  a specialized 
field  he  is  daily  faced  with  problems  in  other  fields 
which  are  too  minor  for  the  time-consuming  and 
costly  process  of  formal  referral  but  which  he  is 
not  equipped  to  handle.  He  goes  through  a stage 
of  self-reeducation  and  reorientation  to  private 
practice  which  may  be  long,  painful,  and  difficult. 
He  is  so  familiar  with  the  routines  of  hospital 
oriented  medical  center  practice  and  so  unfamiliar 
with  the  necessary  routines  and  shortcuts  of  pri- 
vate office  practice  that  he  is  attracted  to  large 
cities  where  medical  centers  and  large  hospital 
facilities  are  available  and  he  is  uncomfortable  in 
small  town  and  in  rural  areas  where  they  are  not 
available.  If  he  persists  in  practice  without  med- 
ical centers,  in  time  his  philosophy,  experience, 
and  skills  in  the  practice  of  medicine  change  to 
such  an  extent  that,  on  returning  to  medical  cen- 
ters for  refresher  courses  and  for  help  with  his 
problems,  he  finds  he  has  little  in  common  with 


academic  medicine  and  small  help  for  his  prob- 
lems. 

The  private  practice  of  medicine  is  the  original 
and  most  widely  used  form  of  the  art  of  medicine 
which  will  remain  an  art  and  not  a science  until 
all  the  imponderables  are  defined  and  all  the  var- 
iables known  and  controlled.  Academic  medicine 
has  evolved  recently  with  the  growth  and  success 
of  medical  research,  with  the  growth  and  speciali- 
zation of  all  fields  of  medicine,  and  with  the  need 
of  specialized  teachers  of  postgraduate  medical 
residency  training  programs  to  impart  the  knowl- 
edge and  technics  of  highly  specialized  medical 
practice  and  research.  The  transition  of  the  resi- 
dent from  the  academic  to  the  private  practice  of 
medicine  was  not  difficult  until  recent  times  when 
the  medical  school  passed  out  of  the  hands  of  the 
part-time  teacher  and  private  practitioner  into  the 
hands  of  the  part-time  teacher  and  academic  med- 
ical researcher.  The  medical  student  and  resident 
still  have  contact  with  the  private  practitioner 
through  clinical  positions  on  the  faculty  but  these 
contacts  are  brief  and  too  often  the  private  prac- 
titioner teaches  the  precepts  of  academic  medicine 
not  realizing  the  importance  of  teaching  the  pre- 
cepts of  private  practice  as  a separate  art. 

There  are  many  obvious  and  a few  subtile  dif- 
ferences between  the  academic  and  the  private 
practice  of  medicine.  A partial  and  contrasting 
list  of  these  differences  is  given  in  Table  1.  • 
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Congenital  vaginal  atresia* 

Stanley  S.  Kline,  MD,  Carson  City,  Nevada 


The  anatomy  of  this  anomaly  is  clearly 
defined.  A case  report,  with  an  unexpected 
technical  complication,  resulted  in  a 
surgical  triumph. 

Congenital  anomalies  and  abnormalities  of  the 
lower  female  genital  tract  are  not  rare.  When 
the  lower  ends  of  the  Mullerian  ducts  fail  to  fuse 
or  develop,  the  entire  or  portions  of  the  vagina 
may  be  absent.  The  simplest  type  of  anomaly  is 
an  imperforate  hymen,  the  result  of  which  dur- 
ing post-puberty  years  is  a collection  of  blood  in 
the  vagina,  or  an  hematocolpos.  Treatment  of 
such  is  rather  simple,  that  being  merely  punctur- 
ing or  excising  the  hymen  allowing  a free  egress 
of  blood. 

More  complicated  varieties  are  the  atresias  of 
the  vagina,  either  portions  of  it  or  in  its  entirety. 
Usually,  these  more  extensive  defects  are  associ- 
ated with  anomalies  of  the  urinary  tract. 

Various  reconstruction  attempts  on  the  vag- 
inal vault,  either  using  prosthesis,  grafts  or  re- 
anastomosing of  the  vaginal  mucosa  when  possi- 
ble, have  been  reported  in  the  past.  Complica- 
tions during  a surgical  procedure  are  by  no  means 
unusual  either.  What  is  interesting  sometimes  is 
the  care  and  decisions  made  during  a complica- 
tion, and  the  final  result. 

The  following  is  a very  interesting  case  of  con- 
genital atresia  of  the  vagina  with  hematocolpos, 
the  treatment,  complications  and  result. 

Case  report 

P.  O.  is  a 14-year-old  white,  unmarried  female, 
who  was  initially  seen  because  of  the  onset  of  severe, 
sharp  lower  abdominal  pains  two  weeks  earlier. 
These  pains  became  intermittent  without  any  real 
relief,  and  one  day  prior  to  being  seen,  she  awoke 
in  the  night  with  severe  pains  associated  with  vom- 
iting. She  had  never  menstruated  and  during  the 
past  year  or  so,  each  month  she  experienced  sharp 
lower  abdominal  pains  for  a day  or  two.  Her  con- 
stipation had  been  worsening  over  the  past  year. 


* From  the  Carson  Medical  Center.  Carson  City,  Nevada. 


On  examination,  the  vagina  appeared  to  end  1 cm. 
from  the  introitus.  Rectal  examination  revealed  a 
large  mass  impinging  into  the  anterior  rectal  wall. 
A diagnosis  of  hematocolpos  with  imperforate  hy- 
men, or  atresia  of  the  vagina  was  made.  She  was 
admitted  to  the  hospital  for  evaluation  and  definitive 
therapy  in  June,  1965. 

An  IVP  showed  a reflex  ileus,  normal  functioning 
kidneys  bilaterally,  and  no  evidence  of  any  congen- 
ital abnormalities.  A mass  was  confirmed  by  X-ray 
in  the  mid-pelvic  area  measuring  approximately  12 
X 12  cm.,  and  causing  extrinsic  pressure  changes  on 
the  lower  third  of  the  right  ureter  and  on  the  supe- 
rior aspect  of  the  urinary  bladder. 


Fig.  1 . Normal  sagittal  section. 


Under  anesthesia  in  the  dorsal  lithotomy  position, 
the  vaginal  orifice  was  noted  to  end  abruptly  within 
1 cm.  inside  the  introitus.  The  apex  of  the  pouch 
showed  no  evidence  of  being  a hymen.  The  apex 
was  opened  and  dissection  attempted  at  meeting 
the  proximal  end  of  the  upper  vaginal  pouch  ( Fig. 
2). 

Dissection  from  the  apex  was  carried  out  for  a 
distance  of  5-6  cm.  without  encountering  anything 
but  soft  tissue,  until  a large  mass  posteriorly  was 
met.  Not  being  certain  what  this  mass  now  repre- 
sented— possibly  ovarian — it  was  thought  advisa- 
ble and  safer  to  enter  the  abdomen  from  above, 
leaving  the  apex  of  the  blind  lower  vaginal  pouch 
opened. 
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The  patient  was  repositioned  and  through  a Pfan- 
nenstiel  incision  the  abdomen  was  opened.  The 
uterus  was  found  to  be  held  firmly  against  the  ante- 
rior abdominal  wall  by  a large  mass  inferior  to  it. 
The  uterus  itself  was  normal  in  size.  Both  fallopian 
tubes  were  enlarged  and  filled  with  old  blood,  asso- 
ciated with  a copious  amount  of  old  blood  in  the 
peritoneal  cavity.  The  bladder  was  reflected  off  the 
lower  end  of  the  uterus,  and  the  vagina  entered 
anteriorly  through  a transverse  incision.  Approx- 
imately 800  cc.  of  old  blood  was  evacuated.  In  the 
vagina  from  above,  the  bottom  of  this  blind  pouch 
was  grasped,  and  a circulating  nurse  was  asked  to 
place  her  fingers  under  the  drapes  into  the  patient’s 
vagina  from  below,  through  the  opened  apex  created 
earlier.  This  the  nurse  did,  and  when  the  impinge- 
ment of  her  fingers  were  felt,  a knife  thrust  was 
made  between  her  two  fingers,  connecting  the  two 
blind  vaginal  pouches.  To  ensure  finding  the  upper 
blind  pouch  again,  the  large  tip  of  the  suction  ap- 
paratus was  passed  through  the  upper  vagina  to  the 
nurse’s  fingers.  She  grasped  the  tip  and  pulled  from 
below  after  the  incision  opening  was  made  much 
larger  by  spreading  with  a Mayo  clamp.  The  upper 
vaginal  incision  was  closed  and  the  abdomen  closed 
in  layers. 

The  patient  was  now  repositioned  and  redraped 
for  further  vaginal  surgery.  After  the  patient  was 
repositioned  lo  and  behold,  the  suction  tip  was  seen 
hanging  out  through  the  RECTUM!  Apparently,  the 
nurse  confused  the  rectal  orifice  with  the  vaginal 
orifice  under  the  drape,  and  what  was  done  was  to 
create  a large  gaping  hole  in  the  rectum-recto-sig- 
moid  area,  forming  a vaginal-recto-sigmoid  fistula. 
This  fistula  was  at  least  8-9  cm.  proximal  to  the 
anus  (Fig.  3). 

Decision  was  made  to  attempt  repair  from  below. 
Accordingly,  all  structures  between  rectum  and 
vagina  were  opened  in  the  midline  up  to  the  fistula. 


Fig.  3.  A.  Hematocolpos.  B.  Perforation  into  bowel 
through  vagina.  C.  Apex  of  blind  lower  pouch 
opened  from  below. 


Fig.  4.  Repair  of  rectal  mucosa,  peri-rectal  fascia, 
levator  bundles  and  anal  sphincters.  There  is  mucosa 
to  mucosa  anastomosis  of  the  two  vaginal  pouches. 
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Through  this  defect,  a second  opening  was  made  in 
the  upper  blind  vaginal  pouch. 

The  rectal  mucosa,  peri-rectal  fascia,  levator  bun- 
dles and  anal  sphincters  were  repaired  with  catgut. 
Mucosa  to  mucosa  anastomosis  of  the  two  vaginal 
pouches  was  possible  by  compromising  the  diameter 
of  the  vaginal  lumen  to  where  only  a No.  16  Foley 
catheter  could  be  inserted  and  left  in  place.  The 
patient  tolerated  the  procedure  well,  being  given  one 
unit  of  blood  during  surgery  (Fig.  4). 

Postoperatively,  before  discharge,  a barium  enema 
and  vaginogram  were  performed.  On  the  vagino- 
gram (opaque  media  introduced  into  the  vagina  via 
Foley  catheter,  and  then  the  catheter  removed) 
there  was  seen  irregularity  and  distortion  of  the 
vaginal  vault,  but  it  was  patent.  Communication  of 
the  large  bowel  with  the  vagina  was  not  seen.  On 
barium  enema,  using  water  soluble  media,  no  com- 
munication from  the  rectum  or  recto-sigmoid  to  the 
vagina  could  be  seen. 


Except  for  a slight  elevation  of  temperature  for 
three  days  postoperatively,  the  patient  had  an  un- 
eventful course.  Bowel  movements  were  regular  and 
well-controlled  by  the  patient. 

Postoperatively,  as  an  out-patient,  she  was  fol- 
lowed regularly  for  periodic  dilatations  of  the  vagina. 
At  first,  only  a No.  4 Hegar  dilator  could  be  intro- 
duced. After  5 months,  a No.  14  Hegar  dilator  was 
passed.  She  has  experienced  regular  menstrual  peri- 
ods each  month  since,  defecates  and  urinates  with- 
out difficulty. 

Summary 

The  above  is  a case  report  of  congenital  atresia 
of  the  vagina,  its  treatment  and  complications 
encountered  during  surgery.  The  final  result  has 
been  gratifying  to  the  patient  and  a great  satis- 
faction to  her  surgeon.  • 


The  physician,  the  community,  and 
the  mental  retardation  clinic 


Rodney  M.  Smith,  MD,  and  Dorice  Van  Camp,  PhD,  Pueblo,  Colo. 


Regional  clinics  for  the  diagnosis  of  men- 
tal retardation  have  taken  their  place  in 
the  growing  roster  of  locally  sponsored, 
but  federally  financed,  programs  for 
children.  The  philosophy  behind  such 
clinics  is  a better  life  through  improved 
child  health.  This  article  proposes  to 
examine  the  history,  administration,  and 
functioning  of  such  a clinic,  its  relation- 
ship to  the  local  physician,  and  its  value  to 
the  community. 

The  Pueblo  Mental  Evaluation  Clinic  was 
established  in  1958  as  a demonstration  grant  with 
funds  from  the  Mental  Retardation  Division  of 
the  Children’s  Bureau.  The  Clinic  was  sponsored 
by  the  Colorado  State  Health  Department  and  the 
Pueblo  City-County  Health  Department  in  which 
it  was  housed.  The  model  of  operation  came  from 
an  established  mental  retardation  clinic  at  the 


• From  the  Pueblo  Mental  Evaluation  Clinic.  Dr.  Van  Camp 
is  its  Coordinator. 

for  August,  1966 


University  of  Washington.  The  Children’s  Bureau 
had  recognized  that  mental  retardation  was  a 
multidiscipline  problem  requiring  the  skilled  exam- 
ination of  many  specialists.  It  also  was  a problem 
that  many  physicians  were  reluctant  to  evaluate 
individually  because  of  the  emotional  involvement 
of  the  family,  the  uncertainties  of  prognosis,  and 
the  limited  availability  of  help  once  the  diagnosis 
was  made.  Clinical  evaluation  of  the  mentally  re- 
tarded child  provided  medical,  social,  and  psycho- 
logical examination,  as  well  as  a variety  of  labora- 
tory studies.  Few  individual  families  could  afford 
the  diagnostic  services  required  to  satisfy  the 
gnawing  doubts  and  anxieties  of  a parent. 

A conservative  estimate  of  the  expense  involved 
in  the  various  examinations  for  each  case  came 
to  $194.00  for  the  total  evaluation.  A review  of 
the  Pueblo  Clinic  caseload  revealed  that  ap- 
proximately 250  applicants  were  seen  for  initial 
interview  in  the  past  eight  years.  Of  these,  184 
had  had  complete  evaluations  and  162  constituted 
the  active  caseload.  Of  the  184  evaluations,  43 
children  were  from  families  receiving  public  as- 
sistance; 73  families  were  in  marginal  circum- 
stances where  a doctor’s  bill  would  constitute  a 
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crisis,  but  would  eventually  be  paid;  and  68  fam- 
ilies were  in  a position  to  absorb  the  ordinary 
medical  expenses,  but  an  operation,  prolonged 
illness  or  evaluation  of  a retarded  child  could  be 
a major  expense. 

Before  the  advent  of  the  community  retardation 
clinic,  it  was  the  experience  of  many  families 
with  retarded  children  to  embark  on  periodic 
pilgrimages  to  distant  centers  of  more-or-less  repu- 
tation in  search  of  an  answer.  As  a result  these 
families  were  frequently  bankrupt  financially,  so- 
cially, and  emotionally.  When  a local  clinic  was 
available  to  answer  their  questions,  the  itinerant 
family  became  situated,  the  adults  frequently  in- 
volved themselves  in  community  activities,  and  the 
retarded  child  was  directed  to  areas  of  usefulness. 

The  busy  physician  must  budget  his  time  to 
keep  up  with  current  medical  knowledge.  It  would 
be  too  much  to  expect  him  to  be  familiar  with  the 
changing  legislative,  social,  and  vocational  op- 
portunities for  the  retarded  child.  Even  if  he  felt 
competent  in  his  own  right  to  diagnose  the 
presence  and  degree  of  retardation,  would  he  also 
be  able  to  refer  the  parents  to  the  various  sources 
of  help?  Is  he  willing  to  spend  time  with  the 
family  reviewing  the  probable  etiology  of  the  dis- 
order, the  associated  deficiencies,  the  possibilities 
for  future  development,  and,  most  important  of 
all,  will  he  listen  to  their  efforts  to  assuage  the 
normal  accompanying  guilt? 

The  relationship  between  the  Pueblo  Mental 
Evaluation  Clinic  and  the  private  doctor  is  a 
reciprocal  one.  The  Clinic  raison  d’etre  depends 
upon  the  referring  physician,  and  the  services  to 
him  should  justify  the  Clinic's  existence.  As  far 
as  continuing  responsibility  for  the  patient  is 
concerned,  it  is  the  policy  of  the  clinic  to  refer  a 
child  back  to  his  private  physician.  A complete 
summary  of  the  examination  is  sent  to  the  doctor 
with  accompanying  recommendations.  He  is  in- 
formed that  the  Clinic  would  like  to  continue  to 
serve  the  child  and  his  family  on  a consultative 
basis,  with  regular  reevaluations  as  long  as  the 
child  is  in  the  community. 

But  a community  retardation  clinic  has  a re- 
sponsibility for  more  than  diagnosis,  and  must  face 
the  problem  of  “what  now?”  The  Clinic  has  in- 
volved civic  leaders  of  Pueblo,  parents,  and  other 


agencies  in  order  to  provide  a total  program  for 
the  mentally  retarded  child.  These  include  county- 
wide education  for  the  educable  and  trainable  re- 
tarded child.  Preschool  facilities  are  available,  as 
well  as  speech,  occupational  and  physical  therapy. 
There  is  a vocational  training  center  for  the  older 
retardate  with  a terminal  workshop,  contract 
work,  and  job  training.  The  entire  program  is 
under  the  direction  of  a Coordinator. 

Assuming  that  the  past  has  justified  itself,  what 
of  the  future?  Is  it  enough  to  just  keep  up  with 
the  needs  of  a growing  population  of  retarded 
children?  The  premise  of  a demonstration  grant 
such  as  started  the  Pueblo  Mental  Evaluation 
Clinic  is  that  the  community  itself  will  eventually 
assume  the  responsibility  for  those  services  begun 
by  the  federal  government.  But  is  this  feasible  for 
the  small  budget  of  a local  health  department? 
When  parents  and  legal  guardians  are  no  longer 
able  to  care  for  the  retarded  child,  the  State  be- 
comes the  eventual  caretaker.  If  a family  can  be 
encouraged  to  keep  a child  at  home  as  long  as 
possible,  the  expense  to  the  State  is  that  much  less, 
and  the  benefit  to  the  retarded  individual  that 
much  greater.  There  is  also  the  imponderable 
value  of  fostering  a self-respecting  individual, 
whatever  his  ability. 

The  experience  and  research  issuing  from  such 
clinics  have  produced  a wealth  of  information 
which  is  applicable  not  only  to  the  retarded  child, 
but  to  all  children  with  learning  problems.  If  the 
nation  is  to  realize  the  educational  potential  of  its 
children,  it  will  be  necessary  to  utilize  the  services 
of  those  skilled  in  evaluating  individual  problem 
areas.  The  Pueblo  Mental  Evaluation  Clinic  is  al- 
ready making  its  services  available  to  children  who 
are  not  actually  retarded,  but  have  a specific 
learning  problem. 

The  same  technique  may  also  prove  effective  in 
helping  the  physically  handicapped  child  to  utilize 
his  abilities  to  their  best  realization.  To  an  in- 
creasing degree  those  with  social,  emotional  and 
organic  handicaps  are  turning  to  the  health  disci- 
plines for  answers  to  problems  of  genetic  and  con- 
stitutional origin.  Perhaps  the  alternative  to  a Wel- 
fare State  is  wide  availability  of  medical  diagnosis 
and  treatment  in  the  early  childhood  years,  as  a 
basis  for  responsible  citizenship.  • 
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PROGRAMS 

of 

ANNUAL  MEETINGS 


WYOMING  STATE  MEDICAL  SOCIETY 

Jackson  Lake  Lodge  — August  30-September  2,  1966 


COLORADO  MEDICAL  SOCIETY 

Broadmoor  Hotel,  Colorado  Springs  — September  25-28,  1966 


UTAH  STATE  MEDICAL  ASSOCIATION 

Hotel  Utah  Motor  Lodge,  Salt  Lake  City  — September  21-23,  1966 


MONTANA  MEDICAL  ASSOCIATION 

Montana  State  University,  Bozeman  — September  15-17,  1966 


Sixty^Third  Annual  Meeting 
WYOMING  STATE  MEDICAL  SOCIETY 

Jackson  Lake  Lodge — August  30 — September  2,  1966 


WEDNESDAY,  AUGUST  31,  1966 

Golf  Tournament — play  when  convenient 
9:00  a.m.  House  of  Delegates 
12:00  Noon  WYOPAC  Luncheon 


2:00  p.m.  Diabetes  Revisited:  New  Concepts  of 
Pathogenesis  of  Diabetes  Mellitus 

Karl  E.  Sussman,  M.D. 


2:30  p.m.  A Positive  PKU  Screening  Test, 
What  Does  it  Mean? 

William  K.  Frankenburg,  M.D. 

3 :00  p.m.  Significance  of  Abnormal  Uterine 
Bleeding 

Andrew  Marchetti,  M.D. 


3:30  p.m. 
4:00  p.m. 


Recess  to  view  Exhibits 

Leukemia  and  Lymphoma  as  Prob- 
lems in  Family  Medical  Practice 

Henry  Lemon,  M.D. 


4:30  p.m.  The  Use  and  Abuse  of  Oral  HypO' 
glycemic  Agents 

Karl  E.  Sussman,  M.D. 


5:30  p.m.  Outdoor  cocktails  and  Barbecue 

Return  to  Lodge  for  evening  entertain- 
ment and  Dancing 


THURSDAY,  SEPTEMBER  1,  1966 

8:30  a.m.  Management  of  the  Pregnant 
Diabetic 

Karl  Sussman,  M.D. 


9:00  a.m.  Pregnancy  and  the  Use  of  Various 
Drugs 

Andrew  Marchetti,  M.D. 


9:30  a.m.  Recess  to  view  Exhibits 


10:00  a.m.  The  Anemia  and  Illness  of  Trauma 
Victor  Buhler,  M.D. 

10:45  a.m.  Atelectasis  and  Pulmonary  Com- 
plications, Surgery,  General, 
Immobility 

William  Hamilton,  M.D. 


11 :30  a.m.  Treatment  of  PKU  Patient 

William  K.  Frankenburg,  M.D. 

12:00  Noon  Workshop  and  lunch  with  anesthesiol- 
ogists, anesthetists  and  interested  people, 
moderated  by  William  Hamilton,  M.D. 

1 :30  p.m.  Nominating  Committee  Meeting 

2:00  p.m.  Reference  Committee  Meetings 

6:15  p.m.  Cocktails  on  the  Sun  Deck 

7:15  p.m.  Banquet,  Explorers’  Room 

Featured  Speaker:  James  Z.  Appel,  M.D., 
Immediate  Past  President 
American  Medical  Association 

Presentation  of  Robins  Award  for  Com- 
munity Service 

Presentation  of  Golf  Trophies 


FRIDAY,  SEPTEMBER  2,  1966 

8:30  a.m.  Diagnosis  and  Treatment  of  Cancer 
in  Situ 

Andrew  Marchetti,  M.D. 

9:00  a.m.  Sequential  Endocrine  and  Chemo- 
therapy for  Advanced  Breast 
Cancer 

Henry  Lemon,  M.D. 

9:30  a.m.  Recess  to  view  Exhibits 

10:00  a.m.  Current  Concepts  in  Cancer  Chemo- 
therapy 

John  Louis,  M.D. 

11:00  a.m.  The  Therapeutic  Challenge  of  the 
Advanced  Cancer  Patient 

Lemuel  Bowden,  M.D. 

1 :30  p.m.  House  of  Delegates 

4:00  p.m.  Council  Meeting 

6:15  p.m.  Cocktail  hour  on  the  Sun  Deck 


Guest  Speakers 


LEMUEL  BOWDEN,  M.D. 
Medical  Arts  Hospital 
New  York  City 


WILLIAM  K.  HAMILTON,  M.D. 
University  of  Iowa 
College  of  Medicine 


JOHN  LOUIS,  M.D. 
Loyola  University 
Stritch  School  of 
Medicine 


VICTOR  B.  BUHLER,  M.D. 
St.  Joseph  Hospital 
Kansas  City,  Missouri 


BLAIR  HENNINGSGAARD,  M.D. 
Internist 
Astoria,  Oregon 


ANDREW  MARCHETTI,  M.D. 
Georgetown 
University  School  of 
Medicine 


WM.  K.  FRANKENBURG.  M.D. 
University  of  Colorado  Medical  Center 


HENRY  LEMON,  M.D. 
University  of  Nebraska 
College  of  Medicine 


KARL  E.  SUSSMAN,  M.D. 
University  of  Colorado 
Medical  Center 


Registration — Every  person  who  attends  must  first  register  at  the  Society’s  registration  desk  at  the  Lodge. 
Registration  will  start  at  10:00  a.m.  on  Tuesday,  August  .30,  1966.  The  registration  fee  is  .$25.  (See  official 
program). 


TUESDAY,  AUGUST  30,  1966 

Golf  Tournament — Play  when  convenient 
11:00  a.m.  Council  Meeting,  Scientific  Sessions  Room 
3:00  p.m.  Orientation  Program,  Scientific  Sessions  Room 
6:15  p.m.  Cocktails,  Sun  Deck 
7:15  p.m.  Exhibitors’  Buffet 


• • li  I 


96th  Annual  Session 

Sunday  through  Wednesday  . . 

The  Broadmoor  . . 


In  cooperation  with  the  following  societies:  Colorado  Chapter,  AAGP,  Coloradt 
Denver  Academy  of  Surgery;  Colorado  Society  of  Clinical  Pathology! 


Dinner  Dance  . . . 
Monday,  Sept.  26 

Allen  Uhles  Orchestra 


Doctors’  Golf  Tournament  . . . 
Sept.  26  and  27 

Broadmoor  Golf  Course 


Stag  Smoker  . . . 

Tuesday,  Sept.  27 

Buffet  Dinner;  Entertainment 

No  registration  fee 
AAGP  Credit  applied  for 
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JAMES  Z.  APPEL,  M.D. 

Lancoster,  Pennsylvania 
Immediate  Post  President,  AMA 
Tuesdoy,  Sept.  27 — 9:00  e.m. 
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NOT 

AVAILABLE 


HAROLD  M.  CRANING,  M.D. 

Silver  Spring,  Maryland 
Assistant  U.S.  Surgeon  General 
Tuesdoy,  Sept.  27- — 9:00  a.m. 
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RAYMOND  E.  PARKS,  M.D. 

Miami,  Florida 
RADIOLOGY 

Tuesday,  Sept.  27 — 10:30  a.m. 


NORAD  Briefing  . . • 

Sept.  26 — 9:00  a.m. 

The  air  threat  to  North  America,  a general  picture 
of  NORAD  organization  and  aero  defense  system, 
and  presentation  on  the  Cheyenne  Mt.  underground 
Combat  Operations  Center 

☆ ☆ ☆ 

Surgery  Section  . . . 

Sept.  26 — 10:30  a.m. 

Reconstructive  Procedures  Following  Cancer 
Treatment  and  Surgery — Dr.  Robert  A.  Chase 

Other  subjects  by  Colorado  Doctors 


General  Practice  Section  ...  | 

Sept.  26 — 10:30  a.m. 

Initial  Treatment  of  Hand  and  Face  Injuries — - ! 

Dr.  Robert  A.  Chase  !, 

I 

Examination  of  Peripheral  Vascular  System — 

Dr.  Travis  Winsor  | 

Office  Urology — Dr.  John  T.  Grayhack  ’ 

☆ ☆ ☆ I; 

Medicare  Panel  ...  1 

Sept.  27 — 9:00  a.m.  j 

A followup  to  discussion  in  March — 

Drs.  James  Z.  Appel  and  Harold  M.  Craning 


...COLORADO  MEDICAL  SOCIETY 


. . . September  25-28,  1966 
. . . Colorado  Springs 

Gynecological  and  Obstetrical  Society;  Colorado  Society  of  Internal  Medicine; 
Colorado  Radiological  Society;  Rocky  Mountain  Urological  Society 

ROBERT  A.  CHASE,  M.D. 

Polo  Aito,  Colifornio 
SURGERY 

Monday,  Sept.  26 — 10:30  a. in. 

11:15  a.m. 


JOHN  T.  GRAYHACK,  M.D. 

Chieogo,  iilinois 
UROLOGY 

Monday,  Sept.  25 — 1 1 :S0  a.m. 
Tuesday,  Sept.  27- — 10:30  o.m. 


ROBERT  W.  ICISTNER,  M.D. 

Srookiine,  Msssoehusetts 
OBSTETRICS  and  GYNECOLOGY 

Wednesday,  Sept.  28 — 1 1 :00  a.m. 

12:00  Noon 


MEYER  M.  MELICOW,  M.D. 

New  York,  New  York 
PATHOLOGY 

Tuesdoy,  Sept.  27 — 10:30  a^m. 


MR.  DICK  POWNALL 

Lakewood,  Coiorodo 

Member  of  first  American 
team  to  climb  Mt.  Everest 

Wednesdoy,  Sept.  28- — 9:30  e.ra. 


TRAVIS  WINSOR,  M.D. 

Las  Angeles,  California 
INTERNAL  MEDICINE 
Monday,  Sept.  26 — 11:10  a.m. 
Wednesday,  Sept.  28—1 1 :00  a.m. 


Urology  - Pathology  - Radiology  Section  . . . 
Sept.  27 — 10:30  a.m. 

Panelists:  Drs.  John  T.  Grayhack, 

Raymond  E.  Parks, 

Meyer  M.  Melicow 

☆ ☆ ☆ 

Americans  on  Everest  . . . 

Sept.  28 — 9:30  a.m. 

First  movies  from  summit  of  28,027-foot  Mount 
Everest,  with  comments  by  Mr.  Dick  Pownall 


Obstetrics  and  Gynecology  Section  . . . 

Sept.  28 — 11:00  a.m. 

Vaginitis,  Etiology — Diagnosis  and  Treatment 
Newer  Concepts  in  the  Management  of  Infertility- 
Dr.  Robert  W.  Kistner 
Other  subjects  by  Colorado  doctors 

☆ ☆ ☆ 

Internal  Medicine  Section  . . . 

Sept.  28 — 11:00  a.m. 

New  Wrinkles  in  Diagnosis — Dr.  Travis  Winsor 
Other  subjects  by  Colorado  doctors 


71st  ANNUAL  SCIENTIFIC  SESSIONS 

UTAH  STATE  MEDICAL  ASSOCIATION 

HOTEL  UTAH  MOTOR  LODGE — SEPTEMBER  21-23,  1966 


WEDNESDAY,  SEPTEMBER  21,  1966 

10:05  a.m.  Cryosurgery  of  the  Head  and  Neek 
Hans  von  Leden,  M.D. 

10:30  a.m.  Congenital  Melanosis  Oeuli  and 
Malignant  Melanoma 

Lorenz  E.  Zimmerman,  M.D. 


11:00  a.m. 
11:30  a.m. 
12:15  p.m. 


2:00  p.m. 

2:30  p.m. 
3:00  p.m. 

3:45  p.m. 

4:15  p.m. 

4:45  p.m. 


Treatment  of  Burns 
Curtis  P.  Artz,  M.D. 

Neonatal  Abdominal  Masses 
Edward  B.  D.  Neuhauser,  M.D. 

LUNCHEON 

“Medieal  Legal  Problems” 

Albert  R.  Bowen,  John  H.  Snow,  Legal 
Counsels 

Acquired  Melanosis  of  the 
Conjunctiva 

Lorenz  E.  Zimmerman,  M.D. 

Management  of  Acute  Pancreatitis 
Curtis  P.  Artz,  M.D. 

Hybaroxic  Radiation  Therapy  of 
Cancer 

Henry  P.  Plenk,  M.D.  and 
Richard  Y.  Card,  M.D.,  Utah 

Psychosomatic  Aspects  of  some 
Illnesses  in  Children 

R.  Janies  McKay,  Jr.,  M.D. 

Surgery  for  the  Conservation  or 
Improvement  of  Voice 

Hans  von  Leden,  M.D. 

Treatment  of  the  Vertiginous 
Patient 

David  A.  Dolowitz,  M.D.,  Utah 


THURSDAY,  SEPTEMBER  22,  1966 

8:30  a.m.  Studies  of  Goitrous  Hypothyroidism 
in  Children 

M.  L.  Rallison,  M.D.,  F.  H.  Tyler,  M.D. 
and  L.  F.  Kumagai,  M.D.,  Utah 


8:45  a.m. 
9:15  a.m. 
9:45  a.m. 
10:30  a.m. 


10:45  a.m. 


Newborn  Diagnosis 

R.  James  McKay,  Jr.,  M.D. 

Respiratory  Distress  in  the  Newborn 

Edward  B.  D.  Neuhauser,  M.D. 

Laryngotraeheobronchitis 

William  S.  Jordan,  M.D.,  Utah 

Reversible  Cor  Pulmonale  due  to 
Hypertrophic  Tonsils  and  Adenoids 

L.  George  Veasy,  M.D.,  Utah 

Tuberculosis  in  Children 
Glen  C.  Griffin  M.D.,  Utah 


11:00  a.m. 
11:30  a.m. 
12:15  p.m. 
2:00  p.m. 
2:15  p.m. 
2:40  p.m. 
3:30  p.m. 
6:00  p.m. 


Drug  Resistant  Tuberculosis 
T.  William  Lester,  M.D. 

Acute  Osteomyelitis 

Charles  F.  Gregory,  M.D. 

LUNCHEON 

“WHAT’S  NEW  IN  MY  FIELD” 

The  Medically  Impaired  Driver 
Mark  H.  Greene,  M.D.,  Utah 

“Open”  Fractures 

Charles  F.  Gregory,  M.D. 

Ski  Injuries 

Irvin  E.  Hendryson,  M.D. 

Athletic  Injuries 

Drs.  Gregory,  Hendryson,  Clegg,  Cali 

PRESIDENTS’  RECEPTION  followed 
by  Banquet 

Mr.  Robert  K.  Gray,  Hill-Knowlton 
Co.,  Washington,  D.  C.,  speaker 


FRIDAY,  SEPTEMBER  23,  1966 

8:30  a.m.  Psychiatric  Reactions  to  Accidents 
Herbert  C.  Modlin,  M.D. 

9:00  a.m.  Various  Forms  of  Cerebrovascular 
Disease — Clark  H.  Millikan,  M.D. 


9:30  a.m.  Surgical  Treatment  of  Stroke 
Disease 

E.  Stanley  Crawford,  M.D. 

10:30  a.m.  Cerebral  Vascular  Disease  in  Utah 
Conrad  B.  Jensen,  M.D.  and 
Evan  B.  Weisman,  M.D.,  Utah 


10:45  a.m.  Early  Stroke  Rehabilitation 

James  R.  Swenson,  M.D.,  Utah 

11:00  a.m.  The  Stroke-Prone  Profile 
Clark  H.  Millikan,  M.D. 


11:30  a.m. 


12:15  p.m. 
2:00  p.m. 
2:30  p.m. 
3:00  p.m. 
3:30  p.m. 


Compensation  Neurosis 
Herbert  C.  Modlin,  M.D. 

LUNCHEON 

“What’s  New  in  My  Field” 

The  Versatility  of  Vaginal  Cytology 
Edward  C.  Hill,  M.D. 

Surgery  of  Occlusive  Vascular 
Disease — E.  S.  Crawford,  M.D. 

The  Mimicry  of  Hiatus  Hernia 
William  G.  Dixon,  M.D.,  Utah 

Clinical  Sequellae  from  Mechanical 
Entry  into  the  Arterial  Tree 
JD  Mortensen,  M.D.,  Utah 


3:45  p.ni. 


4:00  p.m. 


Treatment  of  Carcinoma  of  the 
Cervix  at  the  University  of  Utah 
Irwin  H.  Kaiser,  M.D.,  Utah 

Cervical  Carcinoma  Therapy 
Edward  C.  Hill,  M.D. 


4:30  p.m.  The  Course  of  Pregnancy  Before 
and  After  Surgical  Correction  of 
Left  to  Right  Shunts 

Homer  S.  Ellsworth,  M.D.  and 
JD  Mortensen,  M.D.,  Utah 

4:45  p.m.  Augmentation  Mammoplasty 

T.  Ray  Broadbent,  M.D.  and 
Robert  M.  Woolf,  M.D.,  Utah 


Utah 


Speakers 


CURTIS  P.  ARTZ,  M.D. 
Medical  College  of 
South  Carolina 


CHARLES  F.  GREGORY,  M.D. 
University  of  Texas 
Southwestern  Medical 
School 


EDWARD  C.  HILL,  M.D. 
University  of  California 
School  of  Medicine 


R.  JAMES  McKAY,  JR.,  M.D. 
University  of  Vermont 
College  of  Medicine 


ERBERT  C.  MODLIN, 


M.D. 


Topeka,  Kansas 


E.  STANLEY  CRAWFORD,  M.D. 
Baylor  University  College  of 
Medicine 


HANS  VON  LEDEN,  M.D. 
U.C.L.A.  School  of 
Medicine 


IRVIN  E.  HENDRYSON,  M.D. 
Denver,  Colorado 


■.  WILLIAM  LESTER,  M.D. 
Denver,  Colorado 


LORENZ  E.  ZIMMERMAN, 
M.D. 

Washington,  D.  C. 


CLARK  H.  MILLIKAN,  M.D. 
Mayo  Clinic 


EDWARD  B.  D.  NEUHAUSER, 
M.D. 

Boston,  Massachusetts 


88th  Annual  Meeting 

MONTANA  MEDICAL  ASSOCIATION 

September  1547^  1966 
Bozeman^  Montana 


The  officers  and  members  of  the  Montana  Medical 
Association  extend  to  all  physicians  in  the  Rocky 
Mountain  area  a hearty  and  cordial  invitation  to  at- 
tend their  88th  Annual  Meeting  in  Bozeman,  Montana, 
Thursday,  Friday,  and  Saturday,  September  15,  16, 
17,  1966.  The  City  of  Bozeman  is  located  in  south- 
central  Montana,  and  is  in  the  heart  of  one  of  the 
more  scenic  sections  of  the  Rocky  Mountains.  Yellow- 
stone Park  as  well  as  other  scenic  and  historical  sites 
are  within  convenient  traveling  distance.  A restful 
vacation  may  be  combined  with  a most  interesting 
and  educational  program  of  postgraduate  education. 

All  of  the  scientific  and  business  sessions  of  the 
88th  Annual  Meeting  will  be  held  in  the  Student  Union 


Building  on  the  campus  of  Montana  State  University. 

An  interesting  array  of  scientific  and  technical  exhibits 
will  also  be  displayed  in  an  area  of  the  Student  Union 
Building  adjacent  to  the  meeting  room. 

The  annual  reception  and  banquet  of  the  Montana 
Medical  Association  will  be  held  at  the  Baxter  Hotel 
on  Thursday  evening,  September  15.  This  event  will 
be  the  social  highlight  of  the  annual  meeting,  and 
will  provide  an  opportunity  for  each  physician  and 
his  wife  to  renew  friendships.  On  Friday  evening, 
September  16,  the  Montana  Medical  Political  Action 
Committee  plans  to  hold  its  annual  banquet  at  which  ' 
a nationally  prominent  speaker  will  be  featured. 


Sessions  of  the  House  of  Delegates  will  convene  as  follows: 

Thursday  Morning,  September  15 

8:30-10:00  Opening  session  for  introduction  of  committee  reports,  resolutions,  and  other  business. 

Friday  Afternoon,  September  16 

3:20-  5:30  Reports  of  the  reference  committees. 


Saturday  Morning,  September  17 
11:00-12:30  Reports  of  the  reference  committees  (continued). 

Saturday  Afternoon,  September  17 

12:30-  1:30  Luncheon  recess. 

1 :30-  Meeting  of  Administrative  Body  of  the  Montana  Physicians’  Service. 

Election  and  installation  of  officer's  of  the  Montana  Medical  Association. 


Scientific  Sessions 


Thursday,  September  15 

10:15  a.m.  Welcome  by  Paul  J.  Cans,  M.D. 

President  of  the  Montana  Medical 
Association 


10:30  a.m.  The  Two  Most  Common  Anemias 

George  E.  Cartwright,  M.D.,  Salt  Lake 
City,  Utah 

11:00  a.m.  The  Stein  Leventhal  Syndrome:  Results 
of  Treatment 

Charles  A.  Woolever,  M.D.,  Toronto, 
Ontario,  Canada 

2:00  p.m.  Urinary  Tract  Infection  in  Girls 

Colin  Markland,  M.D.,  Minneapolis, 
Minnesota 


3:00  p.m.  The  Use  of  Steroids  in  Hematologic 
Disorders.  . 

George  E.  Cartwright,  M.D. 

3:30  p.m.  RECESS 

4:00  p.m.  Infertility  and  Anovulation 
Charles  A.  Woolever,  M.D. 


Friday,  September  16 

9:00  a.m.  Uterine  Synechiae 

Charles  A.  Woolever,  M.D. 


10:30  a.m.  RECESS 

11:00  a.m.  Current  Experiences  With  Urinary 
Diversion 

Colin  Markland,  M.D. 

1:30  p.m.  Dextran  Sulfate — A New  and  Potent 
Antiulcer  Agent 

William  A.  Barnes,  M.D.,  New  York, 
New  York 


2:00  p.m.  The  Convulsive  Disorders  of  Childhood 
M.  G.  Peterman,  M.D.,  Washington, 
D.  C. 

2:30  p.m.  Medical  Moral  Ethics  in  Modern 
Medicine 

Reverend  Paul  McCleave,  Chicago, 
Illinois 


Saturday,  September  17 

9:00  a.m.  Esophagogastric  Resection  Without 
Reflux 

William  A.  Barnes,  M.D. 

9:30  a.m.  Treatment  of  Epilepsy 
M.  G.  Peterman,  M.D. 


9:30  a.m.  Chemosurgery  for  the  Microscopically 
Controlled  Excision  of  Skin  Cancer 
and  for  Amputation  of  Gangrenous 
Parts 

Frederic  E.  Mohs,  M.D.,  Madison, 
Wisconsin 


10:00  a.m.  Experiences  With  the  Social  Security 
Health  Insurance  Program  to  Date 
Mrs.  Martha  A.  McSteen,  Regional 
Representative,  Health  Insurance  Pro- 
gram, Social  Security  Administration, 
Denver,  Colorado 


SQUIBB  NOTES  ON  THERAPY 


Behind  continued  high  blood  pressure  readings 
lies  the  possibility  of  organic  damage 


Many  of  the  aspects  of  essential  hypertension  are 
unpredictable—either  because  there  are  a number 
of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanisms. i 
There  is  one  aspect  of  hypertension,  however,  that 
seems,  in  many  cases,  predictable.  “.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
the  syndrome  with  resulting  vascular  damage  through- 
out the  body. ”14  All  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs:  the 
heart,  the  kidney,  the  brain. 


‘‘Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity. ”4 

‘‘[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies. ”1° 

‘‘.  . . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage. ”i 
“In  short,  treatment  is  indicated. 

Antihypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels. ^ 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started. i4 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  early  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 
Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypertensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy, 15-17  since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 

References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.;  The  Usefulness  of  Drugs  in  the 
Treatment  of  Hypertension,  in  Ingelfjnger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  95.  2.  Hollander,  W.;  The  Evaluation  of  Antihypertensive  Therapy 
of  Essential  Hypertension  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.;  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  97.  3.  Nickerson,  M.:  Antihypertensive  Agents  and  the  Drug  Therapy 
of  Hypertension,  in  Goodman,  L.  S.,  and  Gilman,  A.;  The  Pharmacological 
Basis  of  Therapeutics,  ed.  3,  New  York,  The  Macmillan  Co.,  1965,  p.  727. 
4.  Berkson,  D.  M.;  Indust.  Med.  & Surg.  32:371,  1963.  5.  Cohen,  B.  M.: 
M.  Times  91:645,  1963.  6.  Lee,  R.  E.,  et  al.:  Am.  J.  Cardiol.  11:738,  1963. 
7.  Moyer,  J.  H.:  Am.  J.  Cardiol.  9:821,  1962.  8.  Moser,  M.:  New  York  J. 
Med.  62:1177,  1962.  9.  Wood,  J.  E.,  and  Battey,  L.  L.:  Am.  J.  Cardiol.  9:675, 
1962.  10.  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol.  9:920,  1962.  11. 
Moser,  M.,  and  Macaulay,  A.  I.i  New  York  State  J.  Med.  60:2679,  1960. 
12.  Judson,  W.  E.:  Nebraska  M.  J.  44:305,  1959.  13.  Hodge,  J.  V.;  McQueen, 
E.  G.,  and  Smirk,  H.:  Brit.  M.  J.  1:5218,  1961.  14.  Moyer,  J.  H.,  and  Brest, 
A.  N.:  Hypertension  Recent  Advances,  Philadelphia,  Lea  & Febiger,  1961, 
p.  633.  15.  Berry,  R.  L.,  and  Bray,  H.  P.;  J.  Am.  Geriatrics  Soc.  10:516, 
1962.  16.  Reid.  W.  J.;  J.  Am.  Geriatrics  Soc.  13:365,  1965.  17.  Feldman, 
L.  H.;  North  Carolina  M.  J.  23:248,  1962. 

Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plementally.  Stop  medication  if  abdominal  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects;  The  dose  of  ganglionic  blocking  agents,  vera- 
trum  or  hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
surgery  is  possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
tions may  cause  reversible  extrapyramidal  symptoms  and  emotional  depres- 
sion, diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendroflumethia- 
zide may  cause  increases  in  serum  uric  acid,  unmask  diabetes,  increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  — capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg.  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  infor.mation,  see  Product  Brief. 


R AUTR  AX-  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  {400  mg.) 


^OITflR'R.  Priceless  Ingredient’  of  every  product 

HiililB'  is  the  honor  and  integrity  of  its  maker. 


Indications  for  tracheotomy* 


Thomas  F.  Keyes,  MD,  North  Las  Vegas,  Nevada 


New  concept  in  treatment  is  discussed. 
Importance  of  a transverse  incision,  plus 
early  decision  and  quick  precise  technic 
are  emphasized.  The  concept  of  crico- 
thyroidotomy  is  relatively  new. 

Of  all  the  operations  performed,  the  one 
which  often  means  the  difference  between  death 
and  survival  is  a tracheotomy.  In  late  years  tra- 
cheotomy is  being  performed  more  and  more  as  a 
life  saving  measure.  The  overriding  indication  for 
a tracheotomy  is  any  condition  which  embarrasses 
or  obstructs  the  airway.  It  can  also  be  made  to 
include  any  condition  which  may  obstruct  the  air- 
way. Here  a prophylactic  tracheotomy  would  be 
done.  I would  also  like  to  state  that  if  one  has  a 
suspicion  that  a tracheotomy  should  be  performed, 
more  than  likely  it  should  be  done  at  that  time. 

Some  of  the  conditions  which  may  obstruct  the 
airway  are : 

1.  Severe  trauma  about  the  head,  neck  and 
chest.  This  can  include  bums  of  the  head  and 
neck,  crashing  chest  injuries,  etc. 

2.  Tumors  or  foreign  bodies  encroaching  upon 
the  upper  respiratory  tract. 

3.  Acute  infections  in  and  about  the  larynx. 

4.  Diseases  characterized  by  neuromuscular 
dysfunction  such  as  bulbar  polio,  myasthenia 
gravis,  etc. 

5.  Prolonged  coma  due  to  drug  poisoning  or 
cardio-vascular  accident. 

6.  Following  certain  types  of  extensive  opera- 
tions on  the  head  and  neck. 

7.  Congenital  malformations  of  the  larynx. 

8.  Debilitated  patients  with  ineffective  cough 
and  with  pulmonary  complications. 

9.  Bilateral  recurrent  laryngeal  nerve  paralysis. 

• This  paper  is  part  of  a paper  presented  at  American  College 
of  Chest  Physicians  meeting  in  Mexico  City,  October  9,  1964. 
From  the  North  Las  Vegas  Medical  Center  and  Hospital. 


10.  Post  pulmonary  surgery  where  there  is  a 
precarious  pulmonary  stump. 

11.  Following  pulmonary  resectional  surgery 
where  maximum  expiration  is  not  adequate  to  ex- 
pel secretions. 

12.  Following  severe  burns  of  the  face  and 
body,  requiring  frequent  and  extensive  skin  graft- 
ing. 

13.  To  provide  a channel  for  mechanically  as- 
sisted respiration  or  controlled  respiration. 

The  old  concept  that  a tracheotomy  was  a mea- 
sure of  last  resort  no  longer  holds.  When  a trache- 
otomy is  performed,  it  should  be  performed  as  a 
planned  procedure,  in  an  operating  room  and  not 
on  a struggling  patient  in  the  emergency  room. 

If  an  emergency  procedure  must  be  performed 
for  an  obstructed  airway,  in  my  opinion  it  is 
much  safer  and  quicker  to  do  a crico-thyroidotomy 
(cutting  the  membrane  between  the  thyroid  and 
cricoid  cartilages).  This  can  be  done  in  about  one 
minute  under  local  anesthesia  without  any  danger 
of  cutting  large  blood  vessels. 

Technic 

If  one  will  extend  the  head  of  the  patient  and 
run  the  index  finger  caudad  from  the  thyroid 
cartilage,  the  first  transverse  indentation  felt  that  is 
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soft  is  the  crico-thyroid  membrane.  This  is  in- 
filtrated with  xylocaine  and  a transverse  incision 
is  made  in  the  membrane  and  a tracheotomy  tube 
is  introduced.  The  only  problem  is  that  this  should 
be  converted  to  a regular  tracheotomy  if  it  has  to 
be  maintained  for  longer  than  48  to  72  hours  be- 
cause of  possible  danger  to  the  larynx  (Fig.  1). 

As  mentioned  before,  when  a tracheotomy  is 
performed,  the  ideal  is  to  do  the  procedure  in  an 
operating  room  where  excellent  conditions  prevail. 
Furthermore,  perform  the  operation  over  an 
endotracheal  tube,  because  then  the  procedure  can 
be  done  in  an  unhurried  manner.  • 


Summary 

1.  Airway  obstruction  is  the  prime  indication 
for  tracheotomy. 

2.  In  an  emergency  situation,  it  is  safer  and 
quicker  to  do  a crico-thyroidotomy  rather  than  a 
tracheotomy. 

3.  A tracheotomy  is  best  performed  in  an 
operating  room  with  an  endotracheal  tube  in 
place. 
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Bronchial  asthma  in  children 


Franklyn  M.  Newmark,  MD,*  Denver 


A plea  for  early  diagnosis,  perpetual 
eontrol,  and  specifie  treatment  to  avoid 
chronic  disability. 

Bronchial  asthma  is  an  atopic,  recurrent  or 
continuous,  diffusely  obstructive  disorder  of  the 
bronchial  tree  manifested  by  dyspnea,  wheezing, 
mostly  expiratory,  and  sometimes  coughing.  These 
symptoms  are  due  to  bronchiolar  narrowing, 
mucosal  edema  and  the  presence  of  thick  tena- 
cious mucus.  Other  diseases  from  which  it  must 
be  differentiated  tend  to  have  less  reversibility, 
greater  toxicity,  more  localization  and  greater  in- 
terference with  inspiration,  or  gross  involvement 
of  other  body  systems.^ 

It  is  a common  disease,  being  found  in  two  to 
five  per  cent  of  the  population.  The  incidence  in 
children  is  the  same.  In  the  overall  population 
males  and  females  are  equally  afflicted.  Among 
the  younger  age  groups,  however,  asthma  is  more 
common  in  boys.  Thirty  to  50  per  cent  of  children 
with  allergic  rhinitis  will  develop  asthma.*  The 
presence  of  infantile  eczema  frequently  heralds 
the  approach  of  bronchial  asthma,  one  study  re- 
vealing that  67  per  cent  of  eczematous  children 
developed  asthma.^  The  seriousness  of  asthma  in 

* Clinical  Instructor  in  Medicine,  University  of  Colorado 
School  of  Medicine. 


children  is  not  well  appreciated  even  among  the 
medical  profession.  It  accounts  for  at  least  one 
third  of  all  chronic  diseases  among  children  in 
the  United  States,  and  bronchial  asthma,  alone, 
accounts  for  the  highest  percentage  of  days  lost 
from  school.^  Of  those  children  who  are  not  given 
specific  treatment,  one-third  will  have  a spon- 
taneous recovery  and  two  thirds  will  get  worse 
by  the  time  of  puberty.  On  the  other  hand,  70 
per  cent  of  treated  asthmatic  children  will  re- 
cover. H.  G.  Rapaport,  in  a recent  statement® 
took  note  of  the  lack  of  appreciation  of  the  se- 
riousness and  the  magnitude  of  the  problem  of 
asthma  in  children  on  the  part  of  physicians,  and 
decried  the  tendency  to  provide  only  symptomatic 
treatment.  He  said,  “It  is  difficult  to  understand 
how  pediatricians  and  general  practitioners  who 
treat  children  can  doubt  the  importance  of  early 
recognition  and  prompt  immunologic  treatment 
as  the  best  means  of  coping  with  this  major 
pediatric  problem.” 

Diagnosis 

Pathologic  examination  reveals  the  walls  of  the 
smaller  bronchi  to  be  thickened  due  to  edema. 
Mucus  glands  are  overactive.  There  may  be  loss 
of  some  surface  epithelium.  The  lumen  may  be 
filled  with  mucus,  epithelial  debris,  eosinophiles 
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and  neutrophiles.  It  is  to  be  noted  that  the  walls 
of  the  arterioles  become  thickened  in  long  standing 
asthma,  resulting  in  a diminished  lumen  and  pul- 
monary hypertension.  Grossly  one  sees  overdisten- 
tion of  alveoli,  patchy  areas  of  atelectasis  and  right 
ventricular  hypertrophy. 

Bronchial  asthma  results  from  allergic  edema 
of  the  walls  of  the  smaller  bronchi  and  bronchi- 
oles, spasm  of  bronchiolar  smooth  muscle  and 
secretion  of  tenacious  mucus.  Segments  of  the 
lung  that  become  completely  obstructed  become 
atelectatic.  Most  segments  become  partially  ob- 
structed. This  results  in  dyspnea,  hypoxia  and  COo 
retention.  The  inadequate  cleansing  of  the  bron- 
chial tree  predisposes  to  bronchitis  and  pneu- 
monia. The  partial  obstruction  causes  overinfla- 
tion of  the  lungs  and  interferes  with  the  mechanics 
of  respiration.  Asthmatics  commonly  use  their 
accessory  muscles  of  respiration  and  tighten  their 
lips  on  expiration.  Expiration  is  strikingly  pro- 
longed. 

Bronchospasm  in  asthmatics  is  induced  by 
chemical  mediators  such  as  histamine  and  slow 
reacting  substance.  These  mediators  are  released 
or  activated  by  the  antigen-antibody  reaction.  A 
tissue  sensitized  and  containing  cell-bound  or  in- 
active chemical  mediators  may,  on  occasion,  mani- 
fest its  symptoms  through  various  non-specific 
triggers  such  as  irritating  fumes,  smoke,  and 
trauma.  Psychic  stress,  similarly,  may  trigger  the 
pathway  established  by  the  antigen-antibody  re- 
action, presumably  by  means  of  a humoral  sub- 
stance released  in  the  central  nervous  system. 

The  transitory  emphysema  in  children  clears 
completely  between  attacks,  but  becomes  only 
partially  reversible  after  persistent  asthma.  The 
progress  of  this  can  be  evaluated  by  periodic 
measurement  of  the  FEV,  and  MBC.  The  chest 
deformity  resulting  from  such  emphysema  is 
compensated  partially  by  growth  if  the  child  is 
young  enough  when  effective  treatment  is  insti- 
tuted. 

Course  of  the  disease 

It  is  not  possible  to  predict  which  children  with 
asthma  will  recover  spontaneously  and  which  will 
get  worse.  Untreated  67  per  cent  will  get  worse. 
Treated  only  30  per  cent  will  get  worse.  This 
represents  a salvage  rate  of  over  50  per  cent.  In 
addition,  those  who  would  recover  anyway,  will 
experience  milder  symptoms  and  earlier  recovery 
if  treated  early.  Therefore  it  is  important  to  in- 
stitute early  treatment. 


Some  children  with  asthma  get  attacks  in  asso- 
ciation with  emotional  problems,  usually  a mal- 
functioning of  the  parent-child  relationship.®  This 
only  occurs  after  the  chemical  mediators  of  the 
antigen-antibody  reaction  are  in  situ.  Once  estab- 
lished, this  emotional  trigger  will  induce  attacks 
in  the  presence  of  what  is  ordinarily  a subclinical 
amount  of  antigen.  Antiallergic  treatment,  there- 
fore, is  most  effective  before  the  psychiatric  prob- 
lem gets  its  vise-like  grip  on  the  bronchioles.  Thus 
we  issue  a strong  plea  for  early  diagnosis  and  early 
treatment! 

Typically  it  takes  one  to  two  years  to  establish 
a diagnosis  of  asthma  in  young  children.  This 
stems  from  the  initial  wide  spacing  of  attacks,  con- 
fusion with  other  diagnostic  possibilities  and  a re- 
luctance to  tab  a patient  with  a chronic  disease 
label.  This  is  too  long.  In  the  child  with  other  pre- 
existent or  coexistent  atopic  disorders  and/or  a 
family  history  of  atopic  disorders,  the  presence  of 
wheezing  or  recurrent  coughing  spells  should  bring 
the  diagnosis  of  asthma  to  the  top  of  the  list  of 
diagnostic  possibilities. 

An  intensive  workup  should  be  instituted  as 
soon  as  asthma  is  suspected.  A careful  history  is 
mandatory.  This  must  include  inquiry  into  the  de- 
tails preceding  and  accompanying  onset  of  attacks 
(course,  duration,  pattern,  response  to  treatment, 
previous  diagnostic  studies  if  any),  family  history, 
and  environmental  analysis.  After  careful  physical 
examination,  adjunctive  diagnostic  procedures 
should  include  CBC,  chest  x-ray,  sputum  exam  if 
possible,  if  not  a nasal  smear,  tuberculin  test, 
sweat  chlorides,  and  pulmonary  function  studies 
if  the  child  is  old  enough  to  understand  and  co- 
operate. 

Differential  diagnosis 

Conditions  to  be  ruled  out  include;  extrinsic 
lesions  causing  bronchial  compression,  foreign 
bodies,  pertussis,  croup,  tumors,  cystic  fibrosis 
and  pneumonia.  The  differentiation  of  infective 
bronchitis  with  wheezing  is  sometimes  very  diffi- 
cult because  some  asthmatic  children  have  their 
attacks  only  or  primarily  in  association  with  res- 
piratory infections.  Nevertheless,  repeated  infec- 
tions with  wheezing  are  probably  manifestations 
of  asthma. 

Factors  supporting  the  diagnosis  of  infective 
bronchitis  include  fever,  leukocytosis,  poor  re- 
sponse to  epinephrine,  pathogenic  organisms  in 
the  respiratory  tract,  single  episode.  Factors  sup- 
porting the  diagnosis  of  asthma  include  previous 


for  August,  1966 


53 


episodes,  occasional  wheezing  in  the  absence  of 
signs  of  infection,  other  atopic  disorders'  and  a 
family  history  of  atopic  disorders.  More  than  50 
per  cent  of  children  who  wheeze  during  viral 
respiratory  infections  will  have  major  allergic 
disorders.®  Recurrent  bronchitis  with  wheezing 
and  recurrent  asthma  with  infection  both  lead  to 
the  same  chronic  bronchiectatic  disease.  A search 
for  allergic  factors  is  certainly  indicated  as  part 
of  the  investigation  of  this  condition. 

The  diagnosis  of  asthma  can  rarely  be  made 
after  the  first  episode  of  wheezing.  However  with 
a high  index  of  suspicion  and  careful  attention  to 
the  above  mentioned  factors,  it  should  not  have 
to  wait  a period  of  years.  Since  symptomatic 
treatment  does  not  alter  the  course  or  prognosis 
of  asthma  and  specific  treatment  does  materially 
benefit  the  course  and  prognosis,  specific  diagnosis 
is  essential.  Specific  treatment  wiU  consist  of  a 
program  of  avoidance  and  hyposensitization.  It 
will  depend  on  information  obtained  from  various 
diagnostic  procedures  and  correlated  with  the 
clinical  history.  These  procedures  inelude  the 
use  of  skin  tests,  both  direct  and  passive-transfer, 
eye,  nose  and  bronchial  challenges,  food  diary,  ex- 
perimental diets  and  provocative  feeding.  Supple- 
mentary techniques,  not  quite  ready  for  everyday 
use  include  agar  diffusion-precipitin  tests,  other 
precipitin  tests,  electrophoresis,  hemagglutination 
complement-fixation  tests  and  basophil  degranula- 
tion tests. 

“The  final  etiologic  diagnosis  must  be  based  on 
judgment  in  assembling  information  from  the 
various  diagnostic  approaches,  not  simply  a sum- 
mary of  skin  reactions.  It  must  adequately  ac- 
count for  the  occurrence  of  symptoms  under  the 
observed  circumstances  if  it  is  to  serve  as  the  basis 
for  successful  treatment.  Common  sense  in  eval- 
uating the  whole  picture  is  more  often  important 
than  brilliance  in  suspecting  an  obscure  and  exotic 
allergen.”^ 

T reatment 

Early  treatment  must  include  attention  not  only 
to  the  asthma,  but  to  coexistent  medical  problems. 
Foci  of  infection  should  be  treated.  Chronic  or  re- 
current tonsillitis  and  adenoiditis  should  be  treated 
with  long  term  antibiotics  before  T and  A is  con- 
sidered. Asthma  is  not  a contraindication  to  T 
and  A as  believed  in  earlier  years.  The  treatment 
of  asthma  may  be  divided  into: 

1.  The  treatment  of  the  asthmatic  episode, 

2.  Specific  and  long  range  measures. 


The  asthmatic  episode,  if  mild  to  moderate  may 
be  treated  with  a variety  of  well  known  drugs  that 
include  such  oral  agents  as  Tedral,  Amesec,  Quad- 
rinal,  Verequad,  iodides,  ipecac.  Antihistimines, 
because  of  their  drying  action  on  the  bronchial 
mucus,  should  be  avoided.  Injectable  agents  in- 
clude epinephrine,  Susphrine  and  intravenous 
aminophyllin,  observing  special  precaution  in  the 
use  of  the  latter  in  young  children.  Aminophyllin 
suppositories  are  helpful.  Inhalational  agents  in- 
clude humidification,  warm  saline  with  isuprel  and 
prepackaged  nebulizers  such  as  Medihaler,  Noriso- 
drine  and  Bronkometer. 

The  severe  episode  or  status  asthmaticus  should 
be  treated  in  the  hospital.  Preliminary  diagnostic 
studies  should  include  a CBC,  serum  pH,  pC02, 
chest  x-ray  and  sputum  culture  and  sensitivities. 
Initial  treatment  should  include  an  infusion  of 
D/W  with  aminophyllin;  Walton  Humidifier; 
nebulization  treatments  with  warm  saline,  isuprel 
and  compressed  air,  followed  by  postural  drain- 
age; mild  sedation  with  Chloral  Hydrate.  (A  few 
patients  may  have  such  extreme  bronchial  irrita- 
bility that  they  do  not  tolerate  inhalation  therapy. ) 
If  already  on  steroids  increase  the  dose,  otherwise, 
wait  2-4  hours  for  initial  therapy  to  take  effect, 
and  then,  if  needed,  give  Solu-cortef  80  mgm  in 
TV.,  followed  by  oral  prednisone  20  to  40  mgm 
day.  An  ether-olive  oil  retention  enema  is  fre- 
quently helpful  in  relieving  status  asthmaticus. 
Antibiotics  should  be  given  if  the  sputum  is 
colored  or  if  pathogens  are  obtained.  A green 
sputum  indicates  the  presence  of  gram  negative 
organisms.  If  blood  pH  is  below  7.3,  a metabolic 
acidosis  is  likely  and  will  result  in  resistance  to 
the  action  of  epinephrine  and  aminophyllin.  It 
may  be  corrected  with  sodium  bicarbonate  or  lac- 
tate solutions.  On  rare  occasions  bronchoscopy  or 
tracheostomy  is  necessary.  If  oxygen  is  needed  be- 
cause of  cyanosis  or  severe  pallor,  use  40  per  cent 
oxygen  and  watch  very  closely  as  apnea  could 
develop.  Do  not  use  antihistamines,  narcotics,  ex- 
cessive epinephrine  or  oxygen  over  40  per  cent. 

Steroids  are  most  efficacious  in  relieving  asth- 
matic attacks.  The  hazards  of  prolonged  steroid 
therapy  have  been  well  documented.  They  have 
no  effect  on  the  long  range  course  of  asthma  and 
thus  should  be  reserved  for  situations  of  urgent 
necessity. 

Control 

Specific  and  long  range  measures  for  the  control 
of  asthma  should  be  started  early.  The  first  prin- 
ciple is  to  avoid  those  antigens  which  can  be 
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avoided.  Food  allergies  may  be  controlled  by  ap- 
propriate diets.  Good  sense  requires  that  proper 
nutrition  not  be  neglected.  Animals  may  need  to 
be  removed  and  once  removed,  not  replaced. 
Poodles  and  Chihuahuas,  contrary  to  legend,  are 
no  less  antigenic  than  other  dogs.  Control  of 
house  dust  includes  the  use  of  special  housekeep- 
ing instructions,  humidifiers  and  electrostatic  air 
cleaners.  The  second  principle  is  to  hyposensitize 
the  patient  to  those  clinically  significant  antigens 
which  cannot  be  avoided  and  which  can  safely  and 
effectively  be  so  utilized.  Oral  hyposensitization 
to  pollens  can  be  effective  in  young  children  and 
for  humane  reasons  has  a place  in  the  therapeutic 
regimen.  Aqueous  injection  is  the  main  technique 
used  in  hyposensitization  and  is  most  effective 
when  the  dosage  schedule  is  geared  to  weekly  ob- 
servations of  the  patients’  reactions.  Emulsion 
therapy  is  no  more  effective  than  aqueous  and  may 
be  accompanied  by  unhappy  reactions. 

Psychologic  counseling  may  be  needed  for 
parents  and  patient.  The  goal  should  be  to  live  as 
normal  a life  as  possible.  If  serious  emotional 


problems  are  present  treatment  of  the  child  in  a 
residential  center  has  proved  to  be  most  valuable. 
In  this  event,  the  parents  will  also  need  psychiatric 
guidance.  General  measures  such  as  avoidance  of 
chilling,  avoidance  of  irritating  fumes  and  dusts 
and  attention  to  good  nutrition  are  all  essential. 
Exercise  should  be  encouraged  and  pushed  to  the 
point  where  it  just  starts  to  induce  wheezing. 

Conclusion 

I would  urge  you  to  attempt  to  make  an  early 
diagnosis  of  bronchial  asthma  in  children.  Specific 
treatment,  started  early  can  salvage  over  50  per 
cent  of  those  who  otherwise  are  doomed  to  chron- 
ic disability.  These  children  deserve  your  careful 
attention.  • 
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Colorectal  polypoid  tumors 

Walter  F.  Quinn,  MD,  Reno,  Nevada 


A practical  discussion  of  the  importance, 
diagnosis,  and  management  of 
adenomatous  polyps  of  colon  and  rectum. 

Pliny  the  Elder  (23-79  A.D.),  is  reported  to 
have  found  the  following  epitaph  on  a Roman 
tombstone:  “He  died  by  reason  of  the  confusion 
of  the  doctors.”  While  such  an  epitaph  is  seldom 
justified  today,  it  can  hardly  be  denied  that  some 
semantic  confusion  by  the  doctors  is  nevertheless 
still  with  us  in  medical  parlance  and  writing.^ 
Any  growth  attached  to  the  walls  of  a cavity 
lined  by  a mucous  membrane  is  called  a polyp. 
Bathed  in  mucus  the  resemblance  to  some  water 
polyp  such  as  sea  anemone  and  hydra  is  under- 
standable, and  could  well  be  the  origin  of  the 
term.  Adenomatous  polypoid  lesions  of  the  colon 
and  the  rectum  are  true  tumors  resulting  from  some 
inherent  defect  in  cellular  growth.  The  precise  gen- 
esis is  still  unknown.  In  1954,  Leuchtenberger- 


reported  cytoplasmic  masses  resembling  inclusion 
bodies  in  63  rectal  polyps,  and  felt  they  were 
viral  in  origin  since  they  contained  desoxyribino- 
nucleic  acid  (DNA)  In  1960,  Cole  and  McKalen,® 
found  DNA  increased  in  the  nuclei  of  cells  from 
adenocarcinoma  and  adenomatous  polyps  of  the 
large  bowel.  They  found  a few  similar  cells  in 
the  apparently  normal  mucosa  and  postulated, 
within  the  framework  of  certain  experimental 
evidence,  that  these  polypoid  and  presumably 
viable  cells,  could  progress  to  autonomous  growth 
and  tumor  formation.  In  1963,  Cole  and 
McKalen^  made  a study  to  determine  how  the 
normal  cell  renewal  process  was  modified  in  the 
development  of  benign  adenomatous  polyps  in  a 
case  of  familial  polyposis.  Normally  the  epithe- 
lium of  the  gastrointestinal  tract  of  man  is  one  of 
the  most  dynamic  cell  populations  in  the  body,  and 
studies  have  shown  that  the  cells  of  the  colon 
and  the  rectum  are  normally  renewed  every  four 
to  six  days.  This  renewal  process  is  in  a steady 
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state  of  equilibrium,  wherein  the  new  cells  being 
formed  from  the  base  of  the  crypts  of  Lieberkuhn, 
are  equivalent  to  the  number  of  cells  being  lost 
from  the  surface  of  the  epithelium  into  the  lumen 
of  the  bowel.  By  a radioisotope  labeling  technique 
they  found  that  in  adenomatous  polyps  a derange- 
ment in  cellular  kinetics  takes  place  with  shift 
in  the  normal  zone  of  regeneration  from  the  base 
of  the  crypts  of  Lieberkuhn  to  a more  superficial 
position  in  the  epithelium,  and  that  this  is  fol- 
lowed by  an  exocentric  growth  pattern  with  sub- 
sequent tumor  formation  with  epithelial  growth 
occurring  at  the  surface  of  the  neoplastic  lesion. 

The  importance  of  the  adenomatous  polypoid 
tumors  of  the  colon  and  the  rectum  are  their  rela- 
tionship to  cancer.  The  death  of  some  40,000 
persons  a year  in  the  United  States  from  colo- 
rectal cancer  is  proof  positive  that  the  diagnosis 
is  not  being  made  early  enough  in  many  cases. 
Some  doubt  has  been  raised  in  recent  years  con- 
cerning the  malignant  potential  of  the  adenom- 
atous polyp.  This  disagreement  does  not  apply 
to  the  villous  or  papillary  lesion  which  is  said 
to  possess  a 20  per  cent  chance  of  being  associated 
with  carcinoma.  It  is  a well  documented  fact  that 
adenomatous  polypoid  tumors  and  cancer  coexist 
in  a significant  number  of  cases — about  25  per 
cent.  Probably  most  adenomatous  tumors  never  be- 
come malignant.  However,  for  the  clinician  this 
is  comforting  but  academic,  since  only  by  remov- 
ing these  lesions  and  subjecting  them  to  micro- 
scopic examination  can  he  be  sure  of  the  diag- 
nosis. Everyone  that  has  removed  many  of  these 
lesions  has  been,  or  will  be,  chagrined  to  find 
microscopic  evidence  of  cancer  in  a lesion  that 
was  grossly  benign.  Until  some  way  is  developed 
to  correlate  biologic  behavior  with  morphologic 
appearance,  all  lesions  must  be  suspect.  Patients 
with  multiple  adenomatous  lesions  seem  especially 
cancer  prone.  Size  is  of  importance,  since  although 
carcinoma  has  been  reported  in  3 mm.  lesions, 
it  is  seldom  found  in  lesions  less  than  1 cm.  in 
size. 

The  incidence  of  adenomatous  polypoid  tumors 
is  about  as  confusing  as  many  of  the  other  aspects 
on  this  subject,  and  in  the  medical  literature  varies 
between  7 and  50  per  cent.  An  accurate  estimate  of 
true  incidence  depends  on  the  source  and  nature 
of  the  material  studied.  After  the  age  of  20  years 
the  incidence  increases  with  each  decade.  The 
location  is  essentially  the  same  as  the  location  of 
malignant  lesions,  most  being  situated  in  the  dis- 
tal 10  to  14  inches  of  the  large  bowel.  In  a series 


of  295  adenomatous  polyps,  Welch,  McKittrick, 
and  Behringer,®  found  2 per  cent  in  the  ascending 
colon,  2 per  cent  in  the  transverse  colon,  3 per 
cent  in  the  descending  colon,  20  per  cent  in  the 
middle  and  upper  sigmoid,  and  the  remaining  73 
per  cent  in  the  last  25  cm.  of  the  colon  and  rec- 
tum, and  thus  accessible  through  the  sigmoido- 
scope where  there  can  be  no  doubt  of  their  pres- 
ence and  number.  Many  higher  in  the  right  colon 
defy  detection  by  x-ray. 

Autopsy  studies  and  reports  from  cancer  de- 
tection centers  reveal  that  many  polypoid  tumors 
are  asymptomatic,  but  symptoms  usually  appear 
when  they  increase  in  size.  Bleeding  is  the  most 
common  symptom  of  polypoid  lesions  of  the 
colon  and  rectum,  and  depending  on  the  location 
of  the  lesion  it  may  be  mixed  with  the  stool  or 
streak  the  stool.  It  may  be  intermittent,  and  it  is 
usually  not  massive  unless  there  is  widespread 
disease  as  in  multiple  polyposis.  A few  will  re- 
main benign  and  yet  attain  a size  to  produce 
change  in  bowel  habits  or  obstructive  signs.  Those 
low  in  the  rectum  may  produce  tenesmus,  a feel- 
ing of  incomplete  evacuation,  or  false  urge  to 
stool.  The  presence  of  blood  tinged  mucus  in  the 
adult  is  more  common  in  the  villous  tumors,  and 
great  quantities  of  mucus  being  passed  daily  have 
resulted  in  electrolyte  depletion  symptoms.  Noc- 
turnal passage  may  be  the  only  complaint.  A 
recent  patient  had  two  widely  separated  attacks 
of  apparent  intussusception  in  the  sigmoid,  the  pain 
severe  but  brief,  followed  by  a copious  watery 
stool  which  ended  with  the  passage  of  a table- 
spoon of  blood  with  complete  relief,  this  caused 
by  a 2 cm.  lesion,  grossly  benign  but  showing  in- 
vasive carcinoma.  Bleeding  is  the  presenting 
symptom  also  in  children,  they  frequently  have 
mucus  and  often  have  diarrhea.  These  lesions 
have  been  found  to  accompany  rectal  prolapse  in 
the  child.  Villous  tumors  are  almost  exclusively 
confined  to  adults.  Carcinoma  of  the  colon  has 
been  reported  in  children  but  is  infrequent. 

Thorough  examination  necessary 

Awareness  of  the  patient  relative  to  colon  or 
rectal  symptoms  obligates  the  first  physician  con- 
sulted to  do  a thorough  examination  or  see  that 
he  gets  to  someone  capable  of  a diagnostic  work 
up.  Always  start  with  an  inspection  of  the  anus 
in  good  light,  the  presence  of  hemorrhoids  or  fis- 
sures which  could  adequately  explain  the  bleed- 
ing should  never  waive  the  completion  of  the 
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examination.  Digital  examination  is  next,  if  nec- 
essary in  several  different  positions,  to  palpate 
all  the  walls  of  the  anus  and  rectum  in  a circum- 
ferential manner  as  far  as  one  can  reach.  Bidigital 
examination  to  palpate  the  perianal  tissues  and 
the  anal  ring,  and  bimanual  examination  pressing 
the  lower  abdomen  are  necessary.  Care  must  be 
paid  particularly  to  the  presacral  area  since  villous 
tumors  here  are  hard  to  palpate  because  of  their 
softness.  This  presacral  area — so  called  blind  area 
—is  sometimes  almost  impossible  to  see  in  the 
office. 

Proctosigmoidoscopy 

Proctosigmoidoscopy  is  next  in  order.  Every- 
one doing  general  diagnostic  work  must  have  a 
sigmoidoscope  and  know  how  to  use  it.  A spe- 
cial table  is  not  necessary,  probably  most  patients 
are  scoped  in  the  knee-shoulder  position,  the 
Sims  position  is  often  necessary  or  desirable. 
Eisenberg  uses  a small  caliber  sigmoidoscope, 
1.25  cm.  in  diameter,  and  a shoulder  elevated 
left  lateral  position,  and  states  he  can  pass  this 
scope  to  25  cm.  in  92  per  cent  of  the  cases.® 
Gentleness  is  imperative  in  scoping;  only  a min- 
imum of  air  should  be  used;  cotton  swabs  will 
often  push  aside  a fold  with  less  discomfort.  A 
clean  bowel,  good  lighting,  good  suction  and  cot- 
ton swabs  are  requisites.  You  may  want  to  biopsy 
a grossly  suspicious  lesion,  but  fractional  biopsies 
of  polypoid  lesions  is  to  be  condemned — the 
entire  lesion  is  necessary  for  study.  Cytology 
smears  or  saline  washings  for  study  can  be  taken 
at  this  time.  If  one  or  more  lesions  are  found  it 
is  better  to  remove  them  later  after  a barium 
study  is  done  to  see  if  other  lesions  are  present 
above  the  sigmoidoscopic  level.  Barium  enema 
should  not  be  carried  out  immediately  following 
sigmoidoscopy  as  air  remaining  in  the  bowel  may 
confuse  the  study.  Complications  have  arisen  with 
barium  enema  immediately  following  cauteriza- 
tion of  a polyp. 

Barium  study 

Barium  study  for  any  possible  lesions  of  the 
colon  above  the  sigmoidoscopic  level  is  the  final 
but  important  diagnostic  procedure.  The  bowel 
must  be  meticulously  prepared,  and  sometimes 
12  to  24  hours  is  not  enough  preparation.  A low 
residue  diet  may  be  needed.  Castor  oil  the  eve- 
ning before  and  enemas  the  morning  of  study 
seems  to  be  preferred  preparation.  It  takes  a 
lot  of  effort  on  the  part  of  the  radiologist  and  a 
lot  of  gymnastics  on  the  part  of  the  patient  during 


the  examination  to  demonstrate  some  of  these 
lesions.  Air  contrast  study  is  an  essential  part  of 
the  study,  to  demonstrate  a lesion  or  possibly  to 
find  other  lesions.  The  numbers  of  polypoid 
tumors  found  at  autopsy,  and  those  found  at  colos- 
copy  during  surgery,  is  convincing  evidence  that, 
no  matter  how  carefully  done,  x-ray  studies  miss 
many  polyps. 

A small  group  of  polypoid  lesions  of  the  anus 
and  rectum  are  encountered  occasionally,  may 
be  confused  with  the  adenomatous  lesions,  but 
they  have  no  relationship  to  malignancy.  Pseudo- 
polyps are  inflammatory  and  seen  most  often  in 
ulcerative  colitis.  Also  in  this  group  are  hyper- 
trophied anal  papillae,  fibroma,  hemangioma,  en- 
dometrioma,  hyperplastic  polyps,  fibrous  polyps, 
lymphomas  (rectal  tonsils),  plasmocytomas.  Prob- 
ably juvenile  polyps  should  be  listed  here  as  they 
are  believed  not  to  be  neoplastic  but  more  like 
retention  cysts.  They  occur  in  adults  as  well  as 
children.  Lipomas  may  present  occasionally  as 
polypoid  lesions  anywhere  along  the  colon  and 
rectum  but  are  more  common  in  the  right  colon. 
Carcinoids  may  be  encountered  but  9 out  of  10 
according  to  Welch  are  clinically  benign,  they 
may  present  as  submucosal  nodules  or  be  felt 
just  outside  the  rectal  wall.  The  tenth  may  be  so 
malignant  that  nothing  can  be  done. 

Importance  of  regular  proctoscopic 
examinations 

Malignant  melanomas  occasionally  are  polyp- 
oid and  may  resemble  and  be  mistaken  for  a 
thrombosed  hemorrhoid.  Lymphosarcoma  also 
are  encountered  rarely. 

The  natural  history  of  the  patient  with  con- 
genital familial  polyposis  of  the  colon  has  been 
extensively  documented  in  the  literature.  Total 
colectomy  at  an  early  date  is  essential,  since  car- 
cinoma will  inevitably  supervene.  An  argument 
for  saving  the  rectum  can  be  made  with  an  ileo- 
proctostomy  provided  that  all  the  polyps  in  the 
rectum  can  be  removed,  if  the  entire  segment  of 
the  remaining  rectum  can  be  visualized  through 
the  proctoscope,  and  if  you  can  be  reasonably 
sure  that  this  patient  will  adhere  to  a program  of 
regular  proctoscopic  examinations  during  the  rest 
of  his  life.  Because  of  the  genetic  factors  involved 
in  this  disease  investigation  and  prophylactic  stud- 
ies should  be  made  on  the  parents,  siblings,  and 
offspring. 

Patients  with  osteomata  should  be  studied  and 
followed  for  clinical  evidence  of  soft  tissue  tumors 
and  polyposis  of  the  colon.  Patients  seen  with 
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mucocutaneous  melanin  pigmentation  should  be 
investigated  and  followed  for  possible  develop- 
ment of  intestinal  polyposis.  The  Peutz-Jegher 
polyps  are  more  common  in  the  small  bowel,  but 
occasionally  one  resembling  an  adenomatous 
polyp  grossly  will  be  encountered  in  the  colon. 

This  brings  us  to  the  most  common  of  the  colo- 
rectal polypoid  tumors,  the  adenoma,  the  villous 
adenoma,  and  the  frank  carcinoma.  Atypism  may 
be  seen  in  either  the  adenoma  or  the  villous  ad- 
enoma, microscopic  evidence  of  atypical  epithe- 
lium more  marked  than  that  seen  in  response  to 
inflammation.  Whether  this  is  a phase  between 
benign  and  malignant  changes  remains  unan- 
swered. There  may  be  non-invasive  or  invasive 
carcinomatous  changes.  Different  interpretations 
by  different  pathologists  has  been  confusing,  but 
the  criteria  for  microscopic  changes  indicating 
carcinoma  are  becoming  more  uniform.  Anaplasia 
with  hyperchromatism  and  frequent  mitosis,  with 
irregularity  of  the  glandular  architecture  with  dis- 
turbance of  the  regular  glandular  formation  makes 
the  diagnosis  cancer.  If  these  changes  are  con- 
fined to  the  mucosal  layer  it  is  called  non-invasive 
and  may  be  treated  conservatively.  If  the  mus- 
cularis  mucosa  is  invaded,  with  actual  spread  to 
the  submucosa  and  its  lymphatic  and  vascular 
channels  then  invasive  cancer  is  present  and  this 
calls  for  a cancer  operation. 

Removal  of  polypoid  tumors 

I believe  that  all  colorectal  polypoid  tumors 
should  be  removed  unless  there  is  definite  con- 
traindication due  to  systemic  disease.  All  treat- 
ment must  be  preceded  by  intestinal  antibiotic 
sterilization  and  colonic  cleansing.  The  larger 
polyps  situated  low  in  the  rectum  may  be  excised 
through  a dilated  sphincter  muscle  and  the  mucosa 
closed  with  suture.  Small  lesions  may  be  removed 
in  their  entirety  with  biopsy  forceps  and  the  base 
cauterized,  snare  for  the  pedunculated  lesions 
may  be  desirable  with  cauterization.  Posterior 
proctotomy  with  removal  of  the  coccyx  may  be 
necessary  for  larger  and  higher  lesions  than  can 
be  delivered  per  anus.  Those  in  the  intraperitoneal 
rectum  if  large,  or  if  the  base  cannot  be  seen 
clearly,  may  have  to  be  removed  transabdominally. 

For  the  colonic  lesions  that  can  be  demon- 
strated by  barium  enema  the  rule  of  verification 
must  be  carried  out,  that  is,  to  demonstrate  again 


the  lesion  by  a second  barium  enema.  Precise 
location  should  be  studied  by  the  surgeon  and 
even  then  he  may  have  trouble  finding  the  lesion; 
transillumination  may  help.  Colposcopy  at  the 
time  of  surgery  is  most  desirable  to  ascertain 
whether  other  lesions  are  present.  Colotomy  and 
polypectomy  may  be  all  that  is  necessary,  seg- 
mental resection  with  a generous  piece  of  the 
mesentery  may  be  desirable  in  sessile  or  villous 
lesions,  or  where  there  are  several  polyps  together 
or  there  is  an  associated  chronic  diverticulitis  with 
a polyp.  Most  pathologists  do  not  like  to  do  fro- 
zen sections  on  polyps  but  determination  that 
invasion  is  present  may  spare  the  patient  a sec- 
ond laparotomy.  Subtotal  or  total  colectomy  may 
be  necessary  at  the  time  of  exploration  for  mul- 
tiple lesions  and  malignancy. 

It  is  important  that  those  patients  in  whom  col- 
orectal polypoid  tumors  have  been  found  and 
removed  adhere  to  a program  of  follow-up  stud- 
ies. Proctosigmoidoscopy  has  been  advised  every 
6 months  for  a three  year  period,  then  once  a 
year  thereafter.  Barium  enema  study  once  a year 
is  advisable. 

Summary 

Colorectal  polypoid  tumors  are  important  be- 
cause of  their  association  with  cancer.  Only  by 
removal  and  microscopic  examination  can  one 
establish  the  diagnosis.  Everyone  doing  general 
diagnostic  work  must  be  constantly  alert  and  pur- 
sue a course  to  prove  or  disprove  their  presence. 
Lesions  when  demonstrated  should  be  removed 
unless  contraindicated  by  debility  or  systemic 
disease.  A lifetime  of  follow-up  is  advisable  for 
those  that  have  had  lesions  removed.  • 
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Benign  mucoid  leiomyoma  of 
the  right  broad  ligament 

Gustave  T.  Eith,  MD,  Las  Vegas,  Nevada 


Case  report  of  an  unusually  rare 
leiomyoma  of  the  right  broad  ligament. 

Leiomyoma  of  the  uterus  is  a common  neo- 
plasm- and  the  cause  of  numerous  surgical  pro- 
cedures. The  several  types  of  degenerative  chang- 
es that  occur  in  the  leiomyomata  are  well  cata- 
logued,^’ -■  ^ but  those  with  unusual  growth  patterns 
are  of  more  practical  interest.  The  myxomatous 
degeneration  occurring  in  large  uterine  myoma  are 
not  unusual.  It  is  the  purpose  of  this  paper  to  re- 
port an  unusual  atypical  leiomyoma  arising  from 
the  broad  ligament  with  possible  primary  myxom- 
atous stromal  elements  rather  than  of  degenera- 
tive origin. 

Metastatic  leiomyoma  have  been  observed  in 
many  intraabdominal  organs  including  the  stom- 
ach and  liver. ^ Primary  leiomyomas  of  the 
ovaries  and  round  ligaments  are  unusual  with  40 
per  cent  of  the  cases  having  combined  uterine 
myomata.^  A case  of  intravenous  leiomyomatosis 
of  the  uterus  and  broad  ligament  reported  by 
Borland  and  Watring^  appears  similar  to  this  case 
in  location  and  origin  in  subserosal  tissue  only, 
but  it  appears  entirely  different  histologically. 

The  origin  or  histogenesis  of  this  case  of  benign 
mucoid  leiomyoma  can  be  left  only  for  conjecture. 
The  mesenchymal  origin  of  leiomyomata  from  the 
broad  ligament  may  be  an  undifferentiated  mesen- 
chymal cell,  a mature  myometrial  smooth  muscle,^ 
a smooth  muscle  cell  of  a blood  vesseP  or  rem- 
nants of  the  mullerian  duct  system. 

Case  report 

E.  J.,  a white  female,  aged  44,  gravida  4,  para  2, 
abortus  2,  was  admitted  to  the  hospital  in  September 
1965  for  total  abdominal  hysterectomy.  She  had 
been  having  irregular  frequent  mild  to  prolonged 
menses  associated  with  lower  abdominal  discomfort 
for  the  previous  four  years.  With  recurrence  of 
the  symptoms  and  increase  in  dysmenorrhea,  a diag- 
nosis of  adenomyosis  was  made.  All  physical  findings 


were  within  normal  limits,  except  on  repeated  pelvic 
examinations  there  was  a gradual  increase  in  the  size 
of  a retroverted  uterus  from  normal  to  that  of  a large 
orange.  No  adnexal  masses  were  palpable  nor  tender- 
ness elicited. 

At  surgery,  the  uterus  was  smooth,  ovoid,  the  size 
as  described  previously,  the  tubes  were  normal  and 
both  ovaries  atrophic  in  appearance.  An  unusual 
oval  5x4x3.5  cm.  soft,  glistening,  grey  mass  was 
found  arising  from  a 3 cm.  base  at  the  right  lateral 
border  of  the  fundus  and  broad  ligament,  and  2 cm. 
inferior  to  the  cornual  insertion  of  the  right  tube. 
The  mass  consisted  of  4 lobules  smoothly  covered  by 
serosa  with  a fifth  lobule  appearing  as  a cauliflower- 
like mass  with  projecting  stalactite-like  soft,  filmy 
tentacles,  several  being  attached  to  the  right  ovary. 
The  entire  cul-de-sac  was  entirely  free  of  adhesions. 
A total  abdominal  hysterectomy  and  bilateral  sal- 
pingo-oopherectomy  was  performed.  The  post- 
operative course  and  follow-up  have  been  uneventful. 

The  diagnosis  of  adenomyosis  of  uterus  was  cor- 
roborated by  pathologic  examinations,  and  the  un- 
usual mass  was  classified  benign  mucoid  leiomyoma 
of  the  right  broad  ligament. 

Pathology 

The  accompanying  gross  and  microscopic  il- 
lustrative pictures  and  description  were  done  by 
Dr.  John  Grayson,  pathologist.  The  diagnoses 
were  corroborated  by  the  Armed  Forces  Institute 
of  Pathology  in  Washington,  D.  C.: 

“The  surface  granularity  (Fig.  1 ) of  the  rare, 
gray-pink,  spongy  lesion  (SN65-2033)  initially 
suggested  that  it  might  well  be  of  placental  origin. 
Upon  gross  sectioning  of  its  intact  serosal  cover- 
ings, considerable  amounts  of  clear  viscous  fluid 
escaped  from  all  areas.  This  strongly  suggested 
a myxomatous  type  lesion.  The  tumor  appeared 
to  arise  from  a 3 x 1 cm.  area  between  the  serosal 
layers  of  the  broad  ligament  along  the  right  lateral 
border  of  the  uterine  body.  A 1 cm.  area  of 
similar  tumor  was  attached  to  the  serosa  at  the 
inferior  border  of  the  right  ovary.  The  remainder 
of  the  uterus,  ovaries  and  fallopian  tubes  were 
grossly  unremarkable. 
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Fig.  I.  This  posterior  view  of  the  uterus  and  adenexa 
reveals  the  granular  myxoid  leiomyoma  in  the  right 
perimetrial  area. 


“Microscopic  examination  (Fig.  2)  revealed 
benign  fibers  and  bands  of  smooth  muscle  and 
fibrous  tissue  separated  by  an  acellular  myxoid 
stroma  in  all  portions  of  the  neoplasm.  This  sug- 
gested that  the  myxoid  stroma  had  partieipated 
from  the  outset.  Near  the  uterine  body,  the 
bundles  of  smooth  muscle  were  slightly  more 
eompact  but  no  definite  point  of  origin  eould  be 
established  here  or  elsewhere.  The  tumor  at- 
tached to  the  ovarian  serosa  was  identical  in  all 
respects  and  had  the  appearance  of  a ‘parasitic’ 
implant.  The  only  additional  finding  in  the  speci- 
men was  adenomyosis  of  the  submueous  myo- 
metrium. It  is  our  feeling  that  this  most  unusual 
variant  of  benign  leiomyoma  probably  arose  from 
a subserosal  position  on  the  uterus  or  within  the 
broad  ligament.” 


Fig  2.  Fibers  and  bundles  of  benign  smooth  muscle 
and  fibrous  tissue  separated  by  an  acellular  myxoid 
stroma  characterize  this  rare  variant  of  leiomyoma. 


Summary 

This  paper  describes  the  clinical  and  pathologic 
findings  in  a 44-year-old  white  woman  with  be- 
nign mucoid  leiomyoma  of  the  right  broad  liga- 
ment. Although  many  variants  of  leiomyomata 
have  been  described  in  the  literature,  none  have 
the  distinct  microscopic  structure  where  the 
myxoid  element  was  more  likely  to  be  primary’ 
than  of  a degenerative  character.  The  singularity 
of  this  leiomyoma  and  the  entire  absence  of  any 
accompanying  leiomyomata  of  the  uterus  was 
likewise  noted.  • 
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Umbilical  Richter’s  hernia 


Hugh  C.  Follmer,  MD,  Las  Vegas,  Nevada 


Report  of  a rare  case  is  basis  for 
discussion  of  umbilical  hernia. 

Medical  literature  is  replete  with  learned  ar- 
ticles on  hernias  of  all  types.  Treatment  of  hernias 
is  well  stylized  and  is  considered  simple  by  many 
people,  particularly  by  the  lay  public.  However, 
the  statement  that  “all  hernias  are  different”  is 
frequently  proved.  True,  the  basic  principles  of 
hernial  repair  are  well  established.  It  is  the  appli- 
cation of  the  principles  of  diagnosis  and  treatment 
which  often  taxes  the  judgment  of  the  surgeon. 

Case  report 

An  18-month-old  Negro  female  was  admitted  to 
the  emergency  room  of  Southern  Nevada  Memorial 
Hospital,  late  in  the  evening.  The  mother  gave  his- 
tory that  an  umbilical  hernia,  which  had  always  been 
reducible,  could  no  longer  be  reduced.  Findings  of 
the  emergency  room  physician  confirmed  this  fact. 
Physical  examination  showed  a mass  in  the  umbil- 
ical hernia  about  three  centimeters  in  diameter, 
spheroid,  and  acutely  tender.  The  abdomen  was 
slightly  distended.  There  was  a great  deal  of  guard- 
ing, but  no  rigidity.  Bowel  sounds  were  low  pitched 
to  absent. 

Laboratory  studies  showed  hemoglobin  of  10.5 
Gms.,  Hematocrit  35%,  white  blood  count  10,500 
with  normal  differential.  Urinalysis  revealed  no  ab- 
normal findings. 

The  patient  was  admitted  with  diagnosis  of  incar- 
cerated umbilical  hernia.  She  was  placed  under  seda- 
tion and  ice  packs  were  applied  to  the  area  of  the 
hernia.  There  was  no  change  in  the  patient  over  a 
period  of  one  and  one-half  hours.  Failure  of  reduc- 
tion of  the  hernia  left  operative  intervention  the 
indicated  treatment.  At  operation,  the  hernia  sac 
was  found  to  contain  intestine  incarcerated  tightly. 
The  hernial  defect  was  approximately  two  centi- 
meters in  diameter.  On  release  of  the  hernia!  ring, 
examination  disclosed  a Richter’s  hernia  of  the 
anterior  wall  of  the  cecum.  Included  in  the  Rich- 
ter’s hernia  was  a mass  of  feces,  which  had  pre- 
vented reduction  of  the  hernia.  The  bowel  wall, 
although  dusky,  returned  to  normal  color  after  re- 
lease. Examination  of  the  peritoneal  contents  re- 
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vealed  a mobile  cecum  but  no  indication  of  malrota- 
tion  of  the  intestine  or  other  congenital  defect.  The 
intestine  was  replaced  in  the  abdominal  cavity  and 
the  fascial  margins  closed  without  imbrication,  the 
umbilicus  being  maintained  in  the  closure.  The 
postoperative  course  was  uneventful,  and  the  patient 
was  discharged  on  the  fourth  day. 

Umbilical  hernia  in  children  is  usually  a con- 
genital lesion.  Herniation  apparently  occurs  in 
the  weakest  part  of  the  umbilicus,  superiorly  and 
usually  to  the  right.  The  superior  left  area  is 
stronger  because  of  the  umbilical  vein.  Interiorly 
there  is  added  support  from  the  two  umbilical 
arteries  and  the  urachus.  It  has  been  suggested 
that  a congenital  weakness  may  occur  in  the 
region  of  obliteration  of  the  right  umbilical  vein 
which  disappears  in  the  early  weeks  of  fetal  life.^‘ 

Umbilical  hernia  is  not  uncommon  in  children. 
The  study  by  Crump^  indicates  that  there  is  a 
higher  incidence  in  Negro  children.  He  found 
that  41.6%  of  these  children  had  an  umbilical 
hernia  under  the  age  of  one,  by  the  age  of  four 
15.9%  had  an  umbilical  hernia,  and  by  the  age 
of  eight  there  were  no  umbilical  hernias.  There 
is  not  a similar  study  for  the  general  population 
or  for  the  general  Caucasian  population.  Some 
authors  report  an  increase  of  incidence  in  the 
female,  but  these  reports  may  come  from  selected 
series,  and  this  statistic  is  not  found  in  all  the 
literature.  Sibley,  Lynn  and  Harris  feel  that  the 
incidence  is  probably  about  equal,  male  and 
female.® 

Richter’s  hernia  was  first  described  by  Alexis 
Littre  in  1714,  but  it  was  confused  with  another 
type  of  hernia  which  Littre  described.  In  1785. 
August  Gottlieb  Richter  described  “small  rup- 
tures” (by  which  he  meant  hernias)  in  which 
only  part  of  the  bowel  wall  was  strangulated. 
These  hernias  he  had  mainly  found  as  a type  of 
ventral  hernia,  although  he  also  described  instan- 
ces in  femoral  and  inguinal  hernial  sacs.®  The 
lower  ileum  is  most  commonly  involved  in  Richter’s 
hernia,  but  any  part  of  the  jejunum,  ileum 
or  colon  may  be  affected.  It  is  the  antimesenteric 
border  of  the  intestine  which  usually  becomes 
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entrapped.  Antonio  Scarpa  in  1809  reported  that 
with  one-third  of  the  circumference  of  the  intes- 
tine entrapped  there  usually  was  only  partial  in- 
testinal obstruction,  and  more  than  one-third 
involvement  gave  complete  obstruction.  He  hy- 
pothesized that  the  complete  obstruction  occa- 
sionally seen  with  one-third  involvement  was  due 
to  kinking  of  the  intestine  in  addition  to  the 
Richter’s  hernia.® 

Richter’s  hernia  has  been  reported  in  ages 
from  3 weeks  to  90  years.  It  may  occur  in  any 
type  of  hernia,  particularly  where  there  is  a rela- 
tively small  ring  with  firm  margins.  Frankau 
found  that  15%  of  strangulated  hernias  are 
Richter’s  hernias,  and  of  these  1.3%  are  um- 
bilical. 

The  diagnosis  of  umbilical  hernia  is  made  by 
palpating  a defect  in  the  umbilical  region.  The 
size  of  the  defect  may  vary  from  0.5  to  4.0  cen- 
timeters. The  size  reported  in  most  articles  has 
varying  importance.  The  most  interesting  finding 
was  noted  by  Heifitz  who  followed  78  patients 
with  umbilical  hernia.  He  found  that  over  a 
period  of  time,  once  the  rings  of  the  hernia  begin 
to  get  smaller,  occlusion  of  the  hernial  defect 
almost  invariably  occurred  in  less  than  one  year 
and  often  in  less  than  six  months.  Most  signifi- 
cant was  the  observation  that  as  the  umbilical 
rings  contracted  there  were  seldom  parallel  de- 
creases in  the  volumes  of  the  hernias.  Some  her- 
nias remained  essentially  the  same  volume  until 
just  before  closure  of  the  ring.  The  mother  would 
state  that  one  day  the  hernia  was  present  and 
the  next  day  it  could  no  longer  be  seen.^ 

The  umbilical  hernia  sac  rarely  contains  con- 
tents other  than  omentum.  In  189  children’s 
hernias,  Gibson  and  Caspar  report  only  omentum 
in  30  reducible  hernias  and  in  5 non-reducible 
hernias,  omentum  and  small  intestine  in  3 reduc- 
ible and  2 non-reducible  hernias,  and  3 reducible 
hernias  had  colon  as  the  contents.  There  were 
no  irreducible  hernias  with  colon.-  Sibley  et  al 
report  an  incident  of  incarceration  and  one  case 
of  strangulation  in  children  less  than  six  years 
of  age.®  Heifitz  et  al  do  not  report  the  complica- 
tion of  incarceration  or  strangulation.^ 

The  symptoms  and  signs  of  Richter’s  hernia 
may  be  mild  and  vague.  The  tumor  in  the  hernial 
defect  may  be  small  and  unrecognized.  A tender 
swelling  or  tenderness  over  the  site  of  a potential 
or  known  hernial  orifice  is  the  most  constant 


physical  finding.  If  the  process  goes  on  to  stran- 
gulation, i.e.  localized  gangrene  of  the  intestine, 
there  will  be  localized  peritonitis  and  later  intes- 
tinal obstruction.  Redness  of  the  skin  may  be 
present.  Richter’s  hernia  is  not  frequently  diag- 
nosed preoperatively.  Therefore,  treatment  is 
predicated  by  the  pathological  condition  found. 

In  the  treatment  of  umbilical  hernia  taping 
or  strapping  is  commonly  discussed.®  Most  authors 
feel  that  this  procedure  adds  nothing  to  the  inci- 
dence of  spontaneous  cure  and  may  offer  com- 
plications. Sibley,®  after  reviewing  514  cases  seen 
at  the  Mayo  Clinic  between  1930  and  1954,  con- 
cluded that  umbilical  hernia  is  essentially  a non- 
surgical  disease,  surgical  indications  being  com- 
plications of  umbilical  hernia.  Gibson  and  Gaspar^ 
feel  that  umbilical  hernias  over  two  centimeters 
in  diameter  have  very  little  possibility  of  cure. 
Gross  feels  that  the  majority  of  umbilical  hernias 
are  spontaneously  cured  and  recommends  that 
after  one  year  of  life  umbilical  hernial  defects 
over  1.5  to  4.0  centimeters  be  surgically  closed.® 
Benson  recommends  that  under  the  age  of  18 
months  only  patients  with  partial  small  intestinal 
obstruction  be  operated.  At  24  to  36  months  or 
in  females  over  three  years,  defects  over  1.5 
centimeters  should  be  closed.^ 

The  report  of  Heifitz  indicates  that  there  will 
be  spontaneous  closure  of  all  infant  hernias  if  a 
long  enough  period  of  time  is  allowed  to  tran- 
spire, and  the  only  indication  for  operation  is  a 
complication.^  The  complications  are  incarcera- 
tion and  strangulation  and  all  authors  report  these 
to  be  extremely  rare. 

Summary 

A case  report  of  a rare  finding  of  a Richter’s 
hernia  in  an  umbilical  hernia  is  presented. 

Although  most  umbilical  hernias  in  children  will 
close  spontaneously,  the  physician  must  be  aware 
that  rare  complications  do  occur.  • 
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ORGANIZATION 


Coming  Meetings 

September  17-18 — Montana  Academy  of  Oto- 
Ophthalmology,  Annual  Meeting,  Baxter  Hotel, 
Bozeman. 

September  24 — Blegen-Honeycutt  Memorial  Tu- 
mor Foundation,  Fourth  Annual  Seminar  on  Malig- 
nant Disease,  Missoula. 

October  15 — American  College  of  Physicians,  Re- 
gional Meeting,  Great  Falls. 


USMA  Briefs 

Orson  B.  Spencer,  MD,  Price  General  Practitioner, 
was  awarded  the  “Distinguished  Service  Award”  by 
the  College  of  Eastern  Utah  at  their  recent  com- 
mencement rites.  Dr.  Spencer  is  the  school  physi- 
cian and  has  participated  in  many  activities  of  the 
college. 

Luther  E.  Giddings,  MD,  Salt  Lake  City  Pedia- 
trician, has  been  named  chairman  of  the  new  joint 
City-County  Air  Pollution  Committee.  Doctor 
Giddings  was  selected  by  the  committee  which  is 
composed  of  15  representatives  of  industry,  public 
institutions  and  businesses  in  the  valley. 

❖ 

Two  members  of  the  Utah  State  Medical  Associa- 
tion, Merrill  C.  Daines,  MD,  Logan  Internist,  and 
James  F.  Orme,  MD,  Salt  Lake  City  Internist,  have 
been  inducted  into  Fellowship  in  the  American  Col- 


lege of  Physicians.  The  induction  took  place  at  the 
47th  Annual  Session  of  this  13,000  member  medical 
specialty  society. 

* * * 

Doctors  on  the  staff  of  the  American  Fork  Hos- 
pital were  recently  presented  certificates  for  their 
“Devoted  Service”  to  the  hospital.  The  physicians 
who  received  the  certificates  were:  Dr.  Guy  S. 
Richards  and  Dr.  Kenneth  E.  Noyes,  both  of  whom 
have  served  more  than  30  years  on  the  staff;  Dr.  Guy 
A.  Richards,  22  years;  Dr.  Boyd  Larsen,  20  years;  Dr. 
Talmadge  Thomson,  16  years;  Dr.  Delbert  Hales,  15 
years;  and  Drs.  Doyle  Barrett,  John  E.  Myers,  Jerry 
R.  Martin,  David  R.  Haymond,  Fred  Jackman, 
C.  Dale  Murdock,  and  Richard  A.  Call. 


Nevada  Medical  Auxiliary 
Receives  Foundation  Award 

The  Woman’s  Auxiliary  to  the  Nevada  State  Med- 
ical Association  received  an  award  of  merit  for  its 
outstanding  effort  in  the  American  Medical  Associa- 
tion Education  and  Research  Foundation  program  in 
1965-66.  The  presentation  was  made  during  the  43rd 
Annual  Convention  of  the  Woman’s  Auxiliary  to  the 
AMA,  June  26-30.  The  Nevada  Auxiliary  made  the 
greatest  contribution  of  any  state  group  in  the  one-to- 
500-member  category — $3,927.48. 

The  entire  national  Auxiliary  contribution  was 
$345,573.81,  part  of  which  will  be  given  to  medical 
schools  for  unrestricted  use.  The  remainder  will  go 
to  the  student  loan  guarantee  fund.  This  fund  makes 
possible  long-term  bank  loans  to  medical  students,  in- 
terns and  residents,  with  no  payment  due  on  either 
principal  or  interest  until  five  months  after  comple- 
tion of  all  training.  For  each  $100  contributed, 
$1,250  in  loans  is  made  available.  One  out  of  every 
six  future  doctors  now  in  training  is  being  assisted  by 
this  program. 
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'Dexamyl'  does  more  than  most  anorectics.  Be- 
cause it  curbs  appetite  and  lifts  mood,  'Dexamyl' 
can  encourage  the  discouraged  dieter  to  stay 
on  her  diet. 


The  mood  lift  with  'Dexamyl'  can  make  the  dif- 
ference between  the  success  or  failure  of  her 
diet  plan. 


brand  of 
dextroamphetamine 
sulfate  and  amobarbital 


she  can  say  "No  thank  you" 
to  the  crepes  suzette. 


Formulas:  Each  'Dexamyl'  Spansule®  Capsule  (brand  of  sustained 
release  capsule)  No.  1 contains  10  mg.  of  Dexedrine®  (brand  of 
dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital,  derivative  of 
barbituric  acid  [Warning,  may  be  habit  forming].  Each  'Dexamyl' 
Spansule  capsule  No.  2 contains  15  mg.  of  Dexedrine  (brand  of 
dextroamphetamine  sulfate)  and  IV2  gr.  of  amobarbital  [Warning, 
may  be  habit  forming). 

Principal  cautions  and  side  effects:  Use  with  caution  in  patients 
hypersensitive  to  sympathomimetics  or  barbiturates  and  in  coronary 
or  cardiovascular  disease  or  severe  hypertension.  Insomnia,  excit- 
ability and  increased  motor  activity  are  infrequent  and  ordinarily 
mild. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 
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Fifth  Annual  National  Cochems  Competition 

A prize  of  $2,500  will  be  awarded  by  the  University  of  Colorado  School  of  Medicine  to  the 
author  of  the  best  paper  on  “Thrombophlebitis  and  Basic  Vascular  Problems”  in  the  fifth  -an- 
nual national  Cochems  Competition. 

Funds  for  the  prize  were  provided  in  the  will  of  the  late  Mrs.  Jane  Nugent  Cochems  of  Den- 
ver. The  Colorado  National  Bank  of  Denver,  trustees  of  the  Cochem  estate,  requested  the  CU 
School  of  Medicine  to  conduct  the  competition.  It  is  open  to  all  persons  holding  doctorate  de- 
grees who  are  citizens  of  the  United  States. 

Dr.  John  J.  Conger,  CU  vice  president  for  medical  affairs  and  dean  of  the  medical  school, 
announces  that  manuscripts  submitted  in  competition  for  the  fifth  Cochems  Prize  must  be  re- 
ceived on  or  before  Nov.  15,  1966. 

Judges  of  the  competition  again  this  year  will  be  Dr.  Michael  E.  DeBakey,  professor  and 
head  of  the  Department  of  Surgery,  Baylor  University  College  of  Medicine,  Houston;  and  Dr. 
Sol  Sherry,  professor  of  medicine,  Washington  University  School  of  Medicine,  St.  Louis.  De- 
cision of  the  judges  will  be  announced  early  in  1967. 

Inquiries  regarding  the  1966  competition  may  be  addressed  to  Dr.  Conger  at  the  University 
of  Colorado  Medical  Center,  4200  E.  Ninth  Ave.,  Denver,  Colorado  80220. 
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Augmentation  Mammoplasty 


T.  Ray  Broadbent,  MD  1 o r , i, 
Robert  M.  Woolf,  MD)^‘^  ^ ^ 


City 


Augmentation  mammoplasty  is  oftentimes  consid- 
ered a procedure  sought  only  by  the  vain  and  emo- 
tionally disturbed.  One  desires  to  be  within  normal 
proportions  and  symmetry  for  one's  sex  and  age, 
and  one  desires  to  maintain  normal  proportions  dur- 
ing the  changing  years.  The  plight  of  the  adult  female 
with  micromastia,  or  the  well-developed  individual 
who  has  progressive  atrophy  following  pregnancies 
is  common  to  all  practicing  physicians.  These  in- 
dividuals desire  normal  anatomy  in  symmetry  and 
volume.  This  can  be  made  available  to  them 
through  augmentation  mammoplasty. 

Research  studies  have  shown  that  Ivalon,  Etheron, 
Dacron,  Polyerathane,  and  other  open  pore  sponge 
materials  all  have  their  drawbacks  from  the  stand- 
point of  fibrosis,  calcification,  granuloma  formation, 
shrinkage,  increased  firmness,  and  other  objectionable 
physical  characteristics.  Silicone,  within  an  enclosed 
envelope,  produces  a breast  of  satisfactory  normal 
consistency  which  does  not  undergo  progressive 
shrinkage  and  hardening  nor  is  there  calcification, 
granuloma  formation,  or  the  usual  complications  as 
experienced  with  previous  breast  augmentation  pros- 
thetic implants. 

The  plight  of  the  little  girl  who  has  had  a small 
breast  mass  removed  and  finds  herself  as  a teenager 
with  breast  development  only  on  one  side  is  an  addi- 
tional problem,  as  is  the  young  or  middle-aged  fe- 
male who  has  had  a mastectomy. 

Augmentation  mammoplasty  has  been  done  by  the 
authors  for  the  past  14  years.  Ivalon  has  been  used 
in  13  cases,  etheron  in  13,  polyurethane  in  10, 
teflon  in  4,  and  incapsulated  silicone  gel  in  24  cases. 
All  open  pore  sponge  prostheses  have  progressed 
through  the  phases  of  shrinkage  and  increased  firm- 
ness, though  at  different  rates  of  speed  depending  on 
the  material.  Ten  have  required  removal.  These 
changes  are  related  to  fibrous  tissue  in-growth  and 
subsequent  induration,  as  observed  grossly  and 
microscopically  on  removed  prostheses.  In  addition 
calcification  has  also  been  noted  in  Ivalon  prosthesis. 

Twenty-four  cases  of  implants  using  silicone  gel 
have  been  followed  from  1 month  to  3 years.  Only 
one  pair  have  been  removed  and  these  because  they 
were  over-sized.  The  size,  form  and  consistency  have 
remained  normal  and  very  realistic  and  there  has 
been  no  inflammatory  response  to  the  implant. 

The  silicone  implant  though  not  totally  trouble 
free  is  the  best  that  has  been  and  is  available.  It  is 
free  of  the  objectionable  features  noted  in  earlier 
types. 


The  Mimicry  of  Hiatus  Hernia 

W.  G.  Dixon,  MD,  Provo 

Hiatus  hernia  can  mimic  so  many  diseases  that  it  is 
often  misdiagnosed.  Case  histories  are  given  of  pa- 
tients with  diaphragm  hernias  that  resembled  the 
following  diseases:  Perforation  of  the  Esophagus, 
Hemorrhage  from  Ulcer,  Painful  Ulcer,  Esophageal 
Stricture,  Lung  Abscess  and  Gallstones. 

These  cases  are  from  a study  of  31  diaphragm 
herniorraphies  since  1954,  an  average  of  4 years 
since  surgery.  Cure  was  obtained  in  16  cases,  im- 
provement in  1 1 and  4 were  unchanged.  An  analysis 
is  given  of  symptoms,  findings  and  surgical  technic. 

Hiatus  hernia  should  be  considered  in  the  differen- 
tial diagnosis  of  the  above  diseases,  and  not  only  in 
those  patients  who  have  the  usual  pyrosis  and  regurgi- 
tation. 

Treatment  of  the  Vertiginous  Patient 

David  A.  Dolowitz,  MD,  Salt  Lake  City 

The  complaint  of  vertigo  is  troubling  increasing 
numbers  of  patients.  So  far,  most  of  the  study  has 
been  concentrated  on  diagnosing  the  cause  of  the 
balance  deficiency.  While  continuing  this  study,  a 
daily  exercise  program  to  control  vertigo  is  being 
developed  to  help  dizzy  patients. 

It  is  believed  that  our  body’s  balancing  mechanism 
is  a network  composed  of  eight  computer  systems. 
Seven  of  these,  the  vestibular  system  (cristae  and 
maculae)  the  eye  and  its  occulomotor  sensors,  the 
neck,  the  cortex,  the  cerebellar  portions  of  the  brain, 
the  autonomic  system  and  the  proprioceptive  senses 
are  all  hooked  in  a circuit.  This  circuit  is  modulated 
by  the  brain’s  reticular  system  which  regulates  the 
input  of  the  seven  systems  and  sends  impulses  to  con- 
trol balance.  When  any  of  these  areas  are  injured, 
vertigo  results. 

The  vertiginous  patients  are  unable  to  balance, 
stand  or  walk  properly.  To  enable  the  patient  to 
overcome  this,  specially  designed  exercises  are  given 
to  build  up  the  undamaged  parts  of  the  network,  al- 
lowing them  to  take  over  corners  of  spatial  orienta- 
tion. Vasodilation  given  with  the  exercises  increases 
the  speed  with  the  vertigo  and  imbalance  can  be 
overcome. 

Movies  of  the  patients’  problems  and  the  effect  of 
the  exercises  in  overcoming  them  will  also  be  pre- 
sented. 

Medically  Impaired  Driver 

Mark  H.  Greene,  MD,  Salt  Lake  City 

There  are  three  main  factors  in  traffic  safety;  the 
road,  the  cars,  and  the  drivers.  What  type  of  person 
and  what  type  of  disability  is  most  likely  to  produce 
the  unsafe  driver? 

Our  Committee  on  the  Medically  Impaired  Driver 
has  examined  207  persons  referred  to  us  by  the  local 
municipal  judges.  Each  person  was  given  a physical 
examination  including  also  psychiatric,  eye  and  ortho- 
pedic examination.  The  summary  of  this  study  re- 
veals the  following  facts: 
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1.  68%  had  some  medical  problem. 

2.  66%  of  these  people  had  notable  psychiatric 
problems. 

3.  17%  had  eye  problems. 

4.  15%  had  orthopedic  problems. 

5.  5%  had  internal  medical  problems. 

6.  33%  had  at  least  one  drunken  driving  convic- 
tion or  admitted  alcoholism. 

It  has  been  the  opinion  of  this  committee  that  all 
persons  over  the  age  of  70  should  have  a complete 
physical  examination  to  renew  the  driver’s  license. 
At  the  present  time,  82  persons  over  the  age  of  65 
have  been  given  physical  examinations.  So  far  this 
study  reveals  that  73%  of  these  people  have  some 
medical  problem. 

The  most  lethal  medically  impaired  driver  is  the 
drinking  driver.  We  feel  that  the  blood  alcohol  level 
in  the  state  of  Utah  of  0.15  as  bona  fida  evidence  of 
drunkenness  is  most  unrealistic  and  hope  to  substanti- 
ate such  by  a current  study. 

One  of  the  major  causes  of  killing  on  the  highway 
is  the  medically  impaired  driver.  We  as  physicians 
have  a responsibility  to  correct  such. 

A Study  of  Cerebral  Vaseular  Disease  in  Utah 


Conrad  B.  Jenson,  MD,  PhD') 
Evan  B.  Weisman,  MD  J 


Salt  Lake  City 


This  study  was  conducted  by  the  Utah  State  De- 
partment of  Health  and  Council  on  Cerebral  Vascu- 
lar Disease  of  the  Utah  Heart  Association  to  evalu- 
ate the  problem  of  diagnosis  and  treatment  of  cere- 
bral vascular  disease  in  Utah. 

Physician,  nursing  home,  and  hospital  chart  sur- 
veys provided  the  following  interesting  information: 

1.  Over  50%  of  360  physicians  seeing  stroke  pa- 
tients were  not  familiar  with  booklets  readily  avail- 
able for  help  in  rehabilitation  of  stroke  patients. 

2.  An  overwhelming  majority  of  these  physicians 
indicated  they  would  utilize  qualified  public  health 
nurses  to  instruct  families  in  home  care  of  stroke 
victims. 

3.  The  nursing  home  survey  of  50%  of  the  nurs- 
ing homes  having  an  equal  number  of  the  total  nurs- 
ing home  population  of  the  state  showed  only  30% 
of  these  stroke  victims  received  physiotherapy  while 
in  the  nursing  home,  7%  occupational  therapy,  and 
4%  speech  therapy. 

4.  Of  the  nursing  home  proprietors  who  re- 
sponded, 70%  wished  to  have  their  personnel  in- 
structed in  technics  of  physiotherapy. 

5.  From  a review  of  230  patients  diagnosed  as 
having  cerebral  vascular  disease  between  January  and 
June  1965,  in  five  private  Utah  hospitals,  from  the 
three  largest  cities  in  Utah,  the  following  informa- 
tion was  obtained: 

A.  60%  of  patients  with  cerebral  vascular  insuffi- 
ciency had  a prior  history  of  transient  ischemic  at- 
tacks or  prior  strokes. 

B.  The  recorded  physical  findings  on  physical 
examination  of  the  arm  and  cerebral  arteries  showed 
carotid  artery  pulses  were  compared  in  34%  of 
cases,  the  presence  or  absence  of  bruits  noted  in 


17%,  and  bilateral  blood  pressure  determinations  in 
9%  of  cases. 

C.  Carotid  arteriograms  were  done  in  23%  of 
patients  having  the  diagnosis  of  arteriosclerotic  cere- 
bral vascular  disease.  Bilateral  carotid  and  vertebral 
studies  were  done  in  less  than  half  of  cases  having 
angiography. 

D.  When  angiograms  were  done,  abnormal  arterio- 
grams were  found  in  64%  of  cases  of  arteriosclerotic 
cerebral  vascular  disease,  of  which  82%  were  sur- 
gically accessible  lesions.  About  half  of  these  lesions 
were  operated  upon. 

E.  6 of  7 intracranial  aneurysms  were  operated 
upon  successfully. 

F.  Physiotherapy  was  ordered  in  the  hospital  for 
60%  of  patients  with  moderate  to  severe  disability. 


Hybaroxic  Radiation  Therapy  of  Cancer 


Henry  P.  Pi.enk,  MS,  MD 
Richard  Y.  Card,  MD 


j»Salt  Lake  City 


A substantial  body  of  evidence  has  accumulated 
in  the  literature  during  the  past  fourteen  years  to 
prove  that  the  radiation  sensitivity  of  cells  increases 
with  oxygen  tension.  This  “oxygen  factor”  has  been 
utilized  in  clinical  radiation  therapy  for  the  past 
twelve  years.  Smaller  doses  than  necessary  in  con- 
ventional supervoltage  therapy  will  produce  more 
striking  results  on  some  types  of  tumors. 

In  the  first  two  years  of  operation,  until  February, 
1966,  167  patients  were  treated  with  Cobalt  60  un- 
der three  atmospheres  of  oxygen  pressure  at  the 
Tumor  Institute  of  St.  Mark's  Hospital,  the  second 
largest  oxygen  series  in  the  United  States.  No  pa- 
tients were  anesthetized.  The  results  in  our  two 
largest  groups — head  and  neck,  and  lung  lesions  are 
reported. 

Hybaroxic  radiation  therapy  seems  to  produce 
more  dramatic  tumor  regression  than  conventional 
dose  technics,  or  comparable  high  individual  tumor 
dose  technics  without  oxygen. 

Few  interstitial  implants  are  required  with  hyha- 
roxic  radiation  therapy  in  head  and  neck  lesions. 

Head  and  neck  lesions  seem  to  respond  particu- 
larly well  to  oxygen.  While  recurrences  within  the 
radiation  field  were  seen  with  earlier  lower  doses, 
the  present  treatment  technics  yield  gratifying  results. 

No  significant  number  of  undue  complications, 
nor  of  unusual  metastases  were  observed. 

Time  dose  schedules  become  very  critical  and 
very  accurate  field  setup  at  each  treatment  is  crucial 
since  the  slightest  error,  even  once,  can  result  in  un- 
derdosing the  tumor. 

Our  results  in  bronchogenic  carcinoma  compare 
favorably  with  other  published  series  but  the  results 
of  a randomized  series,  with  and  without  oxygen, 
are  not  yet  available. 

It  is  essential  to  carry  out  randomized  studies  to 
evaluate  the  effect  of  oxygen  in  the  treatment  of 
tumors  at  various  sites  to  compare  with  comparable 
treatment  technics  or  conventional  treatment  technics 
in  similar  material. 
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Tuberculosis  in  Children 

Glen  C.  Griffin,  MD,  Bountiful 


The  Course  of  Pregnancy  Before  and  After 
Surgical  Correction  of  Left  to  Right  Shunts 


Although  tuberculosis  is  still  a nationwide  prob- 
lem, control  is.  possible  with  a routine  program  of 
annual  skin  testing — thus  locating  dangerous  carriers, 
avoiding  cases  such  as  that  of  the  diseased  great- 
grandmother who  infected  countless  members  of  her 
own  family  and  neighbors.  The  care  of  tuberculous 
children  traced  back  to  this  one  case  cost  over 
$40,000.00. 

The  dramatic  cures  of  miliary  and  TB  meningitis 
with  INH,  PAS  and  Streptomycin  are  comforting — 
but  the  project  of  fhis  hour  should  be  to  detect  TB 
in  the  primary  asymptomatic  state  (well  children 
with  a positive  skin  test  anytime  in  the  first  four 
years  of  life  or  any  well  child  or  adult  converting 
from  negative  to  positive  within  a year). 

Skin  testing  with  accuracy,  rapidity  and  simplicity 
accomplished  with  Heaf  or  Tine  tests  certainly  out- 
dates  unreliable  patch-testing  and  is  more  acceptable 
and  practical  for  screening  purposes  than  intradermal 
testing. 

Childhood  TB  is  best  treated  when  asymptomatic. 
This  can  be  accomplished  with  20  mgm  k day  of 
INH  for  one  year  at  a cost  of  only  $12.00  for  a 3- 
year-old.  Later  stages  of  the  disease  require  the  ad- 
dition of  PAS  and  in  miliary,  bone  or  meningeal  TB 
the  use  of  Streptomycin  as  well. 

Studies  of  Goitrous  Hypothyroidism  in 
Children 

M.  L.  Rallison,  MD'i 

L.  F.  Kumagai,  MD  Salt  Lake  City 

F.  H.  Tyler,  MD  ) 

Thyroidal  enlargement  and  hypothyroidism  may 
occur  in  children  as  the  result  of  a genetic  defect  in 
thyroxine  synthesis.  Defects  may  result  in  a deficiency 
of  iodide  trapping,  organification  of  iodide,  iodotyro- 
sine  coupling,  or  deiodinase  activity,  or  allow  release 
of  abnormal  iodoproteins.  In  a family  of  seven  sib- 
lings, three  were  found  to  have  goiter  and  hypothy- 
roidism. Thyroid  hormone  synthesis  was  studied  with 
radioiodine.  All  three  children  had  normal  or  ele- 
vated thyroidal  uptake  of  radioactive  iodine.  Two 
of  the  children,  one  severely  and  the  other  moder- 
ately hypothyroid,  were  unable  to  organify  iodide 
normally  as  demonstrated  by  discharge  of  significant 
amounts  of  thyroidal  radioactivity  after  thiocyanate 
administration.  The  third  child,  mildly  hypothryoid, 
had  widely  divergent  PBI  (7.8  /i.g%)  and  BET 
(3.8  /i.g%).  Tryptic  digestion  of  plasma  identified 
release  from  this  patient’s  thyroid  of  an  abnormal, 
non-butanol-soluble  iodoprotein.  Biopsy  of  the  gland 
demonstrated  diffuse  hyperplasia.  Hence,  in  the  same 
sibship,  two  separate  defects  in  thyroxine  synthesis 
have  been  demonstrated  which  led  to  goitrous  hypo- 
thyroidism. 


J D Mortensen,  MD 
Homer  S.  Ellsworth,  MD 


Salt  Lake  City 


Normal  intrauterine  pregnancy  causes  alteration  in 
cardiovascular  hemodynamics  which  are  not  dis- 
similar from  those  caused  by  left  to  right  cardio- 
vascular shunts.  The  coexistence  of  pregnancy  in  a 
patient  who  has  a pre-existing  left  to  right  cardio- 
vascular shunt  places  significant  strain  on  the  heart, 
particularly  on  the  right  ventricle  and  pulmonary 
vascular  hed.  To  determine  the  effects  on  the  preg- 
nancy as  well  as  on  the  cardiovascular  system  of 
such  patients,  the  course  of  pregnancy  has  been 
studied  in  a group  of  96  women  who  had  surgical 
correction  of  various  congenital  left  to  right  cardio- 
vascular shunts.  The  cardiac  lesions  encountered  in- 
cluded patent  ductus  arteriosus,  atrial  septal  defect, 
ventricular  .septal  defect,  A-V  commune,  anomalous 
pulmonary  venous  conneetions  and  balanced  tetral- 
ogy. These  patients  experienced  a total  of  227  preg- 
nancies, 60%  occurring  before  repair  of  their  cardio- 
vascular defects  and  40%  occurring  after  their  heart 
operations  had  been  carried  out.  Before  surgical  cor- 
rection of  their  eongenital  cardiovascular  anomalies 
(and  thus  while  their  left  to  right  shunts  were  pres- 
ent) these  patients  tolerated  pregnancy  rather  poorly: 
33%  of  the  pregnancies  aborted,  cardiovascular  com- 
plications were  recognized  during  1 1 % of  the  preg- 
nancies or  deliveries,  and  only  36%  of  the  preg- 
nancies in  these  patients  were  considered  to  be  nor- 
mal or  uncomplicated.  On  the  other  hand,  women 
who  became  pregnant  after  having  had  a left  to  right 
cardiovascular  shunt  corrected  surgically  tolerated 
pregnancy  normally.  Such  patients  aborted  only  6% 
of  their  pregnancies  and  89%  had  uncomplicated 
(normal)  pregnancies  and  deliveries: 

Conclusions  from  this  study  are: 

1 . Whereas  pregnancy  is  tolerated  poorly  by  wom- 
en who  have  left  to  right  cardiovascular  shunts,  after 
surgical  correction  of  these  congenital  cardiovascular 
lesions  pregnancy  is  tolerated  normally. 

2.  Sterilization  is  not  indicated  in  patients  with 
left  to  right  cardiovascular  shunts  and  a decision  as 
to  whether  pregnancy  can  be  permitted  should  he 
withheld  until  surgical  correction  of  their  cardio- 
vascular lesion  has  been  carried  out  and  the  patient 
then  re-evaluated. 


Clinical  Sequelae  From  Mechanieal  Entry 
Into  the  Arterial  Tree 

J D Mortensen,  MD,  Salt  Lake  City 

The  aorta  or  its  major  branches  has  been  entered 
by  needle,  catheter  or  cannula  more  than  3,200  times 
by  the  author  and  associates.  Detailed  statistical  re- 
view of  the  sequelae  arising  from  these  procedures 
is  reported.  Complications  noted  have  been  divided 
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into  two  categories,  minor  and  major.  Minor  com- 
plications include:  pain  at  the  arterial  entry  site, 
ecchymoses,  hematoma  formation,  arteriospasm  with 
temporary  absence  of  distal  pulses,  external  bleed- 
ing not  requiring  transfusion,  extravasation  of 
radiopaque  medium,  and  asymptomatic  thrombosis 
of  the  artery  at  the  puncture  site.  Major  complica- 
tions which  did  require  treatment,  often  surgical, 
include:  extensive  subcutaneous  ecchymosis,  develop- 
ment of  false  aneurysm  at  the  arterial  entry  site, 
arterial  occlusion  with  distal  ischemia,  bleeding  suf- 
ficient to  require  transfusion,  and  neurologic  sequelae 
secondary  to  arterial  occlusion. 

Factors  predisposing  to  complications  from  arterial 
entry  include  arteriosclerosis,  hypertension,  and  the 
presence  of  significant  aortic  valvular  insufficiency 
with  increased  pulse  pressure. 

Although  most  types  of  arterial  entry  can  be  car- 
ried out  with  little  danger  to  the  patient,  complica- 
tions with  serious  consequences  can  readily  occur 
and  do  so  frequently  enough  that  careful  attention 
to  details  in  the  performance  of  such  procedures  and 
in  the  care  of  the  patient  after  the  arterial  manipula- 
tion is  indicated. 

Laryngotracheobronchitis — Evaluation  of 
New  Therapeutic  Approaches 

William  S.  Jordan,  MD,  Salt  Lake  City 

Since  1962,  Primary  Children’s  Hospital  Anes- 
thesiologists have  been  treating  children  with  acute 
laryngotracheobronchitis  referred  to  them  with  in- 
halation -therapy.  Using  intermittent  positive  pressure 
breathing  and  aerosol  medications  (usually  broncho- 
dilators;  sometimes  steroids),  rather  dramatic  re- 
sults have  been  achieved.  The  necessity  for  trache- 
ostomy has  been  drastically  reduced  with  no  in- 
crease in  mortality  and  a definite  decrease  in  mor- 
bidity. In  this  paper  a comparison  is  made  between 
the  year  1961  and  subsequent  years  when  this  ther- 
apy was  used.  Also  used  as  a control  group  are 
those  patients  with  the  same  severity  of  symptoms 
who  did  not  receive  the  therapy. 

The  average  duration  of  hospitalization  of  the 
children  was  reduced  from  three  days  for  those  not 
receiving  tracheostomy  and  five  days  in  those  receiv- 
ing tracheostomy  to  less  than  two  days.  The  period 
during  which  the  children  had  to  be  closely  observed 
because  of  severe  obstruction  was  reduced  to  less 
than  four  hours  and  they  could  be  successfully  venti- 
lated periodically  during  this  time  with  rest  from  the 
severe  work  of  breathing  and  relief  of  their  respira- 
tory acidosis  and  hypoxemia.  In  this  series  only  the 
severely  obstructed  cases  were  given  the  vigorous 
treatment  which  is  specified.  It  is  suggested  that  a 
rational  approach  may  well  include  earlier  vigorous 
therapy  as  it  holds  no  hazard  to  the  patient  and  will 
avoid  the  acute  crisis  and  hurried  tracheotomy  in 
the  disease. 

(A  short  16  mm.  movie  will  be  shown  of  pediatric 
patients  receiving  therapy.) 


Early  Stroke  Rehabilitation  Technics 

James  R.  Swenson,  MD,  Salt  Lake  City 

The  disability  resulting  from  hemiplegia  can  be 
greatly  reduced  by  early  mobilization  of  patients. 
Bedside  active-and-passive  range  of  motion  exercises 
can  usually  be  started  3 days  after  the  onset  of  hemi- 
plegia due  to  emboli  or  thrombosis.  In  patients 
with  hemiplegia  secondary  to  hemorrhage  exercises 
are  held  for  5 to  10  days  depending  on  clinical  con- 
dition. The  patient  is  then  progressed  to  sitting  ac- 
tivities on  the  bed  and  in  a wheelchair  to  restore 
sitting  balance  and  to  improve  kinesthetic  awareness 
which  is  often  disturbed.  Standing  with  support  and 
progressive  ambulation  is  next  added  as  a part  of  an 
orderly  progression  of  rehabilitation  technics  leading 
to  varying  degrees  of  independence.  Muscle  re-educa- 
tion exercises,  speech  therapy,  bracing,  and  training 
in  the  activities  of  daily  living  all  contribute  to  a suc- 
cessful rehabilitation  program.  Although  not  all  of 
these  services  are  available  to  all  Utah  physicians,  the 
technics  of  progressive  mobilization  of  stroke  patients 
can  and  should  be  applied  by  all  physicians  in  the 
management  of  their  hemiplegic  patients. 

Treatment  of  Cervical  Cancer  in  a Small 
Teaching  Hospital 

Irwin  H.  Kaiser,  MD,  Salt  Lake  City 

Recently,  attention  has  been  directed  to  the  desir- 
ability of  concentrating  patients  in  cancer  treatment 
centers  on  the  ground  that  superior  results  can  be 
expected  where  a limited  number  of  people  could  de- 
velop special  skills  and  where  expensive  apparatus 
can  be  concentrated.  The  question  has  frequently 
arisen  as  to  the  minimum  size  of  such  an  under- 
taking. 

Since  1950,  294  patients  with  cervical  carcinoma 
have  been  seen  with  a view  to  treatment  and  at  least 
an  additional  40  in  consultation  at  the  University 
of  Utah,  Department  of  Obstetrics  and  Gynecology. 
Over  the  past  six  years  an  average  of  23  patients  a 
year  have  been  given  their  initial  treatment.  Of  these 
a very  high  proportion  have  been  relatively  early 
tumors  (International  Stage  II  or  less),  so  that  it  has 
been  possible  to  make  some  reasonable  evaluation  of 
treatment  modalities. 

A conscientious  effort  has  been  made  in  the  past 
several  years  to  accumulate  suitable  equipment  for 
evaluation  of  brachytherapy  and  estimation  of  iso- 
dose curves.  A strong  emphasis  has  been  placed  on 
irradiation  therapy  in  order  to  produce  maximum 
skills  in  the  use  of  this  modality.  If  cost  is  not  a pri- 
mary consideration,  it  is  clear  that  sufficient  equip- 
ment and  skilled  personnel  can  be  brought  to  bear  on 
the  problems  of  a group  of  patients  even  as  small  as 
this. 
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in 

chronic 

illness 

B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules,  con- 
taining therapeutic  (piantities  of  vitamins  B and  C,  are  fonnnlated  to  meet  the 
increased  metabolic  demands  of  patients  with  phx  siologic  stress.  In  chronic  ill- 
ness, as  with  manv  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B*  (Pyridoxine  HCl)  2 mg 

Vitamin  Bu  Crystalline  4 megm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


628-6  — 3614 


American  Academy  of  Pediatrics 

A diverse  scientific  program  featuring  discussion 
of  such  timely  subjects  as  growth  hormone  and  dis- 
orders of  growth,  intrauterine  growth  retardation, 
and  clinical  trial  of  live  attenuated  rubella  virus  vac- 
cine, 26  round  table  discussions  including  three  Span- 
ish, 11  seminars,  and  a host  of  social  activities  will 
highlight  the  35th  annual  meeting  of  the  American 
Academy  of  Pediatrics  in  Chicago,  October  22-27. 
More  than  4,500  pediatricians,  their  families  and 
guests,  are  expected  to  attend  the  meeting  in  the 
Palmer  House  Hotel. 

The  American  Association  of  Poison  Control 
Centers  will  meet  in  conjunction  with  the  Academy. 

The  Academy  meeting  is  open  to  physicians  who 
are  not  pediatricians.  Registration  fees  are  $16  for 
Academy  members,  applicants  to  the  Academy,  ap- 
plicants to  the  American  Board  of  Pediatrics,  non- 
members out  of  school  less  than  five  years,  and  phy- 
sicians in  the  Armed  Forces. 

Registration  fee  for  nonmember  physicians  out  of 
school  more  than  five  years  is  $50. 

Interested  physicians  may  write  the  American 
Academy  of  Pediatrics,  1801  Hinman  Avenue,  Evans- 
ton, Illinois  60204,  for  a preliminary  program  and 
housing  and  registration  forms. 


Interstate  Postgraduate  Medical  Association 

The  51st  Annual  Scientific  Assembly  of  this  Asso- 
ciation will  be  held  October  17-20,  1966  at  the  Sher- 
aton Park  Hotel  in  Washington,  D.  C. 

Interstate  is  not  a membership  organization;  its  sole 
function  is  that  of  presenting  an  Annual  Scientific 
Assembly,  which  is  open  to  any  MD  in  the  U.  S.  or 
Canada. 

Full  details  can  be  secured  by  writing  to:  Alton 
Ochsner,  MD,  Program  Chairman,  Interstate  Post- 
graduate Medical  Association,  Box  1109,  Madison, 
Wisconsin  53701. 


Southwestern  Medical  Association 

The  48th  Annual  Meeting  of  the  Southwestern 
Medical  Association  will  be  held  at  the  Sheraton-El 
Paso  Motor  Inn,  El  Paso,  Texas,  Eebruary  8-10, 
1968.  Speakers  will  include  Dr.  Michael  E.  De 
Bakey,  Houston;  Dr.  Sidney  S.  Gellis,  Boston,  and 
Dr.  Demetrio  Sodi-Pallares,  Mexico  City. 

For  further  information  concerning  this  meeting, 
contact  Dr.  Laurance  N.  Nickey,  president-elect, 
310  N.  Stanton  St.,  El  Paso,  Texas  79901. 


Medical  Aspects  of  Sports 

The  Eighth  National  Conference  on  the  Medical 
Aspects  of  Sports,  sponsored  by  the  American  Med- 
ical Association  under  the  auspices  of  its  Committee 
on  the  Medical  Aspects  of  Sports,  will  be  held  in 
Las  Vegas,  Nevada,  at  Caesar’s  Palace  on  November 
27,  1966.  The  Conference  is  held  annually  in  con- 
junction with  and  on  the  first  day  of  the  Clinical  Con- 
vention of  the  American  Medical  Association. 

The  Conference  will  cover  a wide  range  of  sub- 
jects of  interest  to  those  serving  school  and  college 
athletic  programs.  Included  will  be  forums  and  dis- 
cussion sections  relating  to  criteria  for  immediate 
management  of  knee  injuries,  resources  for  grass 
roots  supervision  of  sports,  medical  preparations  for 
international  competitions,  and  the  relationship  of 
athletic  fitness  to  physical  fitness.  Among  the  speak- 
ers will  be  Merritt  Stiles,  MD,  2d  Vice  President 
of  the  U.  S.  Olympic  Committee,  and  Donald 
O’Donoghue,  MD,  President  of  the  American  Acad- 
emy of  Orthopedic  Surgeons.  Robert  S.  Rocke,  MD, 
Medical  Examiner  for  the  California  State  Athletic 
Commission,  will  address  the  Conference  Luncheon. 

The  Conference  is  open  to  key  nonmedical  athletic 
personnel  as  well  as  interested  physicians.  For  fur- 
ther information  concerning  the  Conference,  address 
the  Secretary,  Committee  on  the  Medical  Aspects 
of  Sports,  American  Medical  Association,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 

American  Congress  of  Physical  Medicine 
and  Rehabilitation 

The  44th  Annual  Session  of  the  American  Con- 
gress of  Physical  Medicine  and  Rehabilitation  will  be 
held  at  the  Sheraton-Palace  Hotel,  San  Francisco,  on 
August  28-September  2,  1966.  The  program  will  in- 
clude individual  scientific  papers,  a “Symposium  on 
the  Clinical  Management  of  Disability,”  showing  of 
the  latest  films,  a “Seminar  on  Bio-Medical  Engineer- 
ing; Approaches  to  Problems  on  Human  Disability,” 
and  scientific  and  technical  exhibits  on  the  most  re- 
cent research  and  clinical  applications  in  the  field 
of  PM  & R. 

In  conjunction  with  this  Annual  Session  of  the 
Congress,  the  American  Academy  of  Physical  Med- 
icine and  Rehabilitation  will  hold  its  28th  Annual  As- 
sembly on  Monday,  August  28  and  Tuesday,  August 
29.  The  program  includes  a “Symposium  on  Space 
Medicine  and  Technology  and  PM  & R:  Common 
Interests  and  Problems,”  educational  seminars  and  a 
“Symposium  on  Strokes.” 

Rocky  Mountain  Neurosurgical  Society 

The  newly  organized  Rocky  Mountain  Neuro- 
surgical Society  will  hold  its  First  Annual  Meeting 
at  the  Broadmoor  Hotel,  Colorado  Springs,  Colorado, 
August  28,  1966  to  August  31.  1966. 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 

Recent  Acquisitions 

The  Anatomy  of  Sleep:  By  Roche  Laboratories.  Nutley,  New 
Jersey.  1966.  Hoffmann-LaRoche.  135  p.  Gift, 

Aspects  of  Anxiety:  Compiled  by  Roche  Laboratories.  Phila., 
1965,  Lippincott.  80  p.  Price:  $3.50. 

Blood  Diseases  of  Infancy  and  Childhood:  By  Carl  H.  Smith. 
2d  ed.  St.  Louis,  1966.  Mosby.  800  p.  Price:  $22.00. 
Cardiovascular  Pathology:  By  Reginald  E.  B.  Hudson.  Balt., 
1965,  Williams  & Wilkins.  2 v.  Price:  $60.00. 

Cellular  Control  Mechanisms  and  Cancer:  Edited  by  Piet 
Emmelot.  N.  Y,,  1964,  Elsevier.  387  p.  Price:  $20.00. 

Current  Research  in  Leukaemia:  Edited  by  F.  G.  J.  Hayhoe. 
N.  Y.,  1965,  Cambridge  Univ.  Pr.  306  p.  Price:  $22.50. 

Drug  and  Social  Therapy  in  Chronic  Schizophrenia:  Edited 
by  Milton  Greenblatt.  Springfield.  111.,  1965,  Thomas.  238  p. 
Price:  $7.50. 

Emergency  Psychotherapy  and  Brief  Psychotherapy:  By 
Leopold  Beliak.  N.  Y.,  1965,  Grune.  253  p.  Price:  $9.75. 

Essays  in  the  History  of  Medicine,  in  Honor  of  David  J. 
Davis:  By  Davis  Lecture  Committee.  Chicago,  1965,  Univ.  Illi- 
nois Pr.  193  p.  Gift. 

Essentials  of  Gynecology:  By  E.  Stewart  Taylor.  3d  ed. 
Phila.,  1965,  Lea  & Febiger.  603  p.  Price:  $15.00. 

Fragment  of  a Great  Confession:  By  Theodor  Reik.  N.  Y.. 

1965,  G949,  Citadel.  497  p.  Price:  $2.45. 

Illustrated  Tumor  Nomenclature:  By  International  Union 
Against  Cancer.  Berlin,  New  York,  1965,  Springer-Verlag. 
299  p.  Price:  $10.00. 

The  Major  Symptoms  of  Hysteria:  By  Pierre  Janet.  2d  ed. 
Facsim.  of  1929  ed,  N.  Y..  1965,  Hafner.  345  p.  Price:  $6.50. 

New  Drugs,  1966:  By  American  Medical  Association,  Council 
on  Drugs.  Chicago,  1966,  AMA.  590  p.  Price:  $4.00. 

Office  Practice  of  Otolaryngology:  By  Abraham  R.  Hollender. 
Phila.,  1965,  F.  A.  Davis.  640  p.  Price:  $13.50. 

Pathology:  Edited  by  W.  A.  D,  Anderson.  5th  ed.  St.  Louis, 

1966,  Mosby.  2 v.  Price:  $21.00. 

Pathology  Annual,  v.  1,  1966:  Edited  by  Sheldon  C.  Sommers. 
N.  Y..  1966,  Appleton.  387  p.  Price:  $12.00. 

A Psycho-Analytic  Dialogue:  The  Letters  of  Sigmund  Freud 
and  Karl  Abraham,  1907-1926:  Edited  by  Hilda  C.  Abraham. 
N.  Y.,  1966,  '1965,  Basic  Books.  406  p.  Price;  $7.50. 

Shock:  Pharmacological  Principles  in  Treatment:  By  Robert 
J.  Marshall.  Springfield,  111.,  1966,  Thomas.  99  p.  Price:  $5.50. 
Surgery:  Principles  and  Practice:  Edited  by  Carl  A.  Moyer. 
3d  ed.  Phila.,  1965,  Lippincott.  1828  p.  Price:  $18.00. 

The  Treatment  of  Cancer:  Edited  by  Joseph  S.  Mitchell.  N.  Y., 
1965.  Cambridge  Univ.  Pr.  315  p.  Price:  $18.50. 


Tropical  Surgery:  Edited  by  Ajit  K.  Basu.  Washington,  D,  C„ 
1965,  Butterworths.  236  p.  Price:  $12.00. 

Tumors  of  Bone  and  Soft  Tissue:  Eighth  Annual  Clinical 
Conference  on  Cancer,  1963,  at  the  M.  D.  Anderson  Hospital 
and  Tumor  Institute.  Chicago,  1965,  Year  Book  Pub.  448  p. 
Price:  $13.00. 

Book  Review 

Controversy  in  Internal  Medicine:  Edited  by  Franz  J.  Ingel- 
finger,  Arnold  S.  Reiman,  and  Maxwell  Finland.  Phila.,  1966, 
Saunders.  679  p.  Price:  $14.50. 

This  is  a book  containing  23  chapters,  each  of 
which  represents  a discussion  of  the  subject  in- 
volved, by  two  or  three  authorities  in  that  particular 
field.  The  subjects  have  been  deliberately  chosen  be- 
cause of  their  controversial  nature  and  the  69  au- 
thorities carefully  chosen  to  present  their  opposing 
viewpoints.  At  the  conclusion  of  a chapter  one  of 
the  three  noted  editors  presents  a summary  of  the 
opposing  viewpoints  and  attempts  to  reconcile  them. 

The  practicing  internist  and  general  practitioner 
whose  main  responsibility  is  looking  after  the  health 
of  patients  and  not  rats  and  mice  will  find  the  ma- 
jority of  the  chapters  in  this  book  well  worth  read- 
ing. He  can  not  help  but  be  a better  physician  and 
a much  wiser  one  for  having  done  so.  It  is  said  that 
the  American  people  are  the  most  overmedicated 
group  in  the  entire  world  and  the  chapters  on  the  drug 
therapy  of  hypertension  and  anxiety  should  jolt  the 
conscience  of  many  a physician.  The  discussion  of 
rheumatoid  arthritis  should  result  in  far  fewer  pa- 
tients being  given  steroids  to  the  neglect  of  the  much 
more  important  exercises  and  physiotherapy,  while 
the  three  chapters  devoted  to  atherosclerosis  and  diet 
should  result  in  far  fewer  patients  going  through  life 
suffering  from  malnutrition  and  needless  dietary  anx- 
iety. The  chapters  devoted  to  the  dietary  treatment 
of  duodenal  ulcer  and  the  perennial  medical  versus 
surgical  therapy  of  gastric  ulcer  are  well  presented, 
but  it  is  disappointing  to  the  reader  to  see  such  a 
noted  authority  in  the  field  of  surgery  as  Claude  E. 
Welch  basing  much  of  his  opinion  for  surgical  ther- 
apy of  gastric  ulcer  on  the  widely  quoted  report 
several  years  ago  from  the  Mayo  Clinic.  Closer 
scrutiny  of  this  report  would  reveal  that  only  a frac- 
tion of  the  414  patients  involved  had  gastroscopy, 
the  majority  were  not  even  treated  by  the  Mayo 
Clinic  physicians,  and  the  follow  up  on  which  the 
conclusions  were  reached  was  done  by  the  mailing 
out  of  a questionnaire. 

This  book  can  be  recommended  most  highly  to  all 
internists  and  general  physicians  primarily  involved 
in  the  daily  care  of  the  sick. 

Edward  J.  Donovan,  MD 


Society  for  Cryo-Ophthalmology 

The  Society  for  Cryo-Ophthalmology  has  been  formed  to  promote  investigative  and  clinical 
applications  of  low-temperature  technics  to  the  eye.  Applications  for  membership  will  be  wel- 
comed from  those  interested  in  the  investigative  aspects  of  this  subject,  the  preservation  of  oc- 
ular tissue,  therapeutic  applications  of  cryogenics  to  various  ocular  diseases,  and  cryosurgical 
technics.  It  is  contemplated  that  scientific  meetings  will  be  held  immediately  prior  to  the  an- 
nual sessions  of  the  American  Academy  of  Ophthalmology  and  Otolaryngology. 

Inquiries  and  applications  should  be  addressed  to  Dr.  John  G.  Bellows,  30  N.  Michigan  Blvd., 
Chicago  60602, 
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pomwoir 
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Vomiting: 

In  Geneva  they  have  a word  for  it 


In  Geneva,  too,  Dramamine  is  a familiar  word. 
Like  physicians  the  world  over,  they  know  that 
“its  antiemetic  potency*  is  high”  (“son  pouvoir 
antiemetiqueesteleve”). 

Nausea  and  vomiting  caused  by  infection 
or  simple  functional  gastrointestinal  disturb- 
ances are  quickly  controlled  by  this  classic 
antinauseant. 

Usual  Adult  Dosage:  One  or  two  tablets 
every  four  hours  as  needed. 

Precautions:  Dramamine,  notably  nontoxic 
itself,  may  mask  the  symptoms  of  strepto- 
mycin toxicity.  Patients  should  be  cautioned 
against  operating  automobiles  or  dangerous 
machinery  because  of  possible  drowsiness. 
*Neyroud,  M.:  Praxis  44:648-650  (July  14)  1955. 


Research  in  the  Service  of  Medicine  searle 

relied  on  round  the  world  ■ 
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dimenhydrinate 
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Ampuls  (for  intramuscular  or  intravenous  use) 
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University  of  Colorado  Medical  Center 

The  University  of  Colorado  Medical  Center  has 
been  awarded  a certificate  of  recognition  by  the  Con- 
gress of  Delegates  of  the  American  Academy  of  Gen- 
eral Practice  for  an  approved  residency  “of  highest 
quality”  in  the  general  practice  of  medicine. 

The  academy  cites  the  CU  Medical  Center  for 
“maintaining  a general  practice  residency  of  the  high- 
est quality”  and  notes  that  “this  work  of  the  hos- 
pitals is  fundamental  to  the  maintenance  of  quality 
family  care  and  is  in  the  American  public  interest.” 

The  CU  Medical  Center’s  program  of  two-year 
postgraduate  traineeships  for  resident  physicians  in- 
tending to  become  general  practitioners  is  supervised 
by  Dr.  C.  Wesley  Eisele,  associate  professor  and 
head  of  the  Division  of  General  Practice  in  the  med- 
ical school’s  Department  of  Medicine.  Dr.  Eisele  also 
is  associate  dean  of  the  school  for  postgraduate  edu- 
cation. 

* * * 

Dr.  Herman  S.  Maul,  a Denver  surgeon  and  1941 
graduate  of  the  University  of  Colorado  School  of 
Medicine,  has  been  installed  as  president  of  the  CU 
Medical  Alumni  Assn,  for  1966-67.  Dr.  Maul  suc- 
ceeds Dr.  Richard  W.  Whitehead,  who  will  continue 
as  executive  secretary  of  the  organization.  Chosen  as 
president-elect  was  Dr.  Kenneth  C.  Sawyer,  Sr.,  Den- 
ver. Dr.  L.  Joseph  Butterfield,  Denver,  was  elected 
vice  president,  and  Dr.  William  E.  Jobe,  Littleton, 
was  re-elected  secretary-treasurer. 

Elected  to  three-year  terms  on  the  association’s 
board  of  directors  were; 

Drs.  Watson  A.  Bowes,  Frank  B.  McGlone, 
N.  Paul  Isbell,  Monroe  R.  Tyler,  Osgoode  S.  Philpott, 
Jr.,  Thomas  L.  Petty,  Thomas  K.  Earley,  and  Pete 
G.  Frangos,  all  of  Denver;  John  C.  Straub,  Limon; 
Joel  R.  Husted,  Boulder;  Robert  K.  Carver,  Engle- 
wood, and  Roger  S.  Wotkyns,  Lakewood. 

* * 

Dr.  Ward  Darley,  former  president  of  the  Uni- 
versity of  Colorado,  has  received  honorary  degrees 
from  two  universities  in  recognition  of  his  contribu- 
tions to  medical  education.  Brown  University  award- 
ed him  its  Doctor  of  Science  degree  on  June  6 in 
Providence,  R.  I.,  and  the  University  of  New  Mexico, 
which  he  had  assisted  as  an  advisor  in  the  establish- 
ment of  its  new  School  of  Medicine,  gave  him  a 
Doctor  of  Laws  degree  on  June  10  in  Albuquerque. 

Dr.  Darley,  who  also  is  a former  dean  of  the  CU 
School  of  Medicine,  is  currently  visiting  professor  of 
medicine  on  the  faculty  at  the  CU  Medical  Center 
in  Denver  following  his  retirement  as  executive  direc- 
tor of  the  Assn,  of  American  Medical  Colleges  in 


1964.  He  continues  to  serve  the  AAMC  as  special 
consultant  to  his  successor  as  executive  director.  Dr. 
Robert  C.  Berson.  He  also  is  executive  secretary  of 
the  National  Intern  Matching  Program. 

University  of  Utah  Medical  Center 

A $75,000  grant  has  been  made  to  the  University 
of  Utah  College  of  Medicine  by  the  John  and  Mary 
R.  Markle  Foundation  of  New  York  City.  These 
funds  will  be  used  toward  construction  of  the  Uni- 
versity’s Medical  Sciences  Library. 

The  Foundation’s  principal  interest  is  in  helping 
to  encourage  the  development  of  carefully  selected, 
promising  young  medical  school  faculty  members 
through  individual  financial  grants  of  $30,000  over 
five  year  periods.  The  funds  are  to  be  expended  at 
the  discretion  of  the  deans  of  the  various  medical 
schools  involved.  A number  of  College  of  Medicine 
faculty  members  have  been  honored  by  being  named 
as  Markle  Scholars,  the  most  recent  one  being 
Dr.  A.  MacKay  Schmidt,  assistant  professor  of  med- 
icine. 

* * Hi 

Many  persons  who  are  so  severely  handicapped 
that  they  are  considered  to  be  hopeless  cases  can 
actually  be  rehabilitated  to  live  productive,  contrib- 
utory lives,  according  to  a national  study  recently 
completed  at  the  University  of  Utah  College  of 
Medicine’s  Rehabilitation  Division. 

The  Division  was  one  of  eleven  state  and  local  re- 
habilitation organizations  throughout  the  United 
States  which  participated  in  an  initial  three-year 
study  sponsored  by  the  Vocational  Rehabilitation 
Administration  of  the  U.  S.  Department  of  Health, 
Education  and  Welfare.  The  purpose  of  the  study 
was  to  determine  the  elTectiveness  of  rehabilitation 
efforts  with  persons  considered  to  be  so  badly  handi- 
capped as  to  be  beyond  help. 

After  each  of  eleven  rehabilitation  centers  had 
conducted  individual  studies  and  submitted  the  re- 
sults, the  combined  data  were  processed  and  ana- 
lyzed at  the  University  of  Utah  Computer  Center. 

Robert  M.  Gray,  PhD,  associate  professor  of  So- 
ciology in  the  University,  was  principal  investigator 
for  the  combined  national  project  as  well  as  for  the 
University  of  Utah’s  participation  in  the  project.  The 
findings  of  the  study  have  been  published  in  the 
form  of  a report  entitled,  “The  Severely  Disabled 
Person  Is  Rehabilitated.”  Participants  in  carrying 
out  the  project  included  Dr.  Gray,  Dr.  H.  Leo 
Marshall,  Dr.  Joseph  P.  Kesler,  Josephine  Kasteler, 
MA,  Philip  M.  Moody,  MS.  The  study  was  carried 
out  in  cooperation  with  the  Department  of  Sociology 
and  the  Division  of  Physical  Medicine  and  Rehabili- 
tation. 

The  report’s  final  recommendation  is  that  state 
and  federal  funds  be  made  available  to  expand  re- 
habilitation facilities  throughout  the  nation  to  include 
severely  disabled  persons,  despite  the  fact  that  the 
initial  cost  of  rehabilitating  such  a person  is  higher 
than  it  is  for  a less  disabled  individual. 
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A $2,000  gift  from  Wyeth  Laboratories  will  en- 
able the  Medical  Center  to  purchase  five  electronic 
nebulizers  for  use  in  the  treatment  of  children  with 
cystic  fibrosis.  The  nebulizer  produces  an  extremely 
fine  mist  through  the  use  of  ultrasound  waves.  Chil- 
dren suffering  from  the  disease  inhale  the  mist  fre- 
quently, which  serves  to  keep  their  lungs  clean  and 
healthy. 

The  Cystic  Fibrosis  Clinic  at  the  University  is  the 
only  one  of  its  kind  in  Utah.  It  presently  has  three 
nebulizers,  but  there  is  a need  for  30  or  40  accord- 
ing to  Dr.  Marvin  L.  Rallison,  instructor  in  Pediat- 
rics. 

* * * 

A special  grant  has  been  made  to  Dr.  Attilio  D. 
Renzetti,  associate  professor  of  Medicine  at  the  Uni- 
versity of  Utah  College  of  Medicine,  as  part  of  a 
national  research  attack  on  lung-crippling  emphy- 
sema, by  the  National  Institute  of  Allergy  and  In- 
fectious Diseases,  National  Institutes  of  Health. 

Dr.  Renzetti  is  one  of  ten  prominent  U.  S.  scien- 
tists selected  for  the  program,  grant  expenditures  for 
which  will  total  $845,000  in  the  initial  year.  Dr. 
Renzetti’s  grant  for  the  first  of  five  committed  years  is 
$104,891.  His  first  five  year  total  will  amount  to 
$453,491.  In  addition  to  his  appointment  in  the  Col- 
lege of  Medicine,  Dr.  Renzetti  is  in  charge  of  the 
Medical  Center’s  Pulmonary  Division  and  is  chief 
of  the  Pulmonary  Disease  Section  of  the  Salt  Lake 
Veterans  Administration  Hospital. 
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thing to  help  patients  get  well  faster. 
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FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 


with  DICARBOSir  antacid 


■ effective  neutralizing  power -Two  tablets  in  vitroi, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste  — A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (10  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif.  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  Tti- 
silicate  0.006  Gm. 


Write  for  Professional  Samples 


ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 

319  South  4th  Street  • St.  Louis,  Missouri  63102 
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Nevada 

Dr.  Hale  Burgher  Slavin  of  Las  Vegas  died  on 
December  24,  1965. 

He  was  born  in  Coatesville,  Missouri,  November 
22,  1906,  to  Dr.  and  Mrs.  Charles  T.  Slavin.  He  re- 
ceived his  medical  education  at  the  University  of 
Iowa,  and  interned  at  the  General  City  Hospital  in 
St.  Louis,  Missouri.  He  served  a general  residency  at 
the  Commonwealth  Fund  Hospital  in  Kansas  and  a 
surgical  residency  at  the  Latter  Day  Saints  Hospital 
in  Salt  Lake  City.  He  served  as  a naval  officer  during 
World  War  11  and  the  Korean  conflict.  Since  1933 
he  practiced  surgery  in  Las  Vegas,  and  was  a fellow 
of  the  International  College  of  Surgeons  and  the  Col- 
lege of  Abdominal  Surgery.  He  is  a past  member  of 
the  Nevada  State  Board  of  Medical  Examiners  and 
former  chief  of  staff  of  Southern  Nevada  Memorial 
Hospital. 

Dr.  Slavin  was  a dedicated  physician  who  followed 
a policy  of  taking  time  to  become  personally 
acquainted  with  his  patients,  encouraging  them  to 
bring  their  problems  as  well  as  their  ailments  to  his 
office. 

He  is  survived  by  his  wife,  Ruth,  and  children 
Sarah  and  Martin. 

Lawrence  Parsons,  MD,  pathologist,  died  of  can- 
cer in  Reno,  Nevada  on  June  14,  1966. 

Dr.  Parsons  was  born  in  Santa  Ana,  California, 
September  21,  1897.  He  received  his  medical  educa- 
tion at  the  College  of  Medical  Evangelists  in  Loma 
Linda,  California,  and  served  a residency  in  pathol- 
ogy at  the  Los  Angeles  County  Hospital  from  1924 
to  1933.  From  1933  to  the  time  of  his  death  Dr. 
Parsons  was  pathologist  at  St.  Mary’s  Hospital  in 
Reno. 

Dr.  Parsons  was  a past-president  of  the  Washoe 


County  Medical  Society  and  the  Reno  Surgical  Soci- 
ety; formerly  Chief  of  Staff,  St.  Mary’s  Hospital, 
Reno;  fellow  of  the  American  College  of  Physicians, 
the  American  Society  of  Clinical  Pathologists,  the 
International  College  of  Surgeons,  and  founding  fel- 
low of  the  College  of  American  Pathologists;  and 
member  of  the  American  Association  of  Pathologists 
and  Bacteriologists. 

He  is  survived  by  his  wife,  Elizabeth. 

Colorado 

Dr.  Silas  V.  Hageman  died  May  14,  1966.  He 
was  85  years  of  age.  He  was  born  on  May  26,  1880, 
at  Hammond,  Illinois,  the  son  of  Simon  V.  and 
Elizabeth  Rathbun  Hageman. 

Following  his  graduation  from  the  University  of 
Illinois  Medical  School  Dr.  Hageman  practiced  med- 
icine in  the  Chicago  area  for  four  years  before  com- 
ing to  Colorado  to  establish  his  practice  in  Las  Ani- 
mas. Following  his  retirement  from  the  practice  of 
medicine  a few  years  ago  he  devoted  all  of  his  time 
to  the  civic  affairs  of  his  community  and  was  espe- 
cially active  as  a fund-raiser  of  the  new  hospital  and 
nursing  home  in  Las  Animas. 

He  served  as  a director  of  the  First  National  Bank 
of  Las  Animas  for  more  than  40  years.  He  was  Pres- 
ident of  the  Bent  County  School  Board  for  a period 
of  six  years.  He  served  as  health  officer  for  the  Bent 
County  Health  Center  for  10  years  and  was  city 
health  officer  for  12  years.  Dr.  Hageman  was  an  ac- 
tive member  of  the  Otero  County  Medical  Associa- 
tion, the  Colorado  Medical  Society,  and  the  Amer- 
ican Medical  Association.  He  was  a Past  Master  and 
50-year  member  of  King  Solomon  Lodge  and  was 
also  a member  of  the  Knights  Templar  and  A1  Kaly 
Shrine  of  Pueblo.  He  was  a member  of  the  First  Pres- 
byterian Church  in  Las  Animas. 

He  is  survived  by  his  wife,  two  sons,  William  V. 
Hageman  of  Arvada,  Colorado,  and  Eldridge  V. 
Hageman  of  Cortez,  Colorado;  a daughter,  Mrs. 
Todd  Downing  of  Denver;  a step-daughter,  Mrs. 
Leonard  Smith  of  Vallejo,  California;  a brother, 
Oscar  Y.  Hageman  of  Abernathy,  Texas;  three 
grandchildren  and  two  great-grandchildren. 
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Harry  Winchester  White,  MD,  was  born  on 
July  24,  1876,  at  Newman,  Illinois.  He  died  on  Mon- 
day, June  27,  1966,  at  St.  Mary’s  Hospital  in  Grand 
Junction,  Colorado.  He  was  89  years  of  age  at  the 
time  of  his  death. 

After  graduating  from  the  Newman  High  School 
in  Illinois  in  1896,  he  attended  the  University  of  Illi- 
nois and  later  received  his  Doctor  of  Medicine  de- 
gree from  the  University  of  Chicago.  After  complet- 
ing an  internship  in  Chicago,  Dr.  White  opened  an 
office  in  Fruita,  Colorado,  where  he  engaged  in  the 
practice  of  medicine  for  over  30  years  before  mov- 
ing to  Grand  Junction  in  1941. 

Dr.  White  was  a member  of  the  Mesa  County 
and  Colorado  Medical  Societies.  He  was  also  a mem- 
ber of  the  American  Medical  Association. 

He  was  active  in  civic  affairs  in  both  Fruita  and 
Grand  Junction  and  served  as  Mayor  of  Fruita  from 
1930  to  1932.  He  also  served  as  Vice  President  of 
the  Fruita  First  National  Bank.  He  was  instrumental 
in  forming  the  Rotary  Club  of  Fruita. 

From  about  1940  to  1946  Dr.  White  was  quite 
active  in  political  affairs  and  served  for  a time  as 
Chairman  of  the  Republican  Party  in  Mesa  County. 
He  was  also  at  one  time  a member  of  the  State  Re- 
publican Committee  and  was  a delegate  to  two  na- 
tional Republican  conventions. 

When  Dr.  White  moved  to  Grand  Junction  in 


1941  it  was  with  the  intention  to  retire,  but  when 
World  War  II  broke  out,  he  established  an  office  in 
Grand  Junction  and  continued  in  the  practice  of 
medicine. 

He  was  a member  of  several  Masonic  organiza- 
tions and  also  a member  of  the  Grand  Junction 
Methodist  Church. 

He  is  survived  by  his  widow,  a daughter,  Mrs. 
Harry  Moore  of  Scottsdale,  Arizona,  two  grand- 
children, and  three  great  grandchildren. 

Montana 

William  Frank  McFarland,  MD,  Hardin,  died  in 
a Billings  hospital  on  June  2,  1966.  Doctor  McFarland 
was  born  December  28,  1911,  at  Keyser,  West 
Virginia.  He  received  his  Bachelor  of  Science  degree 
in  1934  from  West  Virginia  University  and  his  de- 
gree of  Doctor  of  Medicine  in  1936  from  the  West 
Virginia  University  School  of  Medicine.  After  grad- 
uation from  medical  school.  Dr.  McFarland  prac- 
ticed in  Cumberland,  Maryland.  Prior  to  the  time 
at  which  Dr.  McFarland  established  his  practice  in 
Hardin,  he  served  as  medical  director  of  the  Red 
Cross  in  Great  Falls  and  engaged  in  the  practice  of 
medicine  in  Roundup  for  approximately  one  year. 


MORNINGSIDE 
HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Neuroses  . . . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

Wendell  H.  Hutchens,  M.D.,  Medical  Director — Henry  Coe,  Administrator 
10008  S.  E.  Stark  Street  Portland  16,  Ore.  Inquiries  invited  Phone:  ALpine  2-5571 
Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


for  August,  1966 


77 


Colorado  Medical  Society 

OFFICERS — 1965-66 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
September  28,  1966  at  the  Annual  Session  in  Colorado  Springs. 
President:  Paul  R.  Hildebrand,  Brush 
President-elect:  Myron  C.  Waddell,  Denver 
Vice  President:  Walter  C.  Herold,  Colorado  Springs 
Treasurer:  William  A.  Day,  Colorado  Springs,  1968 
Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966 
Additional  Trustees:  J.  Alan  Shand,  La  Junta,  1966:  Carl  H. 
McLauthlin,  Denver,  1967:  Kenneth  A.  Platt,  Westminster, 
1967:  J.  Robert  Spencer,  Denver,  1968. 

Judicial  Council:  District  No.  1 — Daniel  H.  Buchanan,  Jr., 
Denver,  1966:  District  No.  2 — John  Simon,  Englewood,  1968: 
District  No.  3 — Kenneth  E.  Gloss,  Colorado  Springs,  1967: 
District  No.  4 — James  G.  Price,  Brush,  1966:  District  No.  5 — 
William  S.  Curtis,  Boulder,  1966:  District  No.  6 — Heman  R. 
Bull,  Grand  Junction,  1967:  District  No.  7 — Tullius  W.  Halley, 
Durango,  1967:  District  No.  8 — Herman  W.  Roth,  Monte  Vista, 
Chairman,  1968:  District  No.  9 — Scott  A.  Gale,  Pueblo,  Vice 
Chairman.  1968. 

Grievance  Committee:  John  B.  Griffith,  Aurora,  Secretary, 
1966:  Dwight  C.  Dawson,  Colorado  Springs,  1966:  Ray  G. 
Wltham,  Craig,  Chairman,  1966:  Clayton  K.  Mammel,  Den- 
ver, 1966:  Robert  B.  Richards,  Fort  Morgan,  1966:  Joseph  A. 
Leonard,  Lakewood,  1966:  Joel  R.  Husted,  Boulder,  1967: 
James  A.  Henderson,  Englewood.  1967:  Robert  J.  Bliss,  Fort 
Collins,  1967:  John  A.  McDonough,  Ordway,  1967:  H.  Harper 
Kerr,  Pueblo.  1967:  Edward  E.  Tennant,  Sterling,  1967. 
Delegates  to  the  Ameriean  Medical  Association:  Kenneth 
C.  Sawyer,  Denver,  Dec.  31,  1966  (Alternate,  Robert  E. 
McCurdy,  Denver,  Dec.  31,  1966):  Gatewood  C.  Milligan, 
Englewood,  Dec.  31,  1967  (Alternate,  Ray  G.  Witham,  Craig. 
Dec.  31,  1967):  Harlan  E.  McClure,  Lamar,  Dec.  31,  1967 
(Alternate,  Vernon  L.  Bolton,  Colorado  Springs,  Dec.  31,  1967). 
Speaker,  House  of  Delegates:  Marvin  E.  Johnson,  Denver. 

Vice  Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora. 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  conunltteemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Paul  J.  Gans,  Lewistown. 

President-elect:  Albert  L.  Vadheim,  Bozeman. 

Vice  President:  Alfred  M.  Fulton,  Billings. 
Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney 
Assistant  Secretary-Treasurer:  Robert  K.  West,  Cut  Bank. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Bil- 
lings. 

Executive  Committee:  Paul  J.  Gans,  Lewistown:  Aibert  L. 
Vadheim,  Bozeman:  Alfred  M.  Fulton,  Billings:  Oscar  A. 
Swenson,  Sidney:  Robert  K.  West,  Cut  Bank:  S.  C.  Pratt, 
Miles  City;  Herbert  T.  Caraway.  Billings;  M.  A.  Gold,  Butte: 
David  Gregory,  Glasgow. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren  D. 
Bowman,  Billings. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russeil  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 

Nevada  State  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1966  Annual  Session. 

President:  Joseph  M.  George,  Jr.,  Las  Vegas 
President-Elect:  William  M.  Tappan,  Reno 


Secretary-Treasurer:  V.  A.  Salvadorinl,  Reno 

Immediate  Past  President:  John  M.  Read,  Elko 

AMA  Delegate:  Leslie  A.  Moren,  Elko 

Alternate  Delegate:  Thomas  S.  White,  Boulder  City 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 

Wesley  W.  Hall,  Reno 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1967  Annual  Session. 

President:  Tom  L.  Carr,  Albuquerque. 

President-Elect:  Emmit  M.  Jennings,  Roswell. 

Vice  President:  Eari  B.  Flanagan,  Carlsbad. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 
Immediate  Past  President:  Robert  P.  Beaudette,  Raton. 
Speaker,  House  of  Delegates:  Hugh  B.  Woodward.  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dom,  Albu- 
querque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick.  Las  Cruces. 
Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
505. 

Utah  State  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  L.  V.  Broadbent.  Cedar  City. 

President-elect:  Paul  A.  Clayton,  Salt  Lake  City. 

Past  President:  Stanley  R.  Child,  Salt  Lake  City. 

Honorary  President:  Henry  C.  Stranquist,  Ogden. 

Secretary  ’67:  Russeil  M.  Nelson,  Salt  Lake  City. 

Treasurer  ’66:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  A.M.A.:  Drew  M.  Petersen.  Ogden. 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo. 
President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan. 
Alternate  Speaker,  House  of  Delegates:  William  R.  Christensen, 
Salt  Lake  City. 

Additional  Trustees:  Box  Elder  County  Med.  Soc.  ’66,  S.  L. 
Moskowitz,  Brigham  City:  Cache  Valley  Med.  Soc.  '66,  Robert 
S.  Budge.  Smithfield:  Carbon  Co.  Med.  Soc.  '66.  William  M. 
Gorishek.  Price;  Central  Utah  Med.  Soc.  ’67,  Halvard  J. 
Davidson.  Manti;  Salt  Lake  Co.  Med.  Soc.  '66,  John  H.  Clark. 
Salt  Lake  City:  Southeastern  Utah  Med.  Soc.  ’67,  Jerrold  C. 
Smith,  Monticello;  Southern  Utah  Med.  Soc.  ’67,  Joseph  J. 
Sannella,  Kanab:  Uintah  Basin  Med.  Soc.  ’67,  R.  V.  Larson, 
Roosevelt;  Weber  County  Med.  Soc.  ’67,  Douglas  C.  Barker, 
Ogden. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Richard 
P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City.  Telephone  EL5-7577. 

EXECUTIVE  COMMITTEE:  L.  V.  Broadbent,  Chairman, 
Cedar  City;  Stanley  R.  Child,  Salt  Lake  City;  Paul  A. 
Clayton,  Salt  Lake  City;  Russeli  M.  Nelson,  Salt  Lake  City; 
Cyril  D.  Fullmer,  Salt  Lake  City. 

BUDGET  COMMITTEE:  Cyril  D.  Fullmer,  Chairman,  Salt 
Lake  City;  L.  V.  Broadbent,  Cedar  City:  Stanley  R.  Child, 
Salt  Lake  City:  Paui  A.  Clayton,  Salt  Lake  City:  Russell  M. 
Nelson,  Salt  Lake  City. 

AUXILIARY  ADVISORY:  L.  V.  Broadbent.  Chairman,  Cedar 
City;  S.  L.  Moskowitz,  Brigham  City;  Robert  S.  Budge,  Smith- 
field;  William  M.  Gorishek,  Price:  Halvard  J.  Davidson, 
Manti:  John  H.  Clark,  Salt  Lake  City;  Jerrold  C.  Smith, 
Monticelio;  Joseph  J.  Sannella,  Kanab:  R.  V.  Larson,  Roose- 
velt: Richard  A.  Call,  Provo;  Douglas  C.  Barker,  Ogden. 
EXECUTIVE  COMMITTEE  OF  THE  FEE  SCHEDULE  COM- 
MITTEE: Boyd  G.  Holbbrook,  Chairman,  Salt  Lake  City: 
John  H.  Clark,  Salt  Lake  City;  Drew  M.  Petersen,  Ogden; 
Garner  B.  Meads,  Salt  Lake  City;  Homer  E.  Smith,  Salt  Lake 
City;  F.  Willis  Taylor,  Salt  Lake  City;  Mr.  Harold  Bowman, 
Salt  Lake  City. 
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Council  on  Medical  Service 

Drew  M.  Petersen,  Chairman,  Ogden 

BLOOD  BANK  COMMITTEE:  Stanley  J.  Altman,  Chairman, 
Salt  Lake  City:  Wilford  H.  LeCheminant,  Provo;  Merrill  C. 
Daines,  Logan;  Jimmy  L.  Verner,  Ogden;  Shelley  A.  Swift, 
Salt  Lake  City;  Joseph  L.  Hatch,  Salt  Lake  City:  Paul  G. 
Winquist,  Logan;  Eugene  E.  Speakman,  Mt.  Pleasant:  Crichton 
McNeil,  Salt  Lake  City;  George  E.  Cartwright,  Salt  Lake  City. 
CONSTITUTION  AND  BY-LAWS  COMMITTEE:  Wallace  S. 
Brooke,  Chairman,  Salt  Lake  City;  Drew  M.  Petersen,  Ogden; 
Kenneth  B.  Castleton,  Salt  Lake  City;  John  F.  Waldo,  Salt 
Lake  City;  Ralph  E.  Jorgenson,  Provo:  Mr.  John  Snow,  Salt 
Lake  City. 

FEE  SCHEDULE  COMMITTEE:  Boyd  G.  Holbrook,  Chairman, 
Salt  Lake  City:  Dean  A.  Moffat,  Salt  Lake  City;  Scott  M. 
Smith,  Salt  Lake  City:  William  J.  Morginson,  Salt  Lake  City: 
Whitney  J.  Haight,  Salt  Lake  City;  Preston  G.  Hughes, 
Spanish  Fork:  H.  M.  Jackson,  Salt  Lake  City:  William  P. 
Daines,  Ogden;  J.  Louis  Schricker,  Jr.,  Salt  Lake  City: 
H.  A.  Theurer,  Salt  Lake  City:  Dean  Spear,  Salt  Lake  City; 
Sherman  S.  Coleman,  Salt  Lake  City;  O.  Edward  Ogilvie. 
Salt  Lake  City:  Roy  A.  Darke,  Salt  Lake  City:  J.  Bruce 
Balken,  Ogden;  Howard  K.  Belnap,  Ogden;  Robert  R. 
Robinson,  Jr.,  Salt  Lake  City:  Preston  R.  Cutler,  Salt  Lake 
City:  Ronald  W.  Krumbach,  Ogden:  Warren  B.  West,  Ogden; 
Homer  E.  Smith  (consultant).  Salt  Lake  City;  Garner  B. 
Meads  (consultant).  Salt  Lake  City. 

INSURANCE  PLANS  COMMITTEE:  Garner  B.  Meads,  Chair- 
man, Salt  Lake  City;  Dean  L.  Bunderson,  Brigham  City; 
Newell  G.  Daines,  Logan;  G.  Cloyd  Krebs,  Provo;  Leland  O. 
Learned,  Salt  Lake  City;  Irven  H.  Moncrief,  Ogden. 
MATERNAL  MORTALITY  COMRIITTEE:  Carl  T.  Woolsey, 
Chairman,  Salt  Lake  City;  Ray  E.  Spendlove,  Vernal;  Wilbur 
S.  Thain,  Logan;  Russell  N.  Stirland,  Ogden;  Boyd  J.  Farr, 
Ogden:  Quinn  A.  Whiting,  Price;  J.  Gordon  Felt,  Brigham 
City;  Richard  S.  Clark,  Provo;  Irwin  H.  Kaiser,  Salt  Lake 
City;  F.  Willis  Taylor,  Salt  Lake  City:  Reynolds  F.  Cahoon, 
Salt  Lake  City;  John  T.  Mason,  Salt  Lake  City;  Robert  H. 
Hall,  Salt  Lake  City;  William  L.  Mason,  Panguitch;  Lamar 
H.  Stewart,  Gunnison. 

MEDICAL  ECONOMICS  COMMITTEE:  Richard  A.  Call, 
Chairman,  Provo,  1968:  U.  R.  Bryner,  Salt  Lake  City,  1966; 
Roy  W.  Robinson,  Price,  1966;  Preston  R.  Cutler,  Salt  Lake 
City,  1966;  Joseph  D.  Halgren,  Richfield,  1967;  Wallace  S. 
Brooke,  Salt  Lake  City,  1968. 

NURSING  HOME  LIAISON  COMMITTEE:  Victor  Kassel, 
Chairman,  Salt  Lake  City;  Charles  M.  Smith,  Sr.,  Provo; 
J.  Kyle  Clark,  Provo;  Burtis  R.  Evans,  Salt  Lake  City;  Floyd 
W.  Seager,  Ogden. 

RESOLUTIONS  COMMITTEE:  (To  be  named  by  President 
in  May  1966). 

SPECIAL  COMMITTEE  ON  EYE  CARE:  Homer  E.  Smith, 
Chairman,  Salt  Lake  City;  Richard  J.  Nelson,  Salt  Lake  City: 

N.  F.  Hicken,  Salt  Lake  City:  Robert  S.  Felt,  Salt  Lake  City: 
Louis  R.  Snider,  Ogden. 

Council  on  Public  Health 

Cyril  D.  Fullmer,  Chairman,  Salt  Lake  City 
GENERAL  COMMITTEE  ON  PUBLIC  HEALTH:  Alan  P. 
Macfarlane,  Chairman,  Salt  Lake  City;  J.  Bernard  Critchfield, 
Taylorsville;  Vincent  L.  Rees,  Salt  Lake  City;  L.  George 
Veasy,  Salt  Lake  City;  H.  A.  Theurer,  Jr.,  Salt  Lake  City; 
H.  Edward  Beathler,  Provo;  Garth  G.  Myers,  Salt  Lake  City; 
William  L.  Mason,  Panguitch:  Joseph  O.  Brewerton,  Salt 
Lake  City;  J.  B.  Trunnell,  Provo;  E.  H.  Chapman,  Provo; 
John  D.  Newton,  Ogden. 

ATHLETIC  INJURIES  COMMITTEE:  J.  Bernard  Critchfield, 
Chairman,  Taylorsville:  C.  A.  Natoli,  Salt  Lake  City;  Louis  S. 
Peery,  Ogden;  Dee  W.  Call,  Salt  Lake  City;  R.  Wendell 
Vance,  Provo;  Sherman  S.  Coleman,  Salt  Lake  City:  Reed  S. 
Clegg,  Salt  Lake  City;  John  C.  Worley,  Jr.,  Logan. 

CANCER  COMMITTEE:  Vincent  L.  Rees,  Chairman,  Salt  Lake 
City;  Donald  V.  Poppen,  Provo;  Cyril  D.  Fullmer,  Salt  Lake 
City:  Irwin  H.  Kaiser,  Salt  Lake  City;  O.  Ernest  Grua,  Ogden; 
David  L.  Wilkerson,  Parowan. 

CARDIOVASCULAR  DISEASE  COMMITTEE:  L.  George 
Veasy,  Chairman,  Salt  Lake  City;  Robert  W.  Petty,  Provo; 
Robert  W.  Sherwood,  Salt  Lake  City;  Preston  R,  Cutler,  Salt 
Lake  City:  Charles  M.  Parrish,  Salt  Lake  City;  Conrad  B. 
Jenson,  Salt  Lake  City. 

CHILD  ADOPTION  COMMITTEE:  H.  A.  Theurer,  Jr.,  Chair- 
man, Salt  Lake  City;  Jay  S.  Broadbent,  Provo;  L.  Dean  Day, 
Salt  Lake  City;  C.  Wallace  Sorenson,  Salt  Lake  City;  Reed 
W.  Farnsworth,  Cedar  City;  John  Carlisle,  Logan;  Kenneth 

O.  Fishier,  Salt  Lake  City;  Homer  S.  Ellsworth,  Salt  Lake 
City. 


MENTAL  HEALTH  COMMITTEE:  H.  Edward  Beaghler, 
Chairman,  Provo:  Robert  C.  Mohr,  Salt  Lake  City;  C.  Craig 
Nelson,  Salt  Lake  City;  Marlow  R.  Harston,  Provo:  Paul  S. 
Groneman,  Orem;  C.  H.  Hardin  Branch,  Salt  Lake  City;  Glenn 

L.  Johnston,  Jr.,  Salt  Lake  City:  Richard  Iverson,  Ogden; 
Harvey  P.  Wheelwright,  Ogden;  Reed  S.  Andrus,  Murray. 
MENTAL  RETARDATION  COMMITTEE:  Garth  G.  Myers, 
Chairman,  Salt  Lake  City;  Patrick  F.  Bray,  Salt  Lake  City; 
Joseph  P.  Kesler,  Salt  Lake  City;  Harold  E.  Young,  Jr., 
Midvale;  Guy  A.  Richards,  American  Fork;  Stanley  R.  Child, 
Salt  Lake  City;  James  C.  Warenski,  Salt  Lake  City:  John  H. 
Carlquist,  Salt  Lake  City. 

MIGRANT  LABOR  COMMITTEE:  Alan  P.  Macfarlane,  Chair- 
man, Salt  Lake  City;  Robert  S.  Budge,  Smithfield;  Joseph  D. 
Halgren,  Richfield;  C.  Duane  Kerr,  Tremonton;  W.  R.  Elton 
Newman,  Salt  Lake  City. 

RURAL  HEALTH  COMMITTEE:  William  L.  Mason.  Chair- 
man, Panguitch;  W.  R.  Elton  Newman,  Salt  Lake  City; 
Edward  D.  Morton,  Ogden;  Thomas  M.  Hall,  Payson. 
SANITATION  AND  POLLUTION  COMMITTEE:  Joseph  O. 
Brewerton,  Chairman,  Salt  Lake  City;  Ralph  L.  Tingey,  Salt 
Lake  City;  Richard  J.  Nelson,  Salt  Lake  City;  Elmo  Eddington, 
Provo:  Alan  P.  Macfarlane,  Salt  Lake  City;  Eddie  A.  Isaacson, 
Farmington:  G.  D.  Carlyle  Thompson,  Salt  Lake  City;  W.  F. 
Loomis,  Brigham  City;  Donald  M.  Moore,  Ogden;  Harold  P. 
Hargreaves,  Salt  Lake  City;  G.  Cloyd  Krebs,  Provo:  Elmer 

M.  Kilpatrick,  Salt  Lake  City;  Harold  B.  Lamb,  Salt  Lake 
City. 

SCHOOL  HEALTH  COMMITTEE:  J.  B.  Trunnell,  Chairman, 
Provo:  S.  William  Allred,  Salt  Lake  City;  Earl  A.  Lloyd, 
Salt  Lake  City;  Leslie  A.  Smith,  Ogden;  John  T.  Mason, 
Salt  Lake  City;  Raymond  N.  Malouf,  Logan. 

TRAUMA  COMMITTEE:  E.  H.  Chapman,  Chairman,  Provo; 
Charles  M.  Swindler,  Ogden;  A.  M.  Okelberry,  Salt  Lake 
City;  Robert  W.  Sherwood,  Salt  Lake  City;  Richard  B. 
Gresham,  Salt  Lake  City;  Mark  H.  Greene,  Jr.,  Salt  Lake 
City. 

TUBERCULOSIS  COMMITTEE:  John  D.  Newton,  Chairman, 
Ogden;  Robert  J.  Beveridge,  Salt  Lake  City;  Alan  P. 
Macfarlane,  Salt  Lake  City;  Carroll  D.  Goon,  Monticello; 
R.  G.  Cornell,  Orem;  C.  DuWayne  Schmidt,  Salt  Lake  City: 
Eddie  A.  Isaacson,  Farmington;  Richard  J.  Nelson,  Salt  Lake 
City. 

Council  on  Scientific  Education 

Russell  M.  Nelson,  Chairman,  Salt  Lake  City 
MEDICAL  ADVISORY  BOARD  TO  UNIVERSITY  OF  UTAH 
COLLEGE  OF  MEDICINE:  Stanley  R.  Child,  Chairman,  Salt 
Lake  City;  John  F.  Waldo,  Salt  Lake  City;  Paul  A.  Clayton, 
Salt  Lake  City;  L.  V.  Broadbent.  Cedar  City;  V.  Robert 
Kelly,  Layton:  John  H.  Clark,  Salt  Lake  City;  George  H. 
Curtis,  Salt  Lake  City;  *Kenneth  B.  Castleton,  Vice-Chair- 
man, Salt  Lake  City;  *Irwin  H.  Kaiser,  Salt  Lake  City; 
*M.  M.  Wintrobe,  Salt  Lake  City;  ^President  James  C. 
Fletcher,  Salt  Lake  City:  *John  A.  Dixon,  Ogden;  *Mr.  Reed 
W.  Brinton,  Salt  Lake  City:  *Mr,  Carvel  Mattsson,  Richfield. 

* Represents  University  of  Utah. 

MEDICAL  EDUCATION  AND  HOSPITAL  COMMITTEE: 

H.  M.  Jackson,  Chairman.  Salt  Lake  City,  1966;  C.  Hilmon 
Castle,  Salt  Lake  City,  1966;  Charles  M.  Parrish,  Salt  Lake 
City,  1966;  Spencer  Snow,  Salt  Lake  City,  1966;  James  P. 
Neeley,  Jr.,  Logan,  1967;  Irven  H.  Moncrief,  Ogden,  1967; 
Riley  G.  Clark,  Provo,  1967;  A.  W.  Scott,  Richfield,  1967; 
Quinn  A.  Whiting,  Price,  1967;  Charles  D.  Behrens,  Salt  Lake 
City,  1967;  Hal  H.  Bourne,  Salt  Lake  City,  1968;  E.  H. 
Chapman,  Provo,  1968;  Lawrence  E.  Stevens,  Salt  Lake  City. 
1968:  W.  P.  Daines,  Ogden,  1968. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  COMMITTEE: 

Alan  E.  Lindsay,  Chairman,  Salt  Lake  City,  1969;  Oliver  L. 
Richards,  Jr.,  Ogden,  1966;  R.  P.  Middleton,  Salt  Lake  City. 
1967;  R.  Craig  Clark,  Provo,  1968;  C.  Hilmon  Castle.  Salt  Lake 
City,  1970. 

ADVISORY  COMMITTEE  TO  THE  ROCKY  MOUNTAIN  MED- 
ICAL JOURNAL:  Alan  E.  Lindsay,  Chairman.  Salt  Lake  City; 

I.  Bruce  McQuarrie,  Ogden;  Paul  D.  Hoeprich,  Salt  Lake 
City;  Richard  A.  Call,  Provo. 

SCIENTIFIC  EXHIBITS  COMMITTEE:  Patrick  F.  Bray.  Chair- 
man, Salt  Lake  City:  Richard  Y.  Card,  Salt  Lake  City. 
SCIENTIFIC  PROGRAM  COMMITTEE:  Russell  M.  Nelson, 
Chairman,  Salt  Lake  City;  W.  Lynn  Richards,  Bountiful: 
Eugene  Y.  Hall,  Salt  Lake  City;  John  R.  Ward.  Salt  Lake 
City;  Chase  N.  Peterson,  Salt  Lake  City;  James  H.  Quinn, 
Salt  Lake  City;  Andrew  F.  Latteier,  Salt  Lake  City;  Lyman 
W.  Condie,  Salt  Lake  City;  Patrick  F.  Bray,  Salt  Lake  City; 
Edward  R.  McKay,  Salt  Lake  City;  Richard  Y.  Card.  Salt 
Lake  City;  Dean  W.  Tanner,  Ogden;  Sherman  S.  Coleman, 
Salt  Lake  City. 
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Council  on  Governmental  Relations 

Paul  A.  Clayton,  Chairman,  Salt  Lake  City 
DISASTER  AND  CIVIL  DEFENSE  COMMITTEE:  Homer  E. 
Smith,  Chairman,  Salt  Lake  City;  Arnold  L.  Gilbert,  Brigham 
City;  Willis  H.  Hayward,  Logan;  Daniel  T.  Madsen,  Price; 
Dean  C.  Rigby,  Mt.  Pleasant;  Paul  R.  Mayberry,  Moab;  David 
W.  Brown,  Cedar  City;  Paul  G.  Stringham,  Vernal;  H.  Bruce 
Ostler,  Provo;  J.  Bruce  Balken,  Ogden;  Joseph  O.  Brewerton, 
Salt  Lake  City;  Rfchard  J.  Nelson,  Salt  Lake  City;  Robert  W, 
Carson,  Salt  Lake  City;  G.  D.  Carlyle  Thompson,  Salt  Lake 
City;  O.  Ernest  Grua,  Ogden. 

LEGISLATIVE  COMMITTEE:  Wesley  G.  Harline,  Chairman, 
Ogden;  Jay  S.  Broadbent.  Provo;  Robert  G.  Weaver,  Salt  Lake 
City;  Walter  J.  Burdette,  Salt  Lake  City;  Juel  E.  Trowbridge, 
Bountiful;  Wallace  S.  Brooke,  Salt  Lake  City;  Gale  H.  Keyes, 
Ogden;  Don  Dee  Olsen,  Ogden;  Robert  E.  Skabelund,  Logan; 
Paul  G.  Stringham,  Vernal;  J.  Garth  Chatterley,  Cedar  City; 
O.  Wendell  Budge,  Logan;  Richard  A.  Call,  Provo;  Stanley 
R.  Child,  Salt  Lake  City;  Eugene  Y.  Hall,  Salt  Lake  City; 
R.  G.  Cornell,  Orem. 

MEDICAL  ADVISORY  COMMITTEE  TO  DEPARTMENT  OF 
PUBLIC  WELFARE:  Stanley  R.  Child,  Chairman,  Salt  Lake 
City;  Norman  R.  Beck,  Salt  Lake  City;  Harry  E.  Fisher,  Jr., 
Salt  Lake  City;  Wallace  S.  Brooke,  Salt  Lake  City;  Gale  H. 
Keyes,  Ogden;  Newell  G.  Daines,  Logan;  Preston  G.  Hughes, 
Spanish  Fork;  Don  Dee  Olsen,  Ogden;  Ralph  E.  Jorgenson, 
Provo:  Joseph  L.  Hatch.  Salt  Lake  City. 

OCCUPATIONAL  HEALTH  COMMITTEE:  Harold  C.  Jenkins, 
Chairman,  Murray:  Harold  P.  Hargreaves,  Salt  Lake  City: 
Otto  F.  Smith,  Brigham  City;  LaVille  H.  Merrill,  Hiawatha: 
W.  F.  Loomis,  Brigham  City:  Boyd  G.  Holbrook.  Salt  Lake 
City:  Robert  M.  Woolf,  Salt  Lake  City:  Manly  Utterback, 
Ogden;  Boyd  J.  Larsen,  Lehi;  W.  Lynn  Richards,  Bountiful. 


Council  on  Public  and  Professional  Relations 

Stanley  R.  Child,  Chairman,  Salt  Lake  City 
GRIEVANCE  COMMITTEE:  Mark  W.  Muir,  Chairman,  Salt 
Lake  City,  1966;  W.  R.  Worley,  Jr.,  Richfield,  1968;  James  W. 
Webster,  Provo,  1966;  Arnold  B.  Gilbert,  Brigham  City,  1966; 
T.  R.  Seager,  Vernal,  1966;  George  R.  Aiken,  Kanab,  1967; 
Russell  N.  Stirland,  Ogden,  1967;  Carroll  D.  Goon,  Monticello, 
1968. 

ETHICS  COMMITTEE:  Louis  E.  Viko,  Chairman,  Salt  Lake 
City;  Stanley  R.  Child,  Salt  Lake  City;  I.  Bruce  McQuarrie, 
Ogden;  Ralph  E.  Jorgenson,  Provo:  Ralph  L.  Tingey,  Salt 
Lake  City;  G.  D.  Carlyle  Thompson,  Salt  Lake  City;  Kenneth 
A.  Crockett,  Salt  Lake  City. 

HOSPITAL  RELATIONS  COMMITTEE:  Lawrence  E.  Stevens, 
Chairman,  Salt  Lake  City:  H.  David  Rees,  Provo;  William  P. 
Daines,  Ogden:  Drew  M.  Petersen,  Ogden;  Robert  M. 
Dalrymple,  Salt  Lake  City;  Frank  F.  Daughters,  Salt  Lake 
City;  Wallace  L.  Chambers,  Granger;  Ralph  R.  Meyer, 
Salt  Lake  City:  Joseph  E.  Jack,  Murray. 

LIAISON  COMMITTEE  WITH  UTAH  BAR:  Louis  E.  Viko, 
Chairman,  Salt  Lake  City;  Chester  B.  Powell,  Salt  Lake  City; 
Wallace  S.  Brooke,  Salt  Lake  City:  Newell  G.  Daines,  Jr., 
Logan;  R.  G.  Cornell,  Orem. 

MEDICAL  LEGAL  COMMITTEE:  Paul  A.  Clayton,  Chairman, 
Salt  Lake  City,  1968;  Wilbur  S.  Thain,  Logan,  1966;  Charles 
M.  Swindler,  Ogden,  1966;  Donald  V.  Poppen,  Provo,  1966; 
Wallace  E.  Hess,  Salt  Lake  City,  1966;  Quinn  A.  Whiting, 
Price,  1966;  Chester  B.  Powell,  Salt  Lake  City,  1967;  Eugene 
Wood,  Salt  Lake  City,  1967;  William  K.  Fitzpatrick,  Salt  Lake 
City,  1967;  A.  M.  Okelberry,  Salt  Lake  City,  1967;  Madison 
H.  Thomas,  Salt  Lake  City,  1967;  Ralph  R.  Meyer,  Salt  Lake 
City,  1967;  David  W.  Richards,  Salt  Lake  City,  1967;  Bruce 
A.  Lloyd,  Salt  Lake  City,  1967;  Rees  H.  Anderson,  Salt  Lake 
City,  1967;  John  Z.  Brown,  Jr..  Salt  Lake  City,  1967:  John  N. 
Henrie,  Salt  Lake  City,  1968. 

MEDICINE  AND  RELIGION  COMMITTEE:  Edward  R. 
McKay,  Chairman,  Salt  Lake  City;  John  H.  Clark,  Salt  Lake 
City;  Irving  Ershler,  Salt  Lake  City;  Garner  B.  Meads, 
Salt  Lake  City;  Clifford  Sherwood,  Salt  Lake  City;  George  M. 
Fister.  Ogden. 

MEMORIAM  COMMITTEE:  Henry  C.  Stranquist,  Ogden. 
NURSING  LIAISON  COMMITTEE:  George  H.  Curtis,  Chair- 
man, Salt  Lake  City:  Ivan  C.  Taylor,  Ogden:  William  J. 
Morginson,  Salt  Lake  City;  Rees  H.  Anderson,  Salt  Lake  City; 
John  H.  Rupper,  Provo. 

SPECIAL  AD  HOC  MEDICAL  COMMITTEE  TO  THE  LITTLE 
HOOVER  COMMISSION:  John  F.  Waldo,  Chairman,  Salt  Lake 
City;  Wallace  S.  Brooke,  Salt  Lake  City;  Scott  M.  Budge, 
Logan;  Drew  M.  Petersen,  Ogden;  Thomas  M.  Hall,  Payson. 
PUBLIC  RELATIONS  COMMITTEE:  Allan  H.  Barker,  Chair- 
man, Salt  Lake  City:  Edward  R.  McKay,  Salt  Lake  City; 
Joseph  E.  Jack,  Murray;  M.  Paul  Southwick,  Ogden;  R.  G. 


Cornell,  Orem;  John  R.  Ward,  Salt  Lake  City:  Stanley  D. 
Neff,  Salt  Lake  City;  Homer  S.  Ellsworth.  Salt  Lake  City. 
SUB-COMMITTEE  ON  MEDICALLY-IMPAIRED  DRIVER 
REPORTING:  Mark  H.  Greene,  Chairman.  Salt  Lake  City; 
Lyman  W.  Condie,  Salt  Lake  City;  Charles  D.  Behrens,  Salt 
Lake  City:  Robert  L.  Rees,  Salt  Lake  City;  Mrs.  Esther  E. 
Landa,  Salt  Lake  City  Board  of  Education;  Mr.  Alan 
Hodgson,  Director.  Drivers  License  Division;  Mr.  Robert  W. 
Warnick,  Utah  State  Medical  Association. 

REHABILITATION  COMMITTEE;  James  R.  Swenson,  Chair- 
man. Salt  Lake  City:  Hal  H.  Bourne,  Salt  Lake  City:  Alan  R. 
Nelson,  Salt  Lake  City:  Rich  Johnston,  Salt  Lake  City: 
LaVerne  S.  Erickson,  Salt  Lake  City:  Garth  G.  Myers,  Salt 
Lake  City:  Robert  T.  Ferguson,  Salt  Lake  City;  Antoine  A. 
Dalton,  Murray:  Joseph  P.  Kesler,  Salt  Lake  City. 
OPHTHALMOLOGICAL  ADVISORY  COMMITTEE  TO  STATE 
HEALTH  DEPARTMENT  AND  UTAH  STATE  MEDICAL 
ASSOCIATION:  Homer  E.  Smith,  Chairman,  Salt  Lake  City; 
Rowland  H.  Merrill,  Salt  Lake  City;  Orson  W.  White,  Salt 
Lake  City;  Dean  Spear,  Salt  Lake  City;  Richard  W.  Sonntag, 
Salt  Lake  City:  L.  Keith  Gates.  Logan;  Mr.  J.  Fred  Whitney, 
Salt  Lake  City. 

SPEAKERS  BUREAU:  Ralph  E.  Jorgenson,  Provo;  Nephi 

K.  Kezerian,  Provo;  I.  Bruce  McQuarrie,  Ogden;  Thomas 

L.  Hannum,  Brigham  City:  W.  Ezra  Cragun,  Logan:  N.  F. 
Hicken,  Salt  Lake  City;  Paul  A.  Clayton,  Salt  Lake  City; 
Wallace  S.  Brooke,  Salt  Lake  City;  Milo  C.  Moody.  Spanish 
Fork:  Robert  J.  Beveridge,  Salt  Lake  City;  Gail  W.  Haut, 
Price:  A.  R.  Demman,  Helper;  Drew  M.  Petersen,  Ogden; 
V.  Robert  Kelly,  Layton;  Andrew  L.  Karavltis,  Salt  Lake 
City:  Reed  W.  Farnsworth,  Cedar  City:  Floyd  W.  Seager, 
Ogden;  J.  Russell  Smith.  Provo:  Lloyd  L.  Cullimore,  Provo; 
John  A.  Dixon,  Ogden;  Robert  F.  Bitner,  Layton:  Ernest  L. 
Wilkinson,  Salt  Lake  City:  R.  Wendell  Vance,  Provo:  Allan 
H.  Barker,  Salt  Lake  City:  Maurice  J.  Taylor,  Salt  Lake  City: 
Frank  F.  Daughters,  Salt  Lake  City:  Vernon  C.  Young,  Salt 
Lake  City;  Joseph  E.  Jack,  Murray:  R.  E.  Nilsson  (debate). 
Ogden:  R.  G.  Cornell.  Orem;  James  E.  Hanson  (ear  subjects). 
Salt  Lake  City. 

Wyoming  State  Medical  Society 

OFFICERS — 1965-66— -Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Thomas  Nicholas,  Buffalo 

President-elect:  Ray  K.  Christensen.  Powell 

Vice  President:  James  W.  Barber,  Cheyenne 

Secretary:  Laurence  W.  Greene,  Jr.,  Laramie 

Treasurer:  Roger  P.  Mattson,  Casper 

Delegate  to  the  A.M.A.:  Harlan  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler, 

Casper 

Speaker  of  the  House:  John  H.  Froyd,  Worland 
Vice  Speaker  of  the  House:  Roy  Holmes.  Casper 
Seientifie  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Mr.  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Mr.  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Mr.  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Cheyenne 
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WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 

That's  why  we're  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning— RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS. INSURANCE,  CREDIT  AND  COLLECTIONS.  FEES.  PERSONNEL.  PART- 
NERSHIP PROBLEMS.  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you — without  obliga- 
tion—how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it's  worth  the  time  to  investigate! 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 
Denver,  Colorado  80215 

MEMBER 


^niversary"! 


THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
Janies  E.  Edwards,  M.D. 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 
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WANT  ADS 


PSYCHIATRIC  RESIDENCIES:  Northern  California  Mental 
Health  Center.  Two  hours  San  Francisco:  vacation  area; 
warm  dry  summer  days,  cool  nights;  close  to  Pacific  beaches. 
Three-year  accredited  program;  broad  training,  research  and 
community  psychiatry  orientation;  1965  APA  Achievement 
Award.  Flexible  third  year,  wide  variety  affiliations.  Hous- 
ing. Starting  salaries  to  $10,440  depending  upon  alternate 
plans.  Apply:  Chief  of  Professional  Education,  Mendocino 
State  Hospital.  Talmage,  California.  8-5-lB 


OFFICE  SUITES  AVAILABLE,  1,000  square  feet,  consultation 
room,  3 examining  rooms,  business  area  and  waiting  room, 
near  hospital  in  Casper.  Wyoming.  Community  active  med- 
ically with  enlarging  hospital.  Inquire  C.  Robertson,  1150 
Payne  Avenue,  Casper,  Wyoming.  Phone  307-234-1442.  6-2-3B 


THE  TRI-COUNTY  DISTRICT  Health  Department  is  inter- 
ested in  obtaining  a full  time  certified  (or  eligible)  Pedi- 
atrician to  direct  its  new  ambitious  5 year  Children  and 
Youth  Project  now  in  formation.  Colorado  license  necessary. 
For  further  information,  please  contact  Dr.  William  Haynes, 
Health  Department  Director,  or  Dr.  Robert  Stanton,  Health 
Department  Medical  Coordinator  at  Area  Code  303,  364-3395. 

8-8-lB 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502,  Denver. 

9-7-TFB 


DOCTOR — New'ly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-5-TFB 


INTERNIST:  Have  opening  for  full-time  Physician  on  active, 
varied,  in-patient  Medical  Service;  Board  certified  or  qual- 
ified internist  preferred.  Well  equipped  modern  hospital  with 
excellent  laboratory,  radiology,  and  consultant  support. 
Quarters  usually  available  on  Station;  good  school  facilities 
in  Helena;  in  scenic  Rocky  Mountain  area  with  good  year- 
round  climate  and  fine  variety  of  outdoor  recreation  avail- 
able. Salary  to  $17,200  per  annum,  depending  on  qualifica- 
tions, with  excellent  retirement,  vacation,  insurance  and 
health  fringe  benefits.  Non-discrimination  in  employment, 
citizenship  required.  Contact  Chief  of  Staff,  VAC,  Ft.  Har- 
rison, Montana  59636.  8-1-lB 


POSITION  AVAILABLE — General  practice  opening  in  clinic 
where  overhead  expenses  are  shared  but  income  is  not.  At 
present  in  group  are  2 surgeons;  1 general  practitioner;  1 
ophthalmologist;  1 E.N.T.  If  interested,  contact  G.  E.  Rowen, 
MD,  200  Clark,  Miles  City,  Montana.  8-2-1 


PHYSICIAN  FOR  GENERAL  MEDICINE  in  Outpatient  Ser- 
vice. Salary  determined  by  qualifications.  Inquire  Chief, 
Outpatient  Service,  Veterans  Administration  Hospital,  1055 
Clermont  Street,  Denver,  Colorado  80220.  Telephone  388-3661, 
Ext.  212.  6-6-3B 


INTERNIST — For  402  bed  general  medical  and  surgical  hos- 
pital, preferably  board  certified  or  eligible,  salary  $14,250  to 
$19,252  depending  on  qualifications;  life  and  hospitalization 
insurance;  annual  and  sick  leave;  retirement  plan;  cost  of 
moving  will  be  paid;  license  (any  state)  required.  Equal  op- 
portunity employer.  Write  Chief  of  Staff,  Veterans  Admin- 
istration Hospital,  Tucson,  Arizona  85713.  7-3-4B 
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EXCLUSIVELY 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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INTERNIST  for  5-man  department  in  busy  and  steadily 
growing  northcentral  Kansas  13-member  multispecialty 
group.  Partnership  after  salary  for  two  years.  Board  eligible 
or  Certified.  Reply  to  Box  I1-9-TFB,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Ave.,  Denver,  Colorado  80218.  11-9-TFB 


LAS  VEGAS,  NEVADA:  Available  for  rent  desirable  medical 
suite  on  major  arterial  in  high  density  residential  area. 
Utilities  paid.  Pharmacy,  laboratory  and  x-ray  on  premises. 
Contact  Dennis  Cunningham,  MD,  637  E.  Sahara  Avenue,  Las 
Vegas,  Nevada.  Telephone  702  735-1309.  8-7-lB 


LARGE  CLINIC  in  Southwest  desires  to  add  one  or  more 
board  certified  or  eligible  anesthesiologists  to  its  staff.  Ex- 
cellent climate  and  promising  academic  possibilities.  Re- 
muneration open  to  negotiation.  For  further  details  write  to 
John  H.  Birch,  MD,  Dept,  of  Anesthesia,  Lovelace  Clinic, 
Albuquerque,  New  Mexico  87108.  8-6-lB 


STUDENT  HEALTH  SERVICE — Excellent  opportunity  for 
generalist  to  join  full  time  staff  of  expanding  health  ser- 
vice. Pleasant  university  town  in  Rocky  Mountain  area. 
Write  Box  6-5-3B,  Rocky  Mountain  Medical  Journal,  1809  E. 
18th  Avenue,  Denver,  Colorado  80218.  6-5-3B 


ST.  JOHNS,  County  Seat  of  Apache  County,  located  midway 
between  Phoenix  and  Albuquerque,  population  1800  with 
town  serving  area  of  3000.  The  town  has  excellent  schools, 
new  modern  airport,  municipal  swimming  pool  and  many  fa- 
cilities for  the  family.  Medical  facilities  include  fully  equipped 
clinic  with  large  waiting  room,  offices,  treatment  rooms, 
emergency  rooms  and  maternity  wing.  Also  city  owned  and 
operated  x-ray  and  laboratory  facilities  with  percent  of  in- 
come going  to  the  Doctor.  Hospitals  currently  operating  in 
towns  nearby,  the  closest  about  a 25-minute  drive.  Contact 
Medical  Services  Committee,  P.  O.  Box  296,  St.  Johns,  Ari- 
zona. 7-1-3B 


HEALTH  OFFICER — for  El  Paso  City-County  Health  Depart- 
ment. Headquarters — Colorado  Springs,  Colorado.  Position 
requires  M.P.H.  Salary  open  depending  upon  qualifications. 
Requires  physician  with  public  health  experience.  Contact 
Dalton  Roberts.  Administrative  Officer,  Colorado  State  De- 
partment of  Public  Health,  4210  E.  11th  Avenue,  Denver, 
Colorado  80220.  7-4-2B 


GENERAL  MEDICINE — 402  bed  general  medical  and  surgical 
hospital,  excellent  opportunity  for  young  physician  who  de- 
sires temporary  employment  in  Internal  Medicine  prior  to 
military  service:  salary  $8,961  to  $12,510  depending  on  quali- 
fications. Equal  opportunity  employer.  Write  Chief  of  Staff, 
Veterans  Administration  Hospital,  Tucson,  Arizona  85713. 

7-2-4B 


INTERNIST-CARDIOLOGIST,  certified  in  both,  age  48.  In- 
terested in  internist  group,  multi-specialty  group,  director 
of  medical  education,  or  a practice  combined  with  some 
teaching  or  some  research.  Mountain  west  or  Pacific  coast 
preferred.  Academic  or  culture-oriented  community  desired. 
Reply  to  Box  6-1-4B,  Rocky  Mountain  Medical  Journal, 
1809  E.  18th  Avenue,  Denver,  Colorado  80218.  6-1-4B 


POSITION  AVAILABLE — Internist  opening  in  clinic  where 
overhead  expenses  are  shared  but  income  is  not.  At  pres- 
ent in  group  are  2 surgeons:  1 general  practitioner;  1 oph- 
thalmologist; 1 E.N.T.  If  interested  contact  G.  E.  Rowen,  MD, 
200  Clark,  Miles  City,  Montana.  8-3-1 


GENERAL  SURGEON : Certified  or  board  eligible  general 
surgeon,  qualified  for  some  orthopedics.  Ten  man,  long  es- 
tablished group,  southeastern  Montana.  Busy  surgical  prac- 
tice immediately  available.  Potential  net  $45,000  within  three 
years.  Partnership  after  first  year.  Please  reply  to  Box  8-4- 
2B,  Rocky  Mountain  Medical  Journal,  1809  E.  18th  Avenue, 
Denver,  Colorado  80218.  8-4-2B 


ARTIFICIAL  EYES 

Plastic  eyes  and  slass 
eyes  special  made  to  fit 
the  most  difficult  cases. 

An  expert  eye-maker  is 
in  our  office  at  all  times 
to  give  your  patients  the 
satisfaction  they  must 
have.  In  business  since 
1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  825-0229 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 

309  16th  Street  f \ Telephone 

Denver  2 534-8714 

y/ct^ 


EARNEST  DRUG 

217  1 6th  Street 
Denver,  Colorado 
Prescription  Specialists 

Telephones  KEystone  4-7237— KEystone  4-3265 
FRESH-CLEAN-COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


• STOCKS 

• TAX  EXEMPTS 

• MUTUAL  FUNDS 

Lou  Lagrave 

Serving  Medical  Profession 
Over  Twenty  Years 

Hilton  Hotel  Bldg. 
Albuquerque,  N.  M.  247-4045 

Rauscher  Pierce  Securities  Corp. 

Member  New  York  Stock  Exchange  and  other  leading 
Exchanges 
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r Discriminating  Doctors 
everywhere  specify 

SXEELCASE 

Custom  Line 
Office  Furniture 

Doctors  are  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  can  "individual- 
ize" your  office. 

Stop  in  soon  — or  phone  and  our  representative  wili  caii 


COMPLETE  OFFICE  PLANNING 


A mvmoH  Of  me  a.  b.  HikscHfCLO  pksss 


BROADMOOR 


yourself 


for  the  pure  pleasure  of  it  all. 


"“Broadmoor 

Colorado  Springs,  Colo. 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRAO£-MARK  ® 


things  go 

better,! 

^with 

Coke 
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you  INSURE  yOUR  HOME  and  FAMliy— yOUR  CAR— yOUR 
OFFICE— yOUR  PERSONAL  BELONGINGS!  MAKE  CERTAIN  that 
the  one  thing  that  makes  all  these  possible  is  ADEQUATELy  insured 


YOUR  INCOME! 


NOW — you  can  receive  Income  Protection  Benefits  up  to  $800.00  a 
month  when  you're  sick  or  hurt  and  can't  earn  a living— through 
the  Medical  Society's  Approved  Income  Protection  Plan. 

Spend  a minute  to  help  protect  your  future.  Send  in  the  coupon 
below  for  full  details. 


RETURN  THE  COUPON  FOR  FULL  DETAILS 


Underwritten  by 


OF  OMAHA 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

Life  Insurance  Affiliate;  United  of  Omaha 
Home  Office— Omaha,  Nebraska 

3-8-46 


VINCENT  ANDERSON  COMPANY,  INC. 

Second  Floor,  Railway  Exchange  Building 
Denver,  Colorado  80202 

Please  send  full  details  about  the  Income  Protection  Plan  of  the 
Colorado  Medical  Society. 

NAME  

ADDRESS  

CITY  STATE  

Zip  Code 


PREMIUM 

QUALITY 

AT  ITS  BEST... 

Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 

Meadow  Gold 

HOME  DELIVERY 

OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 

TELEPHONE  388-1641 
Denver,  Colorado 
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Library 

College  of  Physicians 
19  South  22nd  Street 
Philadelphia,  Pennsylvania  19103 


AMA  Delegates  Report 


New  Mexico  Medical  Society  C”  THE 

Proceedings  of  House  of  Delegat|SQL^£Q£  Qp  f H o ClAl 

OF  PHILAPPi  PHIA 

Readership  Questionnaire- 
Attention  Please 


-Your 


A Doctor  Runs  for  Congress 
Survey  of  Cancer  in  New  Mexico 
Presidential  Address 


SEP  1 7 Pra 

.y 


Rocky 
Mountain 
Medical 
Journal 


Ruptured  Splenic  Artery  Aneurysm 

Cardiovascular  Mortality  Statistics 
in  New  Mexico 

Iatrogenic  Perforation  of  the  Colon 
Treatment  of  Acute  Otitis  Media 

and  other  articles 


temLer  1966 


Table  of  contents  page  2 

Volume  63  • Number  9 


a sea  of  trouble 

for  pollen-sensitive  patients 


Benadryl* 

(diphenliydraitiine  hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  distress 


The  pink  capsule  with  the  white  band  is  a 
trademark  of  Parke,  Davis  & Company. 


PARKE-DAVIS 


• antihistaminic  action  relieves  sneezing, 
nasal  congestion,  pruritus,  and  lacrimation 

• antispasmodic  action  alleviates  bronchial 
and  gastrointestinal  spasm. 

Precautions:  Persons  who  have  become 
drowsy  on  this  or  other  antihistamine-con- 
taining drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles  or  engage 
in  other  activities  requiring  keen  response 
while  using  this  product.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with  BENADRYL 
should  be  prescribed  with  caution  because 
of  possible  additive  effect.  Diphenhydramine 
has  an  atropine-like  action  which  should  be 
considered  when  prescribing  BENADRYL. 
Side  Effects:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and 
generally  mild,  may  affect  the  nervous,  gas- 
trointestinal, and  cardiovascular  systems. 
Most  frequent  reactions  are  drowsiness,  diz- 
ziness, dryness  of  the  mouth,  nausea,  and 
nervousness.  BENADRYL  is  available  in 
Kapseals®  of  50  mg.  and  Capsules  of  25  mg. 


PARKE,  DAVIS  i COMPANY,  Detroit,  Michigan  <8J32 


m 


uTMxiri 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 
AND  SELECTED  CASES  OF  PREMATURE  LABOR  AND  2ND^^ 
AND  3RD  TRIMESTER  THREATENED  ABORTION 


In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor’’  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 


No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 


Literature  on  indications  and 
dosage  available  on  request. 


Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 
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when  pain  is  beyond  the  reach 
of  simple  analgesics 


In  the  management  of  mild  to  moderate  pain,  give  your  patients  comprehensive  relief. 
TRANCO-GESIC  extends  the  range  of  usefulness  of  aspirin  by  dimming  pain  perception— 
and  also  reducing  mental  and  muscle  tension. 


TRANCO-GESIC 

tablets 

chlormezanone  100  mg.  with  aspirin  300  mg. 

subdues  the  major 
contributors  to  pain: 

• pain  perception 

• mental  tension 

• muscle  tension-spasm 


WINTHROP  LABORATORIES.  NEW  YORK,  N.  Y.  1001S 


TRANCO-GESIC  is  so  well  tolerated  it  can  be 
prescribed  for  anyone  who  can  take  aspirin.  It 
is  non-narcotic,  and  free  from  dangers  of 
addiction,  habituation,  or  dependence. 
TRANCO-GESIC  is  effective  in  all  types  of  mild 
and  moderate  pain.  Of  862  patients  who  were 
treated  with  chlormezanone  and  aspirin  for 
various  disorders,  88%  reported  excellent  or 
good  pain  relief."' 

Side  ettects  have  been  minor.  Occasionally  gastric  distress, 
weakness,  sedation  or  dizziness  occur.  Reversible  cholestatic 
jaundice  has  been  reported  on  rare  occasions.  However,  in 
4,653  patients  treated  with  chlormezanone,  97.7%  had  no  side 
effects.'  Contraindication:  just  one:  sensitivity  to  aspirin. 
Dosage:  Adults,  usually  2 tablets  three  or  four  times  daily. 
Children  (from  5 to  12  years),  1 tablet  three  or  four  times  daily. 
1.  Collective  studies.  Department  of  Medical  Research, 
Winthrop  Laboratories. 


A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AM  A. 

The  Public  Health  Service  Advisory  Committee 
on  Immunization  has  concluded  that  routine  typhoid 
fever  vaccination  is  not  needed  any  longer  in  the 
United  States. 

Surgeon  General  William  H.  Stewart  accepted 
the  findings  of  the  committee  and  stated  as  PHS 
policy  that  immunization  against  the  disease  is  not 
recommended  on  a routine  basis. 

The  committee  reported  that  the  incidence  of 
typhoid  in  this  country  had  declined  steadily  for 
many  years  and  now  is  less  than  500  cases  a year. 
A continuance  of  the  downward  trend  was  pre- 
dicted. 

“Cases  are  sporadic  and  are  primarily  related  to 
contact  with  carriers  rather  than  to  common  source 
exposure,”  the  committee  said.  “Recognizing  this 
epidemiologic  pattern  of  typhoid  fever,  redefinition 
of  the  role  and  use  of  typhoid  vaccine  is  indicated.” 

The  committee  further  stated  that,  “although 
typhoid  vaccine  has  been  suggested  for  individuals 
attending  summer  camps  and  those  in  areas  where 
flooding  has  occurred,  there  are  no  data  to  support 
the  continuation  of  these  practices.” 

However,  select  immunization  was  recommended 
in  the  following  situations: 

- — Intimate  exposure  to  a known  typhoid  carrier 
as  would  occur  with  continued  household  contact. 

— Community  or  institutional  outbreaks  of  typhoid 
fever. 

— Foreign  travel  to  areas  where  typhoid  fever  is 
endemic. 

In  a separate  report,  the  advisory  committee  pre- 
dicted relatively  little  influenza  during  the  1966-67 
season,  but  recommended  vaccination  after  Sept.  1 
for  certain  high-risk  groups — such  as  the  chronically 
ill  and  older  persons. 

The  committee  pointed  out,  however,  that  it  is 
reasonable  to  expect  that  limited  outbreaks  of  Type 
Ao  influenza  will  occur  in  parts  of  the  United  States 
not  experiencing  Type  A disease  in  1964-65  or 
1965-66.  Similarly,  the  possibility  of  some  Type  B 
influenza  is  recognized,  particularly  in  the  southwest. 

“Vaccination  when  called  for  should  begin  as 
soon  as  practicable  after  September  1 and  ideally 
should  be  completed  by  mid-December,”  the  com- 
mittee said.  "It  is  important  that  immunization  be 
carried  out  before  influenza  occurs  in  the  immediate 
area  since  there  is  a two-week  interval  before  de- 
velopment of  antibodies.” 

Because  variations  in  influenza  viruses  during  the 


1965-66  season  were  not  of  major  significance,  the 
composition  of  the  1966-67  vaccine  is  unchanged 
from  that  prepared  for  1965-66. 

* * * 

The  Food  and  Nutrition  Board  of  the  National 
Academy  of  Sciences  believes  that  it  may  be  well 
for  many  Americans  to  moderately  reduce  the 
amount  of  fats  they  eat  and  substitute  some  poly- 
unsaturated for  saturated  fats. 

However,  the  board  concluded  in  a lengthy  re- 
port, “Dietary  Fat  and  Human  Health,”  that  present 
evidence  on  the  connection  between  dietary  fat  and 
cardiovascular  diseases  is  insufficient  to  warrant  rec- 
ommendations for  radical  dietary  changes. 

The  board’s  study  was  directed  to  the  problem  of 
how  much  and  what  kind  of  fat  is  compatible  with 
human  health.  The  report  emphasized  that  any 
changes  in  consumption  of  fat  should  be  made  on  an 
individual  basis  with  consideration  given  the  con- 
sequent changes  in  caloric  and  nutrient  intake. 

“Until  we  learn  more  about  which  fats  are  de- 
sirable nutritionally,  the  Board  recommends  that 
the  American  consumer  should  partake  of  the  foods 
that  make  up  a varied,  adequate,  and  not  overly  rich 
diet  and  maintain  a normal  body  weight  by  judicious 
control  of  caloric  intake  and  by  daily  exercise,”  the 
report  said. 

“A  large  amount  of  information  has  accumulated 
relating  dietary  fats  to  the  etiology  of  human  athero- 
sclerosis and  its  complications,  particularly  coro- 
nary artery  disease.  As  yet,  the  causes  and  course  of 
development  of  atheroma  and  its  relation  to  coro- 
nary heart  disease  in  man  are  imperfectly  known. 
Disorders  of  fat  transport  or  metabolism  or  both 
certainly  participate,  but  are  not  the  only  factors. 
Heredity  is  involved  in  individual  susceptibility. 
Disorders  of  blood  flow  and  blood  clotting  are  im- 
plicated in  atheroma  formation  in  addition  to  con- 
tributing to  the  fatal  complications  of  the  disease. 

“Evidence  to  support  the  concept  that  increased 
plasma  concentrations  of  cholesterol  are  atherogenic 
is  considerable  but  not  conclusive.  . . . Many,  but 
not  all,  population  studies  indicate  that  diets  high  in 
fat,  among  other  nutrients,  are  correlated  with  high- 
er concentrations  of  plasma  cholesterol  and  with 
increased  prevalence  of  cardiovascular  disease.  How- 
ever, proof  of  a causal  relationship  is  lacking.  In 
the  majority  of  the  adult  population  the  concentra- 
tion of  plasma  cholesterol  can  usually  be  reduced 
by  increase  in  the  quantity  of  polyunsaturated  fat 
in  the  diet  at  the  expense  of  saturated  fat.  That  this 
degree  of  reduction  in  plasma  cholesterol  is  bene- 
ficial is  still  uncertain.  . . . 

“.  . . in  spite  of  the  large  amount  of  information 
accumulated  in  recent  years  about  atherosclerosis 
and  its  pathogenesis,  many  gaps  in  knowledge  re- 
main. Results  of  recent  studies,  while  valuable  and 
thought  provoking,  do  not  provide  sufficient  data  for 
firm  recommendations  for  radical  dietary  changes.” 
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new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive"  may  enable  you  to  detect 
hidden  pathology  — long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are.- 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  — provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones— detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available.-  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  inc.,  Elkhart,  Indiana 
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NorinyL.. 

(norethindrone  2 mg.  c mestranol  0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus^-^^  and  an  acceleration 
of  endometrial  changes. With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


1 

,1 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause'fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE;  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 
tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
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tablets 

(norethindrone  2 mg  c mestranol  ^^0  1 mg.) 

for  multiple  contraceptive  action 


New 

low-cost  tetracycline/ antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida: 


. diabetic  patients 


2.  nonpregnant  women  with  a history  of  recent 
or  recurrent  monilial  vaginitis 


3.  elderly  or  debilitated  patients 


5.  patients  on  long-term  tetracycline  or  cortico- 
. patients  with  a past  history  of  moniliasis  steroid  therapy 


J 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  in- 
formation  consult  Official  Package  Circular.  Indications: 
Infections  of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensi- 
tive organisms,  in  patients  with  increased  susceptibility 
to  monilial  infections.  Contraindications : The  drug  is  con- 
traindicated in  patients  hypersensitive  to  its  components. 
Warnings:  Photodynamic  reactions  have  been  produced  by 
tetracyclines.  Natural  and  artificial  sunlight  should  be 
avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and 
hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may 
be  induced  during  tooth  development  (last  trimester  of 
pregnancy,  neonatal  period  and  childhood).  Precautions: 
Bacterial  superinfection  may  occur.  Infants  may  develop 
increased  intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis,  dermatitis,  and  allergic  reactions 
may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue 
therapy  for  10  days  in  beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before  or  2 hours  after  meals. 
Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tet- 
racycline phosphate  complex  equivalent  to  250  mg.  tetra- 
cycline HCl  activity  and  250,000  units  of  nystatin. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


Tetrex-F 

Each  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units. 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


UP  TO  10-12  HOURS'  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp‘  Extentabs^ 

(Dimetane®  [brompheniramine  maleatel,  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  reliefall  day  orall  night, 
usually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
histamine reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,* 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10-  to  12-hour  form. 

•Schiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
J.  Med. ^1:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

AH'I^OBINS 


aphen 

;odeine 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (%  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  {2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate % gr.  (No.  2), 


y2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 


Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported.  „ . , 

/I'H'DOBINS 


A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 


) 


■ ^ -f 


1 


foMng 

infeclion 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Each  capsule  contains; 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  Bz  (Riboflavin)  10  mg 

Vitamin  (Pyridoxine  HCI)  2 mg 

Vitamin  Bi2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


626-6-3612 


SQUIBB  MOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 
It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.'  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,-  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate. 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.'  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic. •'* 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.'’  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium."  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.'' 

The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  I /10th  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.'’*  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.'*- 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.' ' It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate."  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active."  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.'' 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas;  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium. 

One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide. 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition,  i 
Naturetin  (bendroflumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in  | 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindication.s:  Severe  renal  impairment; 
previous  hypersensitivity.  i 

Warning:  Ulcerative  small  bowel  lesions  have  ! 

occurred  with  potassium-containing  thiazide  j 

preparations  or  with  enteric-coated  potassium  ( 

salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.I.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when  - 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension.  | 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes,  ’ 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethia- 
zide) 5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bendroflumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 
References:  1.  Southworth,  H.:  Proc.  Soc. 
Exper.  Biol.  & Med.  36:58,  1937.  2.  Mann,  T. 
and  Keilin,  D.:  Nature  746:164,  1940.  3.  Pitts, 

R.  F.,  and  Alexander,  R.  S.:  Am.  J.  Physiol. 
744:239,  1945.  4.  Schwartz,  W.  B.:  New  Eng- 
land J.  Med.  240:173,  1949.  5.  Friedberg, 

C.  K.,  in  Moyer,  J.  H.,  and  Fuchs,  M.:  Edema 
Mechanisms  and  Management,  Philadelphia, 

W.  B.  Saunders  Co.,  1960,  p.  259.  6.  Gum- 
ming, J.  R.;  Tabachnick,  E.,  and  Seelig,  M.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  254. 

7.  Werko,  L.,  in  Moyer,  J.  H.,  and  Fuchs,  M.: 
op.  cit.,  p.  188.  8.  Beyer,  K.  H.,  Jr.,  in  Moyer, 

J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  274.  9.  Maren, 

T.  H.,  and  Wiley,  C.  E.:  J.  Pharmacol.  & 
Exper.  Therap.  743:230,  1964.  10.  Earley, 

L.  E.,  and  Orloff,  J.:  Ann.  Rev.  Med.  75:149, 
1964.  11.  Fuchs,  M.,  and  Mallin,  S.  R.,  in 
Moyer,  J.  FI.,  and  Fuchs,  M.;  op.  cit.,  p.  276. 

12.  Ford,  R.  V.,  in  Moyer,  J.  H.,  and  Fuchs, 

M. :  op.  cit.,  p.  290.  13.  cited  in  Fuchs,  M.,  and 
Mallin,  S.  R.  (ref.  11):  op.  cit.,  p.  283. 


Naturetin* 

SQUIBB  BENDROFLUMETHIAZIDE 

to  reduce  excess  fluid 

or  high  blood  pressure 


Squibb 


•The  Priceless  Ingredient'  of  every  product 
is  the  honor  and  integrity  of  its  maker. 


Adaptation  from 
Shakespeare  Hare  Print 
Collection 


‘'Give  me  a bowl  of  wine 

-in  this  I bury 

2 all  unkindness’' 

-SHAKESPEARE 

DEAR  DOCTOR: 

Will  Shakespeare  was  a pretty  fair  hostler  and  real  estate  in- 
vestor, a pal  of  Francis  Drake  and  Walter  Raleigh,  much  ad- 
mired by  Queen  Elizabeth,  and  a tophole  poet  and  playwright 
— but  no  physician. 


Nevertheless,  he  had  a rather  good  idea  of  the  helpfulness  of 
wine  in  cases  of  stress,  as  you  can  see  above. 

Like  Will,  we  wish  to  recommend  a daily  bit  of  wine,  with 
your  meals  for  your  own  personal  stress,  Doctor,  in  your  rug- 
ged profession. 


Also,  for  your  wife’s  stress  at  home,  we'd  like  to  prescribe  a 
24-page  folder,  “WINE  COOKERY  THE  EASY  WAY,’’  which 
will  help  her  to  relax  in  the  kitchen  [and  help  you  at  the  bar- 
becue]. We’ll  mail  it  to  you  [free]  if  you’ll  just  drop  us  a note 
on  your  professional  letterhead. 

By  the  way,  we’ll  also  send  you  our  newly  revised  64-page 
booklet,  “USES  OF  WINE  IN  MEDICAL  PRACTICE,’’  which 
summarizes  a quarter  century  of  scientific  research,  in  Amer- 
ica and  Europe,  as  an  aid  to  your  profession. 

We  hope  you  will  request  one  or  both  of  these  free  booklets. 
As  you  know,  wine  stimulates  gastric  flow;  can  help  the  con- 
valescing patient;  the  patient  lacking  appetite;  can  help  relieve 
anxiety;  can  help  patients  suffering  from  the  malabsorption 
syndrome  — and  helps  hospital  and  geriatric  home  morale. 
Shakespeare  had  a good  idea  there.  And  many  physicians  and 
hospital  administrators  are  also  sharing  that  idea. 


Here’s  a toast  in  California  wine.  Doctor— to  your  health! 


WINE  ADVISORY  BOARD,  717  MARKET  ST.,  DEPT  1,  SAN  FRANCISCO,  CALIF.  94103 
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why  wonder  about  a drug 

when  you  know 

DECLOMYCm 

DEMETHYLCHLOKTETRACYCUNE 

is  effective  hid 


Ifs  made  for  b.i.d. 


Effective  in  a wide  range  of  everyday  infections — respira- 
tory, urinary  tract  and  others— in  the  young  and  aged  — 
the  acutely  or  chronIcaHy  when  the  offending  organ- 
isms are  tetracycline-sensitive. 

Contraindication — History  of  hypersensitivity  to  demethyl- 
chlortetracycJine. 

Warning— in  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indicated 
and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or 
artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated 
sunburn  reaction  which  may  range  from  erythema  to 
severe  skin  manifestations,  in  a smaller  proportion,  pho- 
toajlergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects  — Overgrowth  of  nonsuscep- 
tibie  organisms  may  occur.  Constant  observation  is  essen- 


tial. If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yeliow-grey-brownish).  This  effect  occurs  mostly 
during  long-term  use  but  has  also  been  observed  in  short 
treatment  courses.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  med- 
ication and  institute  appropriate  therapy.  Anaphylactoid 
reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  1 hour  before  or  2 hours  after  meals, 
since  absorption  is  impaired  by  the  concomitant  admin- 
istration of  high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg, 
and  75  mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


4 1 7.6— 40?6 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the  gamut  of 
home  remedies  without  success,  pleasant-tasting 
CREMOMYCiN  Can  answer  the  call  for  help.  It  can  be 
counted  on  to  consolidate  fluid  stools,  soothe  intes- 


tinal inflammation,  inhibit  enteric  pathogens,  and 
detoxify  putrefactive  materials  — usually  within  a 
few  hours. 

CREMOMYCIN  Combines  the  bacteriostatic  agents, 
succinylsulfathiazole  and  neomycin,  with  the  ad- 
sorbent and  protective  demulcents,  kaolin  and  pec- 
tin, for  comprehensive  control  of  diarrhea.  ^ 

INDICATIONS:  Diarrhea.  \ 

CONTRAINDICATIONS:  Do  not  use  in  intestinal  obstruction,  ex-  i 
tensive  ulceration  of  bowel,  or  diverticulosis;  in  hypersensitivity  1 
to  sulfonamides  or  neomycin;  in  pregnancy  at  term,  in  premature 
infants,  or  during  first  week  of  life  in  the  newborn. 

WARNINGS:  Use  only  after  critical  appraisal  in  patients  with 
hepatic  or  renal  damage,  urinary  obstruction,  or  blood  dyscra- 
sias.  Fatal  hypersensitivity  reactions  and  blood  dyscrasias  re- 
ported with  use  of  sulfonamides.  Consider  periodic  blood  counts, 
hepatic  and  renal  function  tests  during  intermittent  or  chronic 


use. 


PRECAUTIONS:  Succinylsulfathiazole:  Use  with  caution  if  there 
is  history  of  significant  allergies  and/or  asthma.  Continued  use 
requires  supplementary  vitamins  B,  and  K.  Neomycin:  Watch  for 


your  for 
Cremomycin 
can  provide  relief 


curare-like  neuromuscular  block  during  anesthesia  if  neomycin 
is  used  preoperatively  in  large  doses  when  renal  function  is 
poor;  watch  for  overgrowth  of  nonsusceptible  organisms.  Con- 
sider possibility  of  ototoxicity  and  nephrotoxicity  with  prolonged 
high  dosage. 

SIDE  EFFECTS:  As  with  all  sulfonamides:  Headache,  malaise,  an- 
orexia, G.l.  symptoms,  hepatitis,  pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  rash,  conjunctival  and  scleral  injection, 
petechiae,  purpura,  hematuria,  and  crystalluria  have  been  noted. 
Reduced  fecal  output  of  thiamine  and  decreased  synthesis  of 
vitamin  K have  been  reported.  Neomycin:  Nausea,  loose  stools. 

Before  prescribing  or  administering,  read  package  circular  with 
product  or  available  on  request. 


promptly  relieves  diarrheal  distress 

Cremomycin® 


Composition:  Each  30  cc.  contains  neomycin  sulfate  300  mg. 
(equivalent  to  210  mg.  of  neomycin  base),  succinylsulfathiazole 
3.0  Gm.,  colloidal  kaolin  3.0  Gm.,  pectin  0.27  Gm. 


^MERCK  SHARP  & DQHME  c 


iion  ol  Merck  & Co..  Inc.,  West  Point,  Pd. 


Where  today’s  theory  is  tomorrow’s  therapy 


new 


a new  formulation 
that  relieves  pain 
in  tension  headache 
and  neuralgia 

2/3449  MK-3 


Dialog  is  a combination  of  15  mg  allobarbital  and 
300  mg  acetaminophen.  Allobarbital,  a proven  bar- 
biturate, provides  desirable  sedation  in  patients 
experiencing  pain  and  discomfort.  Acetaminophen 
is  a nonsalicylate  analgesic-antipyretic,  well  tolerated 
and  useful  in  a wide  range  of  mildly  painful  and 
febrile  conditions. 

Dialog  is  well  tolerated,  even  by  those  sensitive  to 
aspirin.  It  is  nonirritating  to  the  gastrointestinal  tract 
and,  in  recommended  dosage,  has  no  adverse  effects 
on  the  kidneys. 

• Raises  the  pain  threshold 

• Suppresses  the  pain-producing  mechanism 

• Reduces  emotional  tension 


Side  Effects:  Nausea,  transitory  dizziness,  rash.  Over- 
dosage of  allobarbital  produces  symptoms  typical 
of  acute  barbiturate  excess. 

Dosage:  Adults:  1 or  2 tablets  every  4 hours.  Not  to  exceed 
8 tablets  in  24  hours.  Children  6 to  12:  'h  to  1 tablet  every 
4 hours.  Not  to  exceed  4 tablets  in  24  hours. 

Supplied:  Tablets  (white,  scored),  each  containing 
15  mg  allobarbital  and  300  mg  acetaminophen;  units  of 
3 bottles  of  30. 

For  your  convenience  — prescription-size  bottle  of  30. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J. 

C I B A 


Dialog 

(allobarbital  and  acetaminophen  CIBA) 

Indications:  For  relief  of  pain  and  discomfort  of 
simple  headache;  neuralgia,  myalgia,  and  musculo- 
skeletal pain;  dysmenorrhea;  bursitis;  sinusitis; 
fibrositis.  Also  indicated  to  reduce  fever  and  to 
relieve  discomfort  due  to  respiratory  infections,  influ- 
enza, and  other  febrile  conditions. 

Contraindication:  Not  recommended  during  pregnancy. 

Caution:  May  be  habit-forming.  Do  not  use  in  patients 
sensitive  to  barbiturates  or  in  those  with  moderate 
to  severe  hepatic  disease. 


In  acute  bursitis, 
what  happens  when  you  add 
Butazoiidiri? 

phenylbutazone 


Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug  allergy;  his- 
tory of  blood  dyscrasia.  Because  of  the  increased  pos- 
sibility of  toxic  reactions,  the  drug  should  be  used  with 
greater  care  in  the  elderly  and  should  not  be  given 
when  the  patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently.  Large  doses 
of  Butazolidin  alka  are  contraindicated  in  patients  with 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch  for  exces- 
sive increase  in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of  sulfonyl- 
urea, sulfonamide-type  agents  and  insulin.  Patients  re- 
ceiving such  concomitant  therapy  should  be  carefully 


observed  for  this  effect.  Use  with  caution  in  the  first 
trimester  of  pregnancy. 

Precautions:  Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a complete  physi- 
cal and  laboratory  examination,  including  a blood  count. 
The  patient  should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin  reactions; 
black  or  tarry  stools.  Regular  blood  counts  should  be 
made  to  guard  against  blood  dyscrasias. 

Adverse  Reactions:  The  most  common  adverse  re- 
actions are  nausea,  edema  and  drug  rash.  Moderately 
lowered  red  cell  count  may  sometimes  occur  due  to 
hemodilution.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
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Rocky  Mountain  Medical  Journal 


"The  response  in  most  cases 
is  dramatic...” 

Lowell,  J.B,:  New  England  J. Med. 269;  798,1963. 


When  Lowell  added  phenylbutazone  to  enty-two  hours,  and  occasionally  as  early 
his  usual  immobilization  and  rest  meas-  as  twenty-four  hours.  There  Is  rapid  loss 
ures  for  the  treatment  of  acute  shoulder  of  pain  and  concomitant  increase  in  avail- 
bursitis,  he  found  “The  response  is  dra-  able  motion”, 
matic  and  occurs  within  forty-eight  to  sev- 


quently,  agranulocytosis,  exfoliative  dermatitis,  Stevens- 
Johnson  syndrome  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vertigo  or  languor  may 
occur.  Leukemia  and  leukemoid  reactions  have  been 
reported  but  cannot  definitely  be  attributed  to  the  drug. 
Thrombocytopenic  purpura  and  aplastic  anemia  are  also 
possible  side  effects. 

Confusional  states,  hyperglycemia,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  transient  hearing 
loss  have  been  reported,  as  have  hepatitis,  jaundice 
and  several  cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage:  Initially,  give  400  mg.  daily  (one 
tablet  or  capsule  q.i.d.),  reducing  this,  if  possible,  when 


a favorable  therapeutic  effect  has  been  obtained.  If 
after  one  week  there  has  been  no  response,  discontinue 
the  drug. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6509-V(B) 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-4513 


Butazolidiri  alka  Geigy 

Each  capsule  contains:  Butazolidin®,  phenylbutazone,  100 
mg.;  dried  aluminum  hydroxide  gel,  100  mg.;  magnesium 
trisilicate,  150  mg.;  homatropine  methyibromide,  1.25  mg. 
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whfit 
time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

it’s  time 
to  tine. 

Tuberculin, 
Tine  ^Test 


Lederle 

Available  in  5’s  and  25's. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

414.6-4046 
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of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.  D.,  Director  of  Medicine. 


this  issue:  emergency  anesthesia  and  the  common  cold 


When  emergency  anesthesia  is 

complicated  by  the  common  cold 

Barry  Belonsky,  M.D.,  F.A.C.A. 

Staff  Anesthesiologist,  Hospital  of  The  Albert  Einstein  College  of  Medicine,  New  York  City 


ITledical  facilities  are  often 
presented  with  unfamiliar 
patients  who  have  un- 
known health  histories. 
This  is  particularly  true  in 
emergency  situations  that 
arise  due  to  accidents  or 
acute  illnesses.  These  cases 
may  need  prompt  care  re- 
quiring anesthesia,  and  if  they  involve  colds,  nasal 
allergies  or  other  upper  respiratory  infections,  can 
account  for  many  complications  which  make  up  a 
major  hazard  during  emergency  anesthesia. 


Administration  of  general  anesthesia  to  a patient 
with  a cold  or  upper  respiratory  infection  is  a haz- 
ardous undertaking.  It  should  be  avoided  if  at  all 
possible.  Indeed,  the  presence  of  U.R.I.  is  good  rea- 
son for  postponement  of  elective  surgery.^  In  emer- 
gency surgery,  regional  or  local  block  should  be 
considered,  but  if  general  anesthesia  is  mandatory, 
it  should  be  approached  with  utmost  caution. 

Since  the  attitude  of  "emergency  surgery  — hurry” 
has  been  replaced  by  "emergency  surgery  — watch 
out”^  a knowledge  of  the  complications  is  a great 
help  in  preventing  them.  Here  is  a brief  outline  of 
the  problems  involved  and  their  treatment.  Preven- 
tion of  the  complications  is  discussed  later. 

Complications  during  the  induction  of  anes- 
thesia Most  of  the  complications  are  a direct  re- 
sult of  secretions  and  some  a result  of  accompanying 
secondary  infection.  For  example,  airway  obstruc- 
tion due  to  excessive  secretions  occurs  very  com- 
monly and  is  the  direct  effect  of  the  cold.  Respiratory 
exchange  may  be  obstructed  at  any  time  during 
anesthesia  because  of  excessive  secretions,  but  is 
most  likely  to  occur  during  induction.  Suction  ap- 
paratus must  be  available  to  overcome  this.^ 

Excess  secretions  which  stimulate  and  irritate  the 
epiglottis  and  vocal  chords  can  cause  laryngeal 
stridor  and  obstruction.  This  can  lead  to  complete 
laryngeal  closure  with  resultant  anoxia  and  death. 


Bronchospasm  and  laryngospasm  can  result  from 
secretions  penetrating  the  bronchi  and  bronchioles. 
In  laryngospasm,  there  are  both  inspiratory  and  ex- 
piratory stridor  and  difficulty  in  inflating  the  chest; 
in  bxonchospasm  there  is  an  expiratory  wheeze,  but 
not  as  much  difficulty  in  inflation,  although  some 
resistance  may  be  felt.  Stridor  is  due  to  partial  or 
complete  closure  of  the  vocal  cords  in  spasm  and  the 
"crowing”  sound  is  almost  pathognomonic. 

Secretions  obstruct  the  nasal  airways.  This  produces 
difficulty  in  ventilation  through  the  mouth  until  the 
patient  is  deep  enough  to  place  an  oral  airway.  An 
intravenous  agent  can  be  given  to  facilitate  the  in- 
duction of  anesthesia. 

Difficulties  can  arise  if  intubation  is  performed  to 
ventilate  the  patient.  For  example,  teeth  can  be 
broken  by  too  vigorous  attempts  at  intubation,  or 
the  intubation  itself  may  be  technically  difficult  due 
to  secretions  obstructing  the  view  of  the  glottis.  The 
postoperative  sequelae  of  intubation  ranges  from 
mild  laryngitis  to  pneumonia  with  atelectasis,  and 
are  seen  far  more  commonly  in  patients  suffering 
from  colds  than  in  normal  patients. 


Successive  stages  of  laryngospasm  which  produce  the  char- 
acteristic stridor  or  "crotving”  sound. 


Progression  of 

bronchioles  into  bronchospasm. 


Complications  during  the  maintenance  of 

anssthesia  b ronchospasm  can  occur  in  an  un- 
intubated patient  due  to  secretions  entering  the  bron- 
chial tree  from  above,  and  acting  as  an  irritant  to 
the  bronchi  and  bronchioles.  Secretions  accumulate 
quickly  and  the  patient  has  to  be  suctioned  continu- 
ally. The  whole  cycle  of  coughing,  bucking,  laryngo- 
spasm  and  bronchospasm  may  ensue.  The  difficult 
decision  here  is  whether  it  is  better  to  suction  the 
patient  continually  or  to  use  an  endotracheal  tube 
which  protects  the  cords  and  bronchi  but  introduces 
the  risk  of  attendant  complications. 


Postoperative  complications  Postoperatively, 

complications  can  be  more  serious  than  even  the  intra- 
anesthesia complications,  and  occur  much  more  fre- 
quently in  a patient  who  has  been  intubated."^ 

Sore  throat  and  pharyngitis  can  result  both  from  the 
preoperative  upper  respiratory  infection  and  from 
the  drying  of  the  mucous  membranes  which  occurs 
during  anesthesia. 


Tracheitis  and  bronchitis  often  result  from  secre- 
tions trickling  down  the  tracheobronchial  tree. 

Laryngitis  is  frequently  seen  in  patients  with  upper 
respiratory  infections  who  have  been  intubated. 
There  is  a significant  increase  in  the  incidence  of 
laryngitis  compared  to  that  in  patients  without  up- 
per respiratory  infections. 

Subglottic  edema  is  a condition  which  occurs  mainly 
in  children  who  have  been  intubated.  This  pathol- 
ogy results  from  an  exudate  developing  in  the  areo- 
lar tissue  just  below  the  cords.  Because  of  the  small 
size  of  the  child’s  trachea,  even  a 1 mm  increase  in 


size  of  the  mucous  membrane  can  severely  impair 
the  air  passage.  Children  exhibit  this  by  severe  ex- 
piratory stridor  and  may  even  become  cyanotic.  This 
may  so  severely  embarrass  the  child’s  breathing  that 
it  must  be  treated  vigorously.  Most  authorities  agree 
on  the  treatmenC-^-^’®  consisting  of  a high  oxygen 
concentration  in  the  inspired  air  (60%),  plus  high 
humidity  (close  to  100%).  Adequate  parenteral 
fluid  intake  and  slight  cooling  of  the  Tody  tempera- 
ture (by  a cooled  oxygen  tent)  also  help  in  mild  cases. 
In  severe  cases,  there  may  be  hypoxia  which  in- 
creases the  restlessness  and  the  oxygen  demand  rises. 
Sedation  is  often  necessary,  although  concomitant 
depression  of  the  respiratory  center  is  undesirable. 
An  antihistaminic  accomplishes  this  purpose  well, 
and  adds  sedation.  Since  there  is  always  a possibility 
that  an  allergic  response  plays  a role  in  edema,  some 
relief  of  the  respiratory  distress  may  occur.  Steroids 
should  be  used  to  control  inflammatory  and  allergic 
phenomena  and  swelling.  If  all  this  fails,  and  the 
patient  is  still  restless  and  hypoxic,  a tracheostomy 
should  be  performed  immediately. 

(concluded  on  following  page) 


f^Open  noses  ail  the  way  I 


Your  patient  can  breathe  easily,  flying  from  New  York  to 
Rome,  on  just  one  Triaminic  timed-release  tablet. 

One  tablet  goes  a long  way.  For  24  hour  relief  of  nasal 
congestion  and  postnasal  drip  due  to  sinusitis,  colds  and 
respiratory  allergies  — simply  prescribe  one  Triaminic 
timed-release  tablet,  swallowed  whole,  in  morning,  mid- 
afternoon and  at  bedtime. 


Side  Effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness,  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  ma- 
chinery if  drowsiness  occurs.  Use  with  caution  in  pa- 
tients with  hypertension,  heart  disease,  diabetes  or 
thyrotoxicosis. 


Each 


Triaminic’ 


timed-release  tablet  contains . . . 


Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate  25  mg. 


(Advertisement) 


Cross  section  of  trachea  showing  subglottic  edema  and 
lumen  reduction  due  to  mucous  membrane  congestion. 


Pneumonia  may  also  follow  anesthesia  administered 
to  a patient  with  a cold.  This  can  be  caused  by  accu- 
mulated secretions  becoming  secondarily  infected 
and  causing  consolidation  of  the  lung.  Atelectasis 
of  the  lung  can  result  if  one  of  the  bronchioles  be- 
comes plugged  by  secretions,  preventing  aeration  of 
the  distal  part  of  that  lung.  This  is  seen  more  fre- 
quently following  upper  respiratory  infection  be- 
cause dry  anesthetic  gases  aggravate  the  infection, 
causing  secretions  to  change  from  watery  to  thick 
and  viscid,  and  consequently  difficult  to  suction. 

Prevention  of  complications  The  first  rule  to 

prevent  complications,  of  course,  is  to  use  a regional 
or  local  anesthesia  whenever  possible.  But  when 
emergency  surgery  is  a must,  in  spite  of  the  presence 
of  a cold,  allergy,  or  upper  respiratory  infection, 
here  are  some  ways  to  prevent  complications. 

Give  nose  drops  preoperatively.  This  can  help  shrink 
the  congested  nasal  mucous  membranes  and  reduce 
secretions  for  better  air  passage.  (Results  of  this 
method  are  sometimes  unsatisfactory  because  of  the 
short  duration  of  effect  or  rebound  congestion.)  For 
longer  effect,  oral  antihistamines  with  nasal  decon- 
gestants are  often  given  to  provide  and  maintain  a 
drying  effect  on  secretions. 

To  clear  the  tracheobronchial  tree,  instruct  the  pa- 
tient to  cough  preoperatively.  Cold  steam  or  water 
nebulizers  effectively  humidify  the  nasal,  pharyn- 
geal and  bronchial  passages  and  often  make  the 
patient  more  comfortable.  Tenacious  secretions  be- 


come more  watery  under  humidification,  clear  more 
thoroughly  preoperatively  and  are  more  easily  suc- 
tioned from  the  airway  during  anesthesia. 

Give  intravenous  fluids  to  those  patients  who  appear 
dehydrated  due  to  a cold.  In  a well  hydrated  patient 
the  respiratory  tract  secretions  are  less  viscid  and 
more  watery.  This  is  particularly  true  in  asthmatics. 

Summary:  Administration  of  emergency  anesthe- 
sia to  a patient  with  a cold  or  upper  respiratory  in- 
fection can  lead  to  a chain  of  events  that  may  result 
in  increased  postoperative  morbidity  and  even  death. 
This  is  because  of  the  excess  secretions  formed  in 
these  conditions.  Preoperative  measures  to  prevent 
or  reduce  these  secretions  should  be  undertaken  and 
will  result  in  smoother  and  safer  anesthesia. 
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An  expectorant  that  makes  coughs  count  by  in- 
creasing respiratory  tract  fluid  nearly  200%— 
plus  an  oral  decongestant  to  relieve  a probable 
cause  of  cough,  postnasal  drip.  Your  patients 
receive  these  benefits  when  you  prescribe . . . 

Tridminic  Expectorant 


Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg. 

Pheniramine  maleate  6.25  mg. 

Pyrilamine  maleate  6.25  mg. 

Glyceryl  guaiacolate  100  mg. 

Alcohol  5% 


Dosage;  Adults— 2 teaspoonfuls;  Children  6 to 
12  years— 1 tsp.;  Children  1 to  6 years— % tsp. 
Administer  every  four  hours.  Side  effects:  Occa- 
sional drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness,  or 
gastrointestinal  upsets.  Precautions:  The  pa- 
tient should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  hypertension, 
heart  disease,  diabetes  or  thyrotoxicosis. 

(Advertisement) 


incisive 


A good  way  to  describe  ‘Stelazine’. 
It’s  different  from  the  tranquilizers 
that  sedate  and  dull  your  anxious 
patients.  Its  antianxiety  effect  is 
direct.  On  ‘Stelazine’,  your  patients 
can  be  calmed  yet  remain  alert. 


And  ‘Stelazine’  offersadditional  bene- 
fits. Dependence  has  not  been  re- 
ported. At  low  doses,  side  effects  are 
minimal.  Its  b.i.d.  dosage  is  con- 
venient and  economical. 


Stelazine® 

brand  of  trifluoperazine 

The  following  Is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be  familiar  with  the  complete 
prescribing  information  in  SK&F  literature  or  PDR.  Contraindications:  Comatose  or  greatly  depressed  states  due  to  C.N.S. 
depressants  and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and  liver  damage.  Precautions:  Use  with 
caution  in  angina  patients  and  in  patients  with  impaired  cardiovascular  systems.  Antiemetic  effect  may  mask  symptoms 
of  other  disorders.  An  additive  depressant  effect  is  possible  when  used  with  other  C.N.S.  depressants.  Prolonged  adminis- 
tration of  high  doses  may  result  in  accumulative  effects  with  severe  C.N.S.  or  vasomotor  symptoms.  Use  in  pregnant  patients 
only- when  necessary  for  the  patient's  welfare.  Side  Effects:  Occasional  cases  of  mild  drowsiness,  dizziness,  mild  skin 
reactions,  dry  mouth,  insomnia  and  amenorrhea.  Neuromuscular  (extrapyramidal ) reactions  (motor  restlessness,  dystonias, 
pseudo-parkinsonism)  may  occur  and,  in  rare  instances,  may  persist.  In  addition,  muscular  weakness,  anorexia,  rash, 
lactation,  hypotension,  and  blurred  vision  have  been  observed.  Blood  dyscrasias  and  cholestatic  jaundice  have  been 
extremely  rare. 

For  a comprehensive  presentation  of  'Stelazine'  prescribing  information  and  side  effects  reported  with  phenothiazine 
derivatives,  please  refer  to  SK&F  literature  or  PDR. 


Smith  Kline  & French  Laboratories,  Philadelphia 


Shadow  or  substance 

Marcus  J.  Smith,  MD,  Santa  Fe,  New  Mexico 


Apothegm 

A poor  relation — is  the  most  irrevelant  thing  in 
nature.  — Charles  Lamb 

Clinical  data 

A 53-year-old  woman  was  admitted  after  48  hours 
of  intermittent  abdominal  pain,  nausea,  vomiting 
and  anorexia.  The  pain  had  begun  in  the  lower  ab- 
domen, but  had  become  generalized.  There  had  been 
no  bowel  movements  in  this  interval.  She  had  been 
having  abdominal  pain  intermittently  for  one  year, 
but  had  not  sought  medical  care  since  the  neighbors 
had  suggested  that  she  was  having  gallbladder  trouble. 
Also  she  had  noted  17-pound  weight  loss  and  symp- 
toms interpreted  as  polydipsia  and  polyuria. 


Fig.  1.  Barium  has  been  given  both  by  enema  and 
orally.  The  fistulous  tract  is  demarcated  (arrow). 


Fig.  2.  Spot  film  showing  detail  of  the  tract. 


On  physical  examination  of  this  acutely  ill,  de- 
hydrated, obese  woman,  a grapefruit  sized  periumbili- 
cal, moveable  mass  was  found;  bowel  sounds  were 
present.  White  count  was  21,700.  Moderately  severe 
diabetes  mellitis  was  authenticated  and  treatment 
started.  Antibiotics  were  also  used.  The  patient 
showed  improvement  the  next  day — some  gas  was 
passed,  the  pain  diminished,  but  the  mass  persisted. 

Barium  enema  and  gastro-intestinal  examination 
were  performed.  Both  studies  demonstrated  a fistula 
extending  from  the  hepatic  flexure  of  colon  to  near 
the  second  portion  of  the  duodenum,  with  a bulbous 
dilatation  of  the  proximal  part  of  the  fistula  (Figs. 
1,  2).  No  air  was  seen  in  the  biliary  tree,  but  an  ap- 
pearance compatible  with  an  intra-abdominal  abscess 
or  mass  was  noted  below  the  transverse  colon.  It  was 
conjectured  that  either  a gastric  ulcer  or  carcinoma 
had  perforated  or  that  the  gallbladder  had  perforated, 
and  that  there  was  a secondary  intra-abdominal  ab- 
scess in  the  mid-abdomen. 
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Epicrisis 


On  the  sixth  day  after  admission,  shock  occurred 
and  was  followed  by  sudden  death.  Post-mortem 
examination  showed  acute  necrotizing  appendicitis 
with  a large  inflammatory  mass  extending  to  the  um- 
bilicus, and  generalized  peritonitis.  Chronic  cholecys- 
titis was  present;  the  shrunken  gallbladder  was  filled 
with  barium  and  a cholecysto-colonic  fistula  was 
traced.  The  latter  was  the  poor  relation,  and  was  in- 
dependent of  the  intra-abdominal  mass  and  the  ap- 
pendiceal disease  that  was  felt  to  be  responsible  for 
the  patient’s  death. 

Positive  roentgenographic  findings,  therefore,  had 
the  unfortunate  result  of  misleading  the  clinicians. 
We  will  again  quote  Ogilvie  who  concluded  on  the 
basis  of  his  own  experiences  that  “we  must  decide 
not  only  what  the  patient  has  got,  but  what  the  pa- 
tient is  suffering  from.”  • 

Note:  I am  indebted  to  Dr.  Louis  H.  Zucal  and  Dr.  Ralph  H. 
Jones  for  permission  to  report  this  case. 

REFERENCE 

Ogilvie,  W.  H.:  Surgery:  Orthodox  and  Heterodox.  Spring- 
field,  Illinois:  Charles  C Thomas,  Publisher,  1948,  p.  122. 


f'hC. 

Speer  ot  Acomo  * Denver  • 534>0631 


r Discriminating  Doctors 
everywhere  specify 

SXEELCASE 


Custom  Line 
Office  Furniture 

Doctors  are  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  can  "individual- 
ize" your  office. 

Stop  in  soon— or  phone  and  our  representative  wiii  caii 


A OIVISION  Of  THE  A.  8.  HIRSCHfELD  PRESS 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action- 

with 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
Administer  4 tablets  ever>'  4 hours  until 
relief  is  constant,  then  adjust  mainte- 
nance dosage. 

Trocinate  BRAND  THIPHENAMIL  HCl 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Sixteen  years  of  clinical  use,  with  absence  of 
untoward  effects,  has  established  the  safety 
and  effectiveness  of  Trocinate. 

Trocinate  is  metabolized  in  the  body  and 
completely  eliminated,  which  is  a safety 
factor.  Dosage  must  be  sufficient  to  maintain 
the  therapeutic  blood  level. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Now 

b.i.d.  convenience 

plus 

even  greater  patient  savings 
over  q.i.cl.  tetracycline  therapy 

/ plus  all  the  advantages  of  N 
yetracycline  phosphate  complexy 


newTetrex  bidQVPS* 

(tetracycline  phosphate  complex) 


^/iaximum  patient  savings.  New 

^CAPS  now  enable  you  to  pre- 
scribe tetracycline  in  an  even  more 
economical,  more  convenient 
form.  Your  patient’s  prescription 
dollar  gets  maximum  value:  a 
daily  bidCAPS  dose  is  priced  lower 
than  any  other  leading  brand  of 
tetracycline— b.i.d.  or  q.i.d. 


More  of  the  active  antibiotic  in 
the  blood.  The  basic  tetracycline 
in  Tetrex  (tetracycline  phosphate 
complex)  is  less  bound  to  serum 
protein  than  is  demethylchlortet- 
racycline.’  Result:  Tetrex  (tetracy- 
cline phosphate  complex)  pro- 
vides a higher  percentage  of 
active  antibiotic  in  the  blood. 


Well  tolerated.  Tetrex  (tetracy- 
cline phosphate  complex)  is  well 
tolerated.  Gastrointestinal  side 
effects  are  few;  photodynamic 
reactions  are  extremely  rare. 


Available  in  bottles  of  16  and  50. 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  infor- 
moflon  consult  Official  Package  Circular,  /ndico/ions; 
infections  of  respiratory,  gastrointestinal  and  genito- 
urinary tracts  and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms.  Controfnc/Icotions;  The  drug 
is  contraindicated  in  individuals  hypersensitive  to  tetra- 
cycline. Warnings.-  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sun- 
light should  be  avoided  during  therapy.  Stop  treatment 
if  skin  discomfort  occurs.  With  renal  impairment,  sys- 
temic accumulation  and  hepatotoxicity  may  occur.  In 
this  situation,  lower  doses  should  be  used.  Tooth  stain- 
ing and  enamel  hypoplasia  may  be  induced  during 
tooth  development  (lost  trimester  of  pregnancy,  neonotal 
period  and  childhood).  Precautions:  Mycotic  or  bac- 
terial superinfecfion  may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions-.  Glossitis,  stomotitis,  nousea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis,  dermatitis  and  allergic  reac- 
tions may  occur.  (Jsuo/  Adult  Dose.-  500  mg.  b.i.d. 
Continue  therapy  for  10  days  in  beto-hemolytic  strep- 
tococcal infections.  Administer  one  hour  before  or  two 
hours  after  meals. 

Reference:  1.  Roberts,  C.  E.,  Jr.;  Perry,  D.  M.;  Kuhorlc, 
H,  A.,  ond  Kirby,  W.  M.  M.:  A.  M.  A.  Arch,  Inf.  Med. 
107:204  (Feb.)  1961. 


Eoch  btdCAP  contains:  Tetrex  (tetracycline  phosphate  complex  equivalent  to  500  mg.  tetrocycllne  HCI  activity). 


The  following  letter,  over  the  signature  of  one  of 
our  leading  Wyoming  colleagues,  is  reproduced 
here  because  of  its  obvious  truth; 

June  25,  1966 

Mr.  Palmer  Hoyt,  Editor  and  Publisher, 

The  Denver  Post,  Denver,  Colorado 

Dear  Palmer: 

The  Denver  Post’s  long  and  enthusiastic  support 
of  Medicare  is  too  well  established  and  widely  known 
to  require  review  here.  What  does  make  the  Post’s 
recognized  position  on  this  issue  worthy  of  note  is 
the  recent  publication  of  serious  misinformation  on 
the  law  which  could  hamper,  if  not  disrupt,  its 
administration  in  the  area  in  which  Post  readers 
reside.  I refer  to  an  editorial  in  the  issue  of  June  19 — 
“Fee  Gimmick  Would  Sabotage  Medicare.” 

The  editorial  charges  that  there  is  something  wrong 
or  improper  if  a physician  chooses  to  deal  directly 
with  his  patient  and  the  patients  seeks  reimburse- 
ment from  the  government.  This  procedure  is  termed 
a “gimmick.”  It  is  portrayed  as  being  somehow  repre- 
hensible. It  is  represented  as  “utterly  contrary  to  the 
spirit  and  purpose  of  the  new  law.”  Each  of  these 
allegations  is  false. 

Direct  billing  by  physicians  is  not  a gimmick;  it 
is  in  the  law.  It  is  not  reprehensive  unless  535  mem- 
bers of  Congress  are  guilty  of  joining  in  writing  repre- 
hensible legislation.  It  is  not  contrary  to  the  spirit 
of  the  law.  As  has  been  stated,  it  is  part  of  the  law — 


the  same  as  every  other  single  provision  of  the  legisla- 
tion. 

Should  there  be  any  doubt  on  this  score  in  the 
mind  of  the  editorial  writer,  I suggest  he  take  a few 
moments  to  read  a significant  portion  of  the  legisla- 
tive history  of  Public  Law  89-97.  When  it  was  being 
debated  in  the  House  of  Representatives,  Chairman 
Wilbur  Mills  of  the  Ways  and  Means  Committee 
clearly  explained  the  methods  by  which  physicians 
are  to  collect  their  fees  under  this  program.  His 
statement,  which  leaves  no  doubt  of  Congress’  in- 
tention, is  in  the  Congressional  Record  of  April  7, 
1965,  pages  6958  and  6959. 

These  are  the  facts : 

The  law  provides  that  the  physician  may  receive 
his  fees  in  either  one  of  two  ways.  He  may  elect  to 
deal  directly  with  his  patient,  or  he  may  elect  to  ac- 
cept his  fee  from  the  carrier — less  the  $50  annual 
deductible  and  the  20%  coinsurance,  which  the 
patient  must  pay  directly  to  the  physician  in  every 
instance. 

If  the  patient  pays  the  physician  for  services  ren- 
dered, he  will  receive  an  itemized,  receipted  bill — 
or  the  same  information  on  a government  form — 
which  he  will  send  or  take  to  the  carrier  in  his  area 
to  collect  the  amount  allowed  for  the  stated  services 
— less,  of  course,  the  $50  deductible  and  20%  co- 
insurance. 

One  method  is  as  much  a part  of  the  law  as  the 
other;  it  is  as  ethical  as  the  other;  it  is  as  acceptable 
to  both  the  government  and  the  carriers  as  the  other. 
Why,  then,  would  the  Post  make  this  statement  in 
its  editorial: 

“Although  the  Social  Security  Administration  al- 
lows either  method  of  payment,  the  ‘carrier’  method  is 
recommended.” 

This  simply  is  not  true. 

On  May  16,  the  AMA  Advisory  Committee  on 
Medicare  met  in  Washington  with  federal  officials, 
one  of  a series  of  such  meetings  which  have  been 


AMA  20th  Clinical  Convention 

This  important  meeting  will  convene  in  an  always  interesting,  even  if  controversial,  spot — Las 
Vegas,  Nevada,  November  27-30,  1966.  It  promises  to  be  one  of  the  most  exciting  in  the  ex- 
cellent series  of  recent  years. 

We  urge  you  to  make  a note  of  these  dates  and  be  prepared  to  attend  a meeting  which  is  out- 
standing scientifically  and  will  also  bring  you  up-to-date  on  the  latest  in  the  status  of  the  gov- 
ernmental program. 
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held  between  the  medical  profession  and  the  govern- 
ment in  preparation  for  the  start  of  the  program. 
HEW  Secretary  Gardner  and  Mr.  Arthur  Hess,  Di- 
rector of  the  Bureau  of  Health  Insurance  of  the 
Social  Security  Administration,  were  present  among 
other  government  leaders. 

The  question  was  specifically  asked  for  purposes 
of  clarification  whether  the  government  has  a prefer- 
ence as  to  the  methods  of  billing  patients.  The  reply 
of  the  government  spokesmen  was  categorical.  They 
said  they  have  no  intention  of  going  beyond  the  lan- 
guage of  the  law  which  provides  two  alternative  meth- 
ods of  billing.  This  position  is  certainly  borne  out  by 
the  language  in  the  government’s  own  Medicare 
handbook  for  physicians. 

Surely,  of  all  newspapers.  The  Denver  Post  would 
be  expected  to  want  to  see  Medicare  get  off  to  a good 
start  with  every  fair  chance  of  achieving  its  high 
aims.  This  will  not  be  possible  if  doubt  and  con- 
fusion over  the  law’s  terms,  and  procedures  under 
it,  are  created  at  the  very  outset  of  the  program  in 
the  minds  of  thousands  of  elderly  patients. 

It  is  no  secret  that  the  medical  profession  did  not 
like  this  legislation.  But  when  the  debate  was  over 
and  the  votes  were  tallied,  the  profession  put  aside 
its  feelings  of  disappointment  and  frustration  to  pro- 
vide the  government  with  counsel — which  was  avail- 
able from  no  other  source — to  try  to  get  the  program 
established  on  a sound  basis  from  a medical  stand- 
point. 

The  AMA  Advisory  Committee  has  been  in  con- 
stant communication  with  the  federal  officials  who 
will  be  responsible  for  administering  the  law.  Scores 
of  physicians  have  labored  for  more  than  a year  on 
the  technical  advisory  committees  which  wrote  the 
regulations  without  which  there  could  be  no  program. 
The  AMA  has  gone  to  extraordinary  lengths  in  the 
past  12  months  to  provide  the  nation’s  300,000  phy- 
sicians with  complete  information  on  the  law  and 
their  role  in  making  it  work.  All  of  this  we  regarded 
as  our  professional  obligation  and  our  duty  as  citi- 
zens. 

Under  the  circumstances,  it  is  most  unfortunate 
that  The  Denver  Post  has  chosen  this  crucial  time 
to  print  an  editorial  which  is  confusing  to  our  elderly 
citizens.  It  would  seem  a lot  more  fitting  for  the 
newspaper  to  join  in  promoting  a public  understand- 
ing of  this  highly  complex  law,  and  thereby  assist 
the  rest  of  us  in  its  smooth  and  orderly  implementa- 
tion. 

Sincerely, 

W.  ANDREW  BUNTEN,  MD 
(Cheyenne) 

We  hope  that  this  apropos  communication  will 
receive  the  attention  and  respect  it  deserves  at 
The  Denver  Post.  Too  many  columnists  and  edi- 
torial writers  take  unwarranted  potshots  at  the 
medical  profession.  This  practice  is  particularly 
reprehensible  when  they  don’t  know  what  they’re 
talking  about! 


FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 

with  DICARBOSir  antacid 

■ effective  neutralizing  power -Two  tablets  in  vitroi, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste— A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (10  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif,  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magaiesium  Carbonate  0.011  Gm.,  Magnesium  TH- 
silicate  0.006  Gm. 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 
319  South  4ih  Street  • St.  Louis,  Missouri  63102 
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CO-GEL 

THE  NEW  ANTACID 
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IN  VITRO  MEASUREMENT  OF 
ANTACID  ACTIVITY 

Procedure  of  Holbert,  Noble  and  Grote 

20  40  60  80  100  120  140  160 

TIME  (Minutes) 


Aluminum  Hydroxide  Magnesium  Carbonate  Co- Precipitate  (1  gram) 
•mm  tmm  mmm  •mmm  Aluminum  Hydfoxide  Liquid  Gel  U.S.P.  (15  ml.) 

• ••••••••••  Aluminum  Hydroxide  Dried  Gel  U.S.P.  (1  gram) 


Holbert,  J.  M.,  Noble,  N.,  and  Grote,  I.  W. — Jnl.  Amer.  Pharm.  Assoc.  (Sci.  Ed.)  37,292  (1948). 


IMow,  an  antacid  tablet  with  the 
effectiveness  of  a liquid  I 


FORMULA 

Each  CO-GEL  Tablet,  and  teaspoonful  of  CO-GEL 
Liquid,  contains  330  mg.  of  Aluminum  Hydroxide 
Magnesium  Carbonate  Co-Hecipitate.  Tablets  have 
a chewable  base.  Both  forms  are  mint  flavored. 


CO-GEL  is  not  just  another  antacid,  but  rather  it’s  an 
entirely  new  antacid  compound  for  gastritis,  hyperacidity 
and  peptic  ulcers.  It  is  an  Aluminum  Hydroxide  formu- 
lation with  Magnesium  Carbonate  Co-Precipitate.  The 
Co-Precipitate,  a new  chemical,  gives  CO-GEL  Tablets 
the  speed  of  action  and  the  duration  of  a liquid  antacid. 

The  above  chart  compares  the  antacid  action  of  the 
COGEL  Tablet  formula  with  both  liquid  and  dry 
A1(0H)3.  Notice  that  CO-GEL  neutralizes  acid  faster 
than  A1  ( OH  )3  dried  gel  tablets  and  has  a prolonged  buffer- 
ing action.  The  CO-GEL  curve  parallels  that  of  liquid 
A1(0H)3. 

Liquid  CO-GEL,  containing  the  Co-Precipitate,  is  also 
available.  CO-GEL  is  reasonably  priced  to  the  patient. 
Availability:  CO-GEL  Tablets  ( bottles  of  100  and  1,000) 
CO-GEL  Liquid  (pints  and  gallons). 

For  complete  information  and  samples, 
write  to  Dept.  RM-105 


CONTRAINDICATIONS 

None. 


DOSAGE 

For  relief  of  hyperacidity,  peptic  ulcers  or  gastritis, 
chew  one  tablet  (or  take  one  teaspoonful).  Repeat 
in  1 hr.  if  necessary. 


THE  ULMER 
PHARMACAL 
COMPANY 

1400  Harmon  Place 
Minneapolis,  Minn.  55403 
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Dear  Doctor: 


■ Please  take  J minutes 
to  fill  out  the  reverse 
side  of  this  survey  post- 
card for  your  Journal 


TEAR 

OUT 

AND 

MAIL 


FIRST  CLASS 

Permit  No.  763 
Denver,  Colorado 


BUSINESS  REPLY  MAI  L 

NO  POSTAGE  STAMP  NECESSARY  IF  MAILED  IN  THE  UNITED  STATES 


POSTAGE  WILL  BE  PAID  BY- 


COLORADO  MEDICAL  SOCIETY 
1809  East  18th  Avenue 
Denver,  Colorado  80218 


Thanh 

you! 


fill  in  rbadcrship  survey 

• TEAR  OUT  POSTCARD  AND  MAIL 


What  is  your  specialty? 

What  is  your  secondary  specialty?-^ 

In  what  size  town  do  you  practice? 

□ Under  50,000  □ 50,000-100,000  □ 100,000-250,000  □ Over  250,000 

What  is  your  age? 

□ Under  40  □ 40-60  □ Over  60 

How  much  time  do  you  devote  to  each  issue  of  this  journal? 

□ Under  15  min.  □ 15  min.  to  1 hr.  □ Over  1 hr. 

Do  you  maintain  this  journal  in  a permanent  file? 


□ Yes 


□ No 


What  features  of  this  journal  do  you  regularly  read? 


Do  you  see  pharmaceutical  detailmen 

□ Regularly?  □ Seldom? 


□ Never? 


Do  you  read  pharmaceutical  mail 

□ Regularly?  □ Seldom? 


□ Seldom? 


□ Never? 


Montana  Academy  of  Oto-Ophthalmology 

The  Annual  Meeting  of  this  organization  will  be 
held  September  17-18,  1966,  at  the  Baxter  Hotel  in 
Bozeman,  Montana. 

An  interesting  program  has  been  arranged,  and 
the  following  speakers  will  be  presented: 

Samuel  J.  Kimura,  MD,  Professor  of  Ophthalmol- 
ogy, University  of  California,  San  Francisco  Med- 
ical Center,  San  Francisco,  California. 

Lewis  E.  Morrison,  MD,  Assistant  Professor  of 
Otorhinolaryngology,  Indiana  University  School  of 
Medicine,  Indianapolis,  Indiana. 

James  T.  King,  MD,  Assistant  Professor  of  Oto- 
laryngology, Emory  University,  Atlanta,  Georgia. 

Ernest  M.  Bargmeyer,  MD,  Missoula,  will  present 
his  qualifying  paper  for  membership  in  the  Acad- 
emy. 

The  Montana  Medical  Association  meetings  will 
be  in  Bozeman,  September  15-17,  1966,  and  many 
of  you  will  certainly  wish  to  arrange  your  schedules 
to  attend  both  meetings. 


Arizona  Chest  Disease  Symposium 

April  8-9, 1967 

Ramada  Inn — Tucson,  Arizona 


The  Pacific  Coast  Fertility  Society 

The  Eourteenth  Annual  Meeting  of  the  Pacific 
Coast  Eertility  Society  will  be  held  at  the  El  Mirador 
Hotel,  Palm  Springs,  California,  October  13-16, 
1966. 

A stimulating  and  outstanding  program  in  the 
broad  field  of  reproductive  physiology  will  be  offered. 
Among  the  distinguished  Guest  Lecturers  are:  S.  J. 
Behrman,  MD,  Professor  of  Obstetrics  and  Gyne- 
cology, University  of  Michigan;  Nicholas  Vorys, 
MD,  Department  of  Obstetrics  and  Gynecology, 
Ohio  State  University;  Dr.  Vagn  Sele  and  Dr. 
V.  Aasted  Erandsen,  both  of  Copenhagen,  Denmark. 

The  meeting  is  open  to  physicians,  interns,  resi- 
dents and  nurses.  Information  may  be  obtained  by 
writing  to  the  office  of  the  Society  at  5410  Wilshire 
Boulevard,  Los  Angeles,  California  90036. 


American  Fracture  Association 
1966  Annual  Meeting 

November  1-5 
Macuto  Sheraton  Hotel 
Caracas,  Venezuela 

Maternal  and  Child  Health 

Children’s  Hospital,  Denver,  will  sponsor  Nebras- 
ka Day,  an  all  day  postgraduate  program  emphasiz- 
ing maternal  and  child  health  on  Eriday,  October  2 1 , 
1966.  Speakers  from  both  Nebraska  and  Colorado 
will  discuss  obstetric,  pediatric,  medical  and  surgical 
topics. 

A package  deal  will  include: 

— Registration  for  the  scientific  program. 

— Brown  Palace  Hotel  accommodations  for  two  on 
Friday,  October  21  and  Saturday,  October  22. 

— Chartered  bus  service  from  the  Brown  Palace 
Hotel  to  Folsom  Stadium  in  Boulder  and  return 
(2  seats)  on  Saturday,  October  22. 

— Box  lunches  on  the  bus  (2). 

■ — -Tickets  to  the  Nebraska-Colorado  football  game 
for  two. 

Total  cost:  $70.00  (Subtract  $10.00  if  you  already 
have  football  tickets — they  are  probably  better  seats). 

This  offer  is  limited  to  100  physicians  on  a first 
come  basis  and  will  expire  on  September  30,  1966 
unless  it  is  fully  subscribed  before  then. 

Registrations  will  be  accepted  in  the  order  of  their 
postmark. 

Mail  your  check  payable  to  “Nebraska  Day  Post- 
graduate Meeting”  to  Joseph  Butterfield,  MD,  Chil- 
dren's Hospital,  19th  Avenue  at  Downing,  Denver, 
Colorado  80218.  Write  or  call  for  further  informa- 
tion. Telephone  No.:  244-4377,  Area  Code  303. 


COMPAC  Luncheon  Annual 
Membership  Meeting 

Monday,  September  26,  1966  at  12:30  p.m. 
Broadmoor  Hotel,  Main  Dining  Room 

Advance  registration  necessary.  Price  $3.50.  Send 
check  to  COMPAC,  c o Mrs.  Joyce  Boe,  Exec.  Sec., 
3251  South  Josephine  Street,  Denver,  Colorado 
80210. 

Oecupational  Health 

September  26-30,  1986 
Portland,  Oregon 

The  26th  Annual  Congress  on  Occupational  Health 
of  the  American  Medical  Association  and  the  92nd 
Annual  Session  of  the  Oregon  Medical  Association 
will  be  held  in  conjunction  with  the  13th  Annual 
Pacific  Northwest  Occupational  Health  Conference. 
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CONTRAINDICATIONS:  llosone  is  contraindicated  in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver  disease  or  dysfunction. 

SIDE-EFFECTS:  Even  though  llosone  is  the  most  active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug  idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported.  There  have  been  no  known  fatal  or  definite  resid- 
ual effects.  Gastro-intestinal  disturbances  not  associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local  stimulating  action  of  llosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

DOSAGE:  Children  under  25  pounds— 5 mg.  per  pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults  and  children  over  50  pounds— 250  mg.  every 
six  hours.  For  severe  infections,  these  dosages  may  be  doubled. 

Available  in  Pulvules'®,  suspension,  drops,  and  chewable  tablets,  llosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed  with  water. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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'n  this  occasion  of  the  second  annual  “New 
Mexico”  issue  of  the  Rocky  Mountain  Medical 
Journal,  I bring  warm  greetings  to  all  of  our 
neighbors  in  this  six  state  area  from  their  friends 
in  New  Mexico.  I would  like  to  congratulate  all 

the  physicians 

Physicians’  Dwindling  who  contributed 

Interest  in  to  this  issue  and 

Medical  Affairs!  it  is  with  pleasure 

that  I note  that 

these  contributions  have  arrived  from  Las  Vegas, 
Portales,  Las  Cruces  as  well  as  Albuquerque  and 
Santa  Fe.  Such  signs  of  interest  are  particularly 
warming  at  this  time  when  it  seems  that  there  is  a 
dwindling  interest  in  the  affairs  of  medicine  by 
the  physicians  themselves. 

In  Albuquerque,  the  Bernalillo  County  Medical 
Association  was  recently  forced  to  make  some  con- 
stitution and  by-laws  changes  so  that  the  business 
of  the  association  could  be  carried  out,  now  by 
permitting  a small  minority  of  active  membership 
to  conduct  its  affairs.  This  was  a necessary  change 
based  on  several  years’  experience.  Actually,  a 
mail  ballot  was  required  to  approve  the  lowered 
membership  requirement  since  there  were  not 
enough  members  present  at  the  regular  meeting  to 
vote  on  the  proposition,  despite  advance  notifica- 
tion by  mail.  We  have  heard  of  similar  conditions 
prevailing  at  other  county  medical  societies. 

Yes,  we  had  the  inducement  of  a social  hour 
and  banquet,  but  the  incentives  of  fellowship  and 
purpose  were  not  sufficient  to  attract  the  mem- 
bers. That  some  physicians  are  still  interested  is 
indicated  by  the  ability  of  Bernalillo  County  to 
maintain  its  complement  of  representatives  at  the 
New  Mexico  Medical  Society’s  House  of  Dele- 
gates; these  physicians  must  attend  at  least  half 
of  the  county  association’s  meetings  during  the 
year  that  they  represent  their  fellows  at  a state 
level.  No  unexcused  absences  are  permitted. 

Similarly,  the  physicians  voting  for  and 
against  present  hospital  policies  and  those  actively 
orienting  and  implementing  continuing  and  new 
hospital  regulations  represent  a diminishing  per- 
centage of  the  community’s  physicians.  Active 
hospital  staff  membership  includes  the  prerogative 
of  voting  on  hospital  staff  decisions.  An  associate 


or  courtesy  staff  member  is  not  allowed  to  vote. 
Each  year,  when  hospital  staff  appointments  are 
reviewed,  lack  of  attendance  at  meetings  (or  lack 
of  valid  excuse — which  is  still  permitted  by  our 
hospital  regulations)  is  the  primary  cause  for 
changing  the  status  of  Dr.  X from  an  active  to 
an  associate  or  courtesy  member. 

It  is  sad  to  reflect  that  only  about  half  of  the 
staff  physicians  in  two  of  our  Albuquerque  hos- 
pitals now  have  a vote  in  determining  hospital 
policies.  The  other  physicians  maintain  their  ad- 
mitting privileges,  but  other  commitments  ap- 
parently prevent  their  participation  in  the  staff 
and  committee  meetings  which  are  the  responsi- 
bility of  the  active  staff  members,  and  so  neces- 
sary for  the  proper  operation  of  the  hospitals. 

Thus,  decisions  are  being  made  at  the  hospital 
and  county  medical  society  levels  by  minority 
rule.  It  would  seem  to  me  that  if  leadership  in 
hospital,  community  health  and  medical-social 
activities  is  to  be  maintained  by  the  physicians  it 
would  be  necessary  to  have  effective  local  medical 
societies  and  active  hospital  staffs.  Such  effective- 
ness would  depend  entirely  upon  adequate  partici- 
pation by  the  majority  and,  in  days  such  as  these, 
the  participation  may  be  a life  or  death  matter  for 
the  profession. 

TOM  L.  CAER,  MD,  President 
New  Mexico  Medical  Society 

T HE  SCIENTIFIC  SESSION  of  the  New  Mexico 
Medical  Society  was  held  in  May,  1966,  at  the 
University  of  New  Mexico.  The  two-day  program 
had  many  outstanding  speakers  lecturing  on  uri- 
nary tract  infections,  rubeola  and  rubella,  oxy- 
gen therapy,  respiratory 
distress  syndrome,  shock, 
burns,  tranquilizers  and 
energizers,  birth  control 
and  contact  lenses;  there 
were  also  two  panel  discussions  on  shock  and  in- 
halation therapy. 

These  lectures  were  transmitted  simultaneous- 
ly to  conference  rooms  at  Presbyterian  Hospital  in 
Albuquerque  and  St.  Vincent  Hospital  in  Santa 
Fe  as  a communication  experiment,  costs  borne 
by  the  medical  society  and  the  Mountain  States 


Progress  in 
Communications 


for  September,  1966 


39 


Telephone  and  Telegraph  Company.  A method 
recently  tried  in  some  teaching  institutions  was 
utilized.  The  lecturer,  sitting  in  front  of  a special 
writing  instrument,  sketched  his  visual  material 
on  it  and  this  was  flashed  to  a screen  for  the  im- 
mediate physical  audience;  simultaneously,  his 
sketches  were  transmitted  by  the  Victor  Electro- 
writer Remote  Blackboard  to  a screen  in  a class- 
room many  miles  away.  Additionally,  his  spoken 
word  arrived  synchronously  by  means  of  a tele- 
phone network.  This  method  does  not  permit 
transmission  of  prepared  slides  or  photographs.  At 
this  particular  meeting  the  speakers  remained  at 
the  podium,  so  it  was  necessary  for  an  assistant 
(the  new  President  of  the  medical  society)  to  sit  at 
the  special  transmitting  instrument  and  synthesize 
the  speakers’  visual  data;  occasionally  he  added 
irrelevant  but  interesting  information  such  as 
“Chalkboard  being  installed  at  this  time”  or 
“Sorry  if  you  hear  any  feedback.”  An  additional 
feature  was  the  ability  of  the  listener  in  the  re- 
mote area  to  send  questions  back  to  the  main  hall 
and  receive  answers. 

This  new  audio-visual  development  holds 
promise  of  being  a valuable  teaching  tool  with 
obvious  advantages  to  companies,  communities 
and  institutions  as  a simple  and  practical  device 
for  continuing  education.  Clear  reception  did  not 
always  obtain,  so  that  at  times  voices  dwindled, 
possibly  because  the  speakers  moved  or  turned 
their  backs  to  the  live  audience;  occasionally  the 
pictures  blurred,  possibly  because  of  overcompli- 
cated illustrations;  there  was  also  interference  on 
the  second  day,  with  jamming  of  the  program  by 
a local  radio  station.  A local  wit  alleged  that  the 
radio  station  was  owned  by  a chiropractor.  It  is 
apparent,  however,  that  the  method  holds  great 
promise. 

Dr.  R.  C.  Derbyshire,  editor  of  the  Newsletter 
of  the  New  Mexico  Medical  Society,  described 
this  experiment  in  the  May,  1966,  issue,*  and 
concluded  that  “Because  of  our  faith  in  Mr. 
( Alexander  Graham  ) Bell  we  are  certain  the  diffi- 
culties in  telephone  transmission  of  lectures  will 
soon  be  corrected.  Whether  or  not  this  will  ever 
prove  a satisfactory  substitute  for  the  real  thing 
or  for  closed  circuit  television  is  questionable.” 

One  great  expectation  was  not  achieved.  A 


* Some  of  the  information  in  Dr.  Derbyshire's  article  has 
been  used  in  the  present  editorial,  with  permission. 


speaker  who  was  dull  either  because  of  his  sub- 
ject or  manner  of  presentation  did  not  become 
exciting  or  interesting  because  of  the  remarkable 
instrumentation;  rather,  the  reverse  was  true. 

Furthermore,  the  interest  in  the  peripheral  area, 
as  judged  by  attendance,  was  slight.  No  more 
than  four  people  could  be  counted  at  one  time 
in  the  Santa  Fe  conference  room,  if  the  repre- 
sentative of  the  company  was  excluded,  and  I 
am  told  that  there  was  about  the  same  number 
in  the  remote  hall  in  Albuquerque.  The  subjects 
were  useful  and  practical,  the  speeches  were  good, 
the  instrumentation  fair,  and  the  tendency  to 
slumber  was  only  minimal  since  the  remote 
room  was  well  illuminated.  But  the  motivation 
to  attend  did  not  seem  to  be  present. 

Several  reasons  for  this  seem  possible.  Perhaps 
the  publicity  was  poor  and  few  physicians  knew 
about  the  transmission.  This  factor  cannot  be 
evaluated.  Perhaps  another  important  factor  may 
be  the  difficulty  a physician  has  in  attending  a 
meeting  in  his  own  hometown.  This  can  be  formu- 
lated as  a general  law:  “The  closer  a physician 
lives  to  the  site  of  a medical  meeting,  the  poorer 
are  his  chances  of  attending  that  meeting.” 

However,  a more  likely  explanation  for  dwin- 
dling attendance  may  be  based  on  the  informa- 
tion explosion,  and  its  corollaries,  the  increasing 
complexity  of  technologies  and  the  inevitability 
of  further  specialization.  Thus,  no  one  subject 
can  be  explored  in  depth  at  a general  meeting,  and 
few  listeners  feel  satisfied  that  their  time  was 
well  spent.  When  medical  society  minutes  of  50 
and  75  years  ago  are  reviewed,  it  becomes  ap- 
parent that  postgraduate  education  has  moved 
out  of  the  medical  society  and  into  the  hospitals, 
teaching  institutions  or  specialty  societies.  If 
this  is  generally  true — and  I do  not  know  this — 
then  perhaps  it  is  wasteful  for  a state  organization 
to  lavish  funds  on  a scientific  session  that  is  of 
little  interest  to  its  members;  rather  should  the 
funds  be  used  for  continuation  centers,  hospital 
or  specialty  seminars  or  general  practitioner 
courses  such  as  those  established  by  the  Univer- 
sity of  Colorado  or  Kansas. 

We  may  be  in  the  midst  of  an  educational  evo- 
lution and  it  is  possible  that  the  general  scientific 
session  of  the  state  medical  society  will  be  one 
of  the  casualties,  despite  improved  methods  of 
communication. 

MARCUS  SMITH.  MD 

Santa  Fe 
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A doctor  runs  for  congress 

Jack  C.  Redman,  MD,  Albuquerque 


Candid  reflections  by  a highly  esteemed 
general  practitioner  on  his  two,  almost 
successful,  campaigns  for  a congressional 
seat.  We  are  proud  of  a colleague  who  has 
the  fortitude  to  he  this  much  of  a good 
citizen.  More  power  to  him.  He  has  done 
what  more  physicians  should  do — for 
the  sake  of  our  profession  as  well  as 
our  country!  Take  particular  note  of  his 
last  paragraph. 

The  rally  in  roswell  had  ended.  It  was  night, 
and  the  Bonanza  was  headed  back  to  Albuquer- 
que. Suddenly,  about  80  miles  from  home,  there 
was  an  unreported  thunder  and  electrical  storm, 
and  the  plane  bounced  around  like  a cork  on  a 
high  sea.  The  radio  sputtered  and  died.  The  lights 
went  out.  The  engine  droned  on. 

“Generator’s  gone,”  said  the  pilot  to  his  two 
passengers,  one  a member  of  the  AFL-CIO,  the 
other  a G.P.  The  pilot  was  Hank  Cryer,  an  anes- 
thesiologist. I was  the  G.P.,  and  a candidate  for 
the  United  States  House  of  Representatives  for 
the  second  time  (1962  and  1964).  The  union 
man,  Tom  Garcia,  was  treasurer  of  my  campaign 
committee.  Our  Chairman,  obstetrician  Bill  Johns, 
was  planning  strategy  in  another  part  of  the  state. 

“What  now.  Hank?”  asked  Tom. 

“We  fly  in  and  land  without  lights,  radio,  or 
flaps.  If  there’s  enough  power  in  the  batteries,  the 
landing  gear  will  lower.  Otherwise  we’ll  have  to 
lower  it  manually.”  He  pointed  to  the  manual 
handle. 

There  we  were.  Hank,  friend  and  colleague  who 
had  flown  me  into  and  out  of  every  airport  and 
landing  strip  possible  in  New  Mexico  (as  had  his 
wife  Jeannie),  and  a few  not  so  possible,  during 
my  two  campaigns  for  Congress;  Tom,  friend,  ad- 
viser, and  patient  (I  had  delivered  five  of  his 
beautiful  children) ; and  myself. 


There  wasn’t  much  to  say  as  the  engine  droned 
on.  The  reflection  of  Albuquerque’s  lights  glowed 
from  behind  the  Sandia  Mountains  which  loomed 
ahead  in  the  distance.  There  was  plenty  of  time 
to  think,  however — much  too  much  time. 

1 recalled  all  the  tremendous  experiences  of  the 
past  four  years,  made  possible  by  getting  into  the 
political  arena  as  an  active  combatant.  I remem- 
bered the  moment  when  1 made  the  decision  to 
run  for  Congress  the  first  time.  It  was  in  1961  at 
at  a breakfast  meeting  of  our  Church  Men’s  group. 
I had  introduced  a fellow-member  who  was  the 
featured  speaker.  Senator  Clinton  P.  Anderson.  I 
had  not  been  shy  in  my  criticism  of  the  Senator’s 
health  care  proposal  during  the  1960  campaign.  I 
remembered  thinking  how  great  it  was  to  live  in  a 
country  where  partisan  differences  need  not  des- 
troy personal  friendships.  Toward  the  end  of  his 
talk,  the  Senator  said,  “I  say  to  you  that  it  is  high 
time  more  of  you  come  down  from  the  balcony  as 
spectators,  and  get  into  the  arena  of  political  ac- 
tion.” He  explained  that  he  meant  both  as  candi- 
dates and  as  supporters  of  candidates.  I entered 
the  arena. 

In  the  months  which  followed.  Bill  put  together 
a committee  of  dedicated  people  which  was  to  take 
us  from  “Who’s  he?”  to  lead  the  ticket  in  both 
1962  and  1964,  and  almost  win  both  times. 
Nucleus  of  our  committee  was  a pair  of  newly- 
emerging  political  powers — women,  and  doctors, 
most  of  whom  had  never  worked  in  a political 
campaign  before,  and  all  of  whom  gave  of  their 
time,  their  energy,  and  their  talents  in  heroic 
quantities. 

We  were  very  fortunate  to  enlist  the  profession- 
al assistance  of  one  of  the  best  TV  directors  in  the 
business,  who  undertook  the  herculean  task  of 
presenting  a candidate  totally  unknown  to  the 
voters.  The  success  of  Wayne’s  efforts,  and  all  the 
others,  was  shown  on  election  day.  Between  the 
start  and  the  finish  I had  to  learn  one  particular 
lesson,  and  that  was  that  political  candidates  are 
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like  any  other  competitive  product.  They  must  be 
“sold”  on  their  own  merits,  and  not  by  knocking 
their  competitors. 

As  the  pace  of  the  campaign  picked  up,  it  be- 
came increasingly  important  that  each  of  us  tend 
to  our  own  jobs.  Mine  was  to  meet  people,  shake 
hands,  give  talks,  discuss  issues.  The  committee’s 
job  was  to  make  all  this  possible,  and  to  get  me 
where  I was  to  go,  on  time  and  away  in  time.  In 
this  way  there  was  a minimum  of  conflict  between 
and  among  us. 

No  campaign  can  accomplish  anything  without 
money,  a prime  concern  of  any  candidate  and  any 
committee.  Particularly  difficult  was  the  fact  that 
1 was  in  solo  practice.  This  meant  increasing  time 
away  from  the  office.  My  colleagues  did  a tremen- 
dous job  seeing  to  it  that  continuing  care  was  al- 
ways available  to  my  patients.  My  patients  did  a 
tremendous  job  of  understanding  that  seeking  to 
work  in  elective  office  means,  many  times,  that  we 
must  give  up  what  means  most  to  us  in  order  to  do 
so.  In  two  campaigns  I lost  very  few  patients  be- 
cause I was  a Republican  and  they  were  Demo- 
crats. I was  even  proud  of  the  ones  who  openly  op- 
posed me  because  they  “didn’t  want  to  lose  a 
doctor.” 

A surgeon  colleague,  Gil  Grady,  took  on  the 
task  of  fund-raising,  and  did  a magnificent  job, 
along  with  a great  finance  committee.  It  didn’t 
take  us  long  to  learn  the  truth  of  the  axiom,  “Bet- 
ter one  dollar  from  a hundred  people  than  a hun- 
dred dollars  from  one  person.”  Modest  as  we  were, 
however,  we  soon  adjusted  the  figures  of  that  ax- 
iom upward.  I think  it  can  be  honestly  said  that 
there  have  been  few  campaigns  which  ever  ac- 
complished so  much  on  so  little. 

The  chairman  had  to  attend  to  a myriad  of  de- 
tails: coordinating  with  the  Party,  speaking  en- 
gagements, billboards,  brochures,  matchbooks, 
cards,  pins,  scheduling,  radio  and  TV  time.  Daily 
programs  of  activities  were  prepared  so  that  I 
might  know  what  was  expected  of  me  at  any  mo- 
ment. 

Our  two  great  chairwomen,  Nancy  Koch  (wife 
of  a G.P.)  and  Louise  Bundy  (wife  of  my  TV 
producer,  and  candidate  for  Secretary  of  State 
this  year),  coordinated  the  efforts  of  ladies’  groups 
throughout  the  state.  Women  were  the  real  key  to 
the  success  of  both  of  my  campaigns.  They 
knocked  on  doors,  distributed  literature,  held  cof- 
fees, scheduled  speaking  engagements,  raised 
money,  and  worked  at  the  polls.  Hats,  bearing  my 
name,  which  ladies  all  over  the  state  wore  are  still 


being  copied.  The  names  are  different,  but  people 
still  refer  to  them  as  “Redman  hats.” 

Doctors  found  that  they  alienated  very  few  pa- 
tients by  letting  their  partisanship  show.  They  were 
invaluable  allies.  Our  NEMPAC  and  AMPAC  and 
BIPAC  groups  came  into  being  and  began  to  show 
the  tremendous  potential  of  these  organizations. 

In  the  final  analysis,  the  key  to  success  in  every 
campaign  is  personal,  hand-to-hand  contact  with 
the  voters.  In  my  case  this  even  included  a frac- 
tured right  fifth  metacarpal.  After  a speech  in 
which  I said  we  should  take  Communist  Yugo- 
slavia and  Poland  off  our  payroll,  a huge  Yugo- 
slavian immigrant  grabbed  my  hand  and — there  it 
went.  I had  a very  proud  sore  hand.  Next  night  I 
was  at  the  Candidates’  Fair  at  Los  Alamos.  A 
little  old  lady  who  must  have  weighed  at  least 
eighty  pounds  grabbed  my  hand  and  squeezed.  My 
knees  buckled  and  tears  came  to  my  eyes.  “Did  I 
hurt  you,  honey?”  she  asked.  I said  “No,  Ma’m” 
and  explained  what  was  wrong.  A Democrat  can- 
didate whose  booth  was  next  to  mine  overheard 
all  this.  When  the  little  old  lady  had  left,  he  came 
over. 

“Jack,  you’ve  got  to  learn  how  to  shake  hands,” 
he  said.  I agreed.  He  showed  me  that  I would  feel 
no  pain  if  I extended  my  index  finger  while  shak- 
ing with  someone.  It  worked!  From  that  moment 
on  I did  it,  and  I rapidly  learned  every  lodge,  fra- 
ternity and  sorority  grip  in  New  Mexico. 

Barbecues  are  almost  ritual  in  every  campaign. 
I think  we  had  barbecued  everything — or  anything 
— at  one  time  or  another.  At  one  momentous  bar- 
becue on  the  Navajo  Reservation  I gave  a short 
talk  in  Navajo  which  I read  from  phonetic  notes  I 
made  from  a Navajo  friend’s  translation.  Ordinari- 
ly the  Indians  seem  to  pay  no  attention  to  a politi- 
cal orator,  but  they  hear  everything.  In  my  case, 
that  day,  they  made  an  exception,  for  I almost 
broke  up  the  meeting  with  my  pronunciation.  They 
loved  it,  though,  because  I tried.  At  any  rate  they 
helped  me  carry  the  county  by  over  a thousand 
votes. 

Throughout  this  reflection  on  political  cam- 
paigning, the  role  of  people,  concerned  with  other 
people  and  with  the  process  of  government,  is  evi- 
dent. I believe  that  concern  is  deepening,  and  will 
continue  to  deepen  as  time  goes  by.  One  key  rea- 
son for  this  is  that  our  children  are  listening  . . . 
and  watching  . . . and  participating.  Has  it  been 
worth  it? 

Our  ears  began  to  pop  as  Hank  made  the  ap- 
proach to  the  airport.  Occasionally  the  moon 
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shone  through  patches  in  the  clouds,  but  otherwise 
it  was  dark.  We  circled  once  to  check  the  wind 
sock.  Wind  out  of  the  north.  On  final  Hank 
pressed  the  gear  down  switch.  There  was  an 
agonized  whirring  as  the  landing  gear  crept  down. 

There,  in  the  dark  of  night,  he  brought  that 
plane  down,  without  lights  or  flaps,  first  just  touch- 
ing the  runway  with  the  wheels  to  make  certain  the 
landing  gear  was  locked.  It  was.  There  was  never 
a more  beautiful  landing  an3^here,  ever,  as  far  as 


we  were  concerned.  Yes,  it  was  worth  it,  and  I’m 
sure  that  each  of  us  told  God  so  in  our  own  way. 

There  are  just  a few  weeks  left  until  Election 
Day,  1966  . . . still  time  enough  for  you  to  get  in- 
to the  arena  with  your  time,  your  talents,  your  en- 
ergy and  your  money.  Please  get  involved.  Help 
your  candidate,  whoever  he  is.  Help  your  Party, 
whichever  it  is.  Become  active  in  your  PAC  group. 
Help  shape  good  government.  Our  children  de- 
serve it!  • 


Renal  insufficiency  during  administration 

of  methicillin* 


Ulton  G.  Hodgin,  MD,  Albuquerque,  New  Mexico 


A probable  syndrome  due  to  nephrotoxicity 
of  methicillin  is  reported. 

Renal  toxicity  due  to  penicillin  or  to  any  of  the 
semisynthetic  penicillin  derivatives  is  rare.^  The 
following  is  a case  report  of  transient  renal  in- 
sufficiency accompanied  by  a clinical  picture  sug- 
gesting an  abdominal  abscess  occurring  during  the 
administration  of  methicillin. 

Case  report 

A 21 -year-old  male  developed  a furuncle  over  his 
right  eye.  He  was  treated  initially  as  an  outpatient 
with  incision  and  drainage  and  an  injection  of  peni- 
cillin-G.  However,  the  lesion  persisted,  and  because 
of  the  development  of  chills  and  fever  to  104°F.. 
he  was  seen  in  Parkland  Memorial  Hospital  emer- 
gency room  and  admitted. 

Physical  examination  revealed  a blood  pressure  of 
120/70  and  temperature  of  104°F.  There  was  a large 
furuncle  on  his  right  forehead  surrounded  by  an  in- 
tense area  of  inflammation  and  edema  which  involved 
the  forehead,  periorbital  tissue  and  eyelids.  The  right 
bulbar  conjunctiva  was  injected  and  edematous.  The 
fundi  showed  normal-appearing  discs.  Auscultation 
of  the  lungs  revealed  a questionable  pleural  friction 
rub  but  otherwise  was  unremarkable.  Except  for 
tachycardia,  the  heart  was  unremarkable.  There  was 
no  abdominal  tenderness  or  organomegaly.  Except 
for  the  cellulitis  noted  above,  the  skin  was  clear.  The 


* This  work  was  performed  during  tenure  as  a post-doctoral 
research  trainee  under  Public  Health  Service  Training  Grant 
Tl-AI-30,  in  the  Department  of  Internal  Medicine,  The  Uni- 
versity of  Texas  Southwestern  Medical  School,  and  Parkland 
Memorial  Hospital,  Dallas,  Texas. 


neurological  examination  was  negative.  White  blood 
cell  count  was  1 1,900/mm'^,  with  47%  segmented 
neutrophiles  and  23%  band  forms.  There  were  no 
eosinophiles.  Urinalysis  revealed  a trace  of  albumin, 
0 to  4 white  cells  and  no  red  blood  cells/high  power 
field.  No  casts  were  seen.  Chest  x-ray  demonstrated 
multiple  patchy  areas  of  infiltration  compatible  with 
septic  emboli. 

Blood  cultures  and  cultures  from  the  forehead 
furuncle  were  obtained  and  he  was  started  on  8 gm. 
of  methicillin  IM  per  day.  Subsequently  both  cul- 
tures produced  a coagulase-positive  Staphylococcus 
aureus  inhibited  by  penicillin  and  methicillin  at  the 
1.25  pg.  ml.  level.  The  methicillin  was  continued.  On 
his  fifth  hospital  day  a left  pleural  effusion  was  noted 
on  chest  x-ray  and  a chest  tube  was  inserted.  The 
following  day  signs  of  an  acute  abdomen  appeared, 
laparotomy  was  performed  and  the  spleen,  apparent- 
ly lacerated  inserting  the  chest  tube,  was  removed. 
His  immediate  postoperative  course  was  unremark- 
able, and  he  was  afebrile  and  apparently  doing  well. 

Three  days  following  operation  and  nine  days 
following  the  initiation  of  methicillin,  he  developed 
a generalized  erythematous  maculopapular  rash. 
Diphenhydramine  hydrochloride  was  begun,  the  pru- 
ritis  ceased,  and  the  rash  faded  somewhat  but  con- 
tinued to  be  present.  Methicillin  was  continued  fol- 
lowing this  response  to  diphenhydramine  hydrochlo- 
ride. Subsequently  he  seemed  to  be  doing  well;  he 
was  afebrile  and  his  leucocyte  count,  probably  second- 
ary to  splenectomy,  varied  between  15,000  and 
22,000.  mm^.  No  eosinophiles  were  present.  BUN 
and  serum  creatinine  were  normal.  Twenty-two  days 
after  beginning  methicillin,  the  patient  developed  a 
temperature  elevation  to  ]01°F.  followed  over  the 
next  two  days  by  bilateral  flank  pain  which  was 
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greater  on  the  left.  Leucocytosis  of  18,000,  mm^.  de- 
veloped with  35%  eosinophiles.  Urine  revealed  RBC 
too  numerous  to  count,  30-40  WBC  per  HPF,  trace 
albumin  and  no  casts.  BUN  rose  to  25  mg.%  and 
creatinine  to  2.3  mg.%.  Creatinine  clearance  was  27 
ml.  min.  Urinary  output  did  not  fall  below  1000 
cc.  24  hours. 

On  physical  e.xamination  the  blood  pressure  was 
140  90.  the  skin  rash  was  still  evident,  the  abdomen 
was  distended  and  tender  to  pressure,  and  one  ex- 
aminer felt  a left  flank  mass.  There  was  no  lymph- 
adenopathy  or  arthritis. 

Intravenous  pyelogram  revealed  swollen  tense  renal 
outlines  bilaterally  without  evidence  of  a perinephric 
abscess.  Using  the  method  described  by  Karn,-  the 
cortical  surface  area  of  both  kidneys  was  found  to  be 
increased.  The  cortical  surface  area  of  the  right 
kidney  was  enlarged  by  1.0  standard  deviation  and 
the  left  kidney  by  2.5  standard  deviations. 

Because  of  the  possibility  of  abdominal  abscess,  the 
patient  had  a laparotomy,  which  revealed  both  kid- 
neys to  he  enlarged,  tense  and  edematous.  Biopsy  was 
considered  but  not  done  because  of  fear  of  bleeding. 
Careful  search  revealed  no  intra-abdominal  pus.  Post- 
operatively,  methicillin  was  discontinued,  and  over 
the  next  two  weeks  the  hematuria  disappeared  and 
the  blood  pressure  returned  to  normal.  During  the 
following  two  months  the  BUN  and  creatinine  clear- 
ance returned  to  normal. 

The  patient  was  finally  discharged,  afebrile  and 
with  a normal  hematologic  picture,  one  month  fol- 
lowing his  second  operation.  He  has  appeared  entire- 
ly well  during  several  outpatient  visits  since  that  time. 

Discussion 

Renal  toxicity  during  the  administration  of 
methicillin  has  been  infrequently  reported.  Allen, 
Roberts  and  Kirby, in  a review  of  20  patients  with 
staphylococcal  septicemia  treated  with  methicillin, 
reported  two  patients  who  during  therapy  de- 
veloped transient  blood  urea  nitrogen  elevations. 
Both  patients  continued  to  receive  methicillin 
without  progression  of  their  renal  lesions  and 
without  other  evidence  of  drug  hypersensitivity. 
The  authors  speculated  that  the  azotemia  was  the 
consequence  of  a nephrotoxic  property  of  some 
strains  of  staphylococci  rather  than  a side-effect 
of  methicillin.  Grattan^  reported  a case  of  a five- 
year-old  male  who  developed  dysuria  and  dark- 
colored  urine  on  several  occasions  following  the 
administration  of  methicillin.  On  one  occasion 
the  urine  was  examined  and  2*  protein  and  red 
blood  cells  but  no  red  blood  cell  casts  were  seen. 
Two  creatinine  clearances  were  done  with  values 
of  79  and  62  cc.  min.  Methicillin  was  discon- 
tinued and  one  month  later  urinalysis  and  creati- 
nine clearances  had  returned  to  normal. 

Feigin  and  Fiascone'  have  reported  a case  of  a 
two-year-old  boy  who  was  treated  with  intravenous 


methicillin  for  sepsis  due  to  Staphylococcus  aureus. 
On  the  14th  day  of  therapy  he  developed  a 
maculopapular  rash,  temperature  elevation  and 
eosinophilia.  Methicillin  was  continued  and  on  the 
23rd  day  his  urine  became  grossly  bloody  with 
occasional  red  cell  casts  and  2+  protein.  Blood 
urea  nitrogen  and  serum  creatinine  were  not  ele- 
vated. These  findings  resolved  over  a 10-day 
period  when  methicillin  was  discontinued. 

Recently,  Schrier,  et  al®  reported  three  cases 
of  penicillin  nephritis  and  one  case  of  methicillin 
nephritis.  The  case  of  methicillin  nephritis  oc- 
curred in  a patient  with  advanced  rheumatic  heart 
disease  and  pre-existing  compromised  renal  func- 
tion. Following  the  administration  of  methicillin, 
she  developed  hematuria  with  RBC  casts,  maculo- 
papular rash,  increasing  azotemia,  and  eosinophilia. 
This  acute  picture  resolved  following  the  termina- 
tion of  methicillin.  Renal  biopsy  in  one  case  of 
penicillin  nephritis  showed  diffuse  proliferative  and 
exudative  glomerulonephritis  and  small  artery 
vasculitis.  A repeat  biopsy  taken  1 1 months  later 
demonstrated  resolving  acute  glomerulonephritis 
and  arteriolonephrosclerosis.  It  should  be  noted 
that  all  four  of  these  cases  had  pre-existing  renal 
disease,  and  the  authors  speculate  that  the  pres- 
ence of  chronic  renal  disease  may  increase  the 
susceptibility  to  renal  insult  with  penicillin  or 
methicillin. 

In  1961,  Hewitt,  Finegold  and  Monzon'^  re- 
ported three  cases  of  transient  renal  dysfunction 
during  the  administration  of  methicillin.  On  the 
14th  to  the  28th  day  of  therapy  their  patients  de- 
veloped temperature  elevation,  chills,  leucocytosis, 
eosinophilia  up  to  20%,  hematuria,  oliguria  and 
elevation  of  BUN  and  serum  creatinine  levels  (see 
Table  1).  In  addition,  one  patient  had  bilateral 
costovertebral  angle  tenderness  and  maculopapular 

TABLE  1 

FINDINGS  IN  THREE  PATIENTS  WITH 

TRANSIENT  RENAL  INSUFFICIENCY  DUE  TO 
METHICILLIN* 


1 ) Reaction  on  14-28th  day 

2)  Chills,  temperature  elevation 

3)  Bilateral  CVA  tenderness 

4)  Dysuria,  hematuria,  frequency 

5)  Transient  oliguria 

6)  Elevation  of  BUN  and  creatinine 

7)  Leucocytosis  and  eosinophilia 

8)  Skin  rash 


* Hewitt,  et  at. 
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rash  over  the  flanks  and  thorax.  Upon  discon- 
tinuing the  methicillin,  the  above  signs  rapidly 
disappeared,  and  over  the  ensuing  two  months 
renal  function  gradually  returned  to  normal. 

On  his  22nd  day  of  methicillin  therapy,  the 
patient  reported  here  presented  a constellation  of 
symptoms  almost  identical  with  that  reported  by 
Hewitt  and  co-workers.  It  could  be  argued  that  the 
leucocytosis  and  eosinophilia  could  be  attributed 
to  his  post-splenectomy  state.®  However,  the  ab- 
dominal pain,  renal  abnormalities  and  skin  rash 
have  not  been  reported  as  part  of  the  post-splenec- 
tomy state.  It  is  important  to  note  that  this  pa- 
tient was  operated  upon  because  his  symptoms 
and  physical  findings  suggested  an  abdominal  ab- 
scess. Had  we  been  aware  of  this  complex  of 
symptoms  as  possibly  due  to  methicillin  sensitivi- 
ty, the  patient  might  have  been  spared  operation. 

The  etiology  of  this  reaction  to  methicillin  is 
not  clear.  Serum  sickness  is  suggested  because  of 
(1)  delay  in  onset  of  the  reaction,  (2)  tempera- 
ture elevation,  (3)  skin  rash  and  (4)  transient 
nature  of  the  abnormality.^  However,  there  are 
some  striking  differences  from  classical  serum 
sickness — specifically,  the  lag  period  of  22  days, 
which  is  in  excess  of  the  usual  eight  to  10  days 
encountered  with  serum  sickness,  the  absence  of 
lymphadenopathy  and  arthritis,  and  in  particular 
the  prominence  of  the  renal  abnormalities.  Because 
of  the  exceptional  rarity  of  renal  toxicity  due  to 
penicillin  or  the  synthetic  penicillin  derivatives, 
and  because,  thus  far,  a number  of  cases  of  tran- 
sient renal  abnormalities  associated  with  methicillin 
administration  have  been  reported,  the  author 
feels  that  methieillin  may  have  a direct  nephro- 


toxicity. However,  until  more  cases  are  seen  and 
biopsy  material  examined,  the  association  will  re- 
main speculative. 

Summary 

A case  of  staphylococcal  bacteremia  treated 
with  methicillin  is  presented.  On  the  22nd  day  of 
therapy  the  patient  developed  temperature  ele- 
vation, chills,  leucocytosis  with  eosinophilia,  cos- 
tovertebral angle  tenderness,  hematuria  and  ele- 
vated blood  urea  nitrogen  and  creatinine.  An  ab- 
dominal abscess  was  suspected,  but  at  operation 
only  large  swollen  kidneys  were  found.  It  is  sug- 
gested that  this  clinical  picture,  which  is  similar 
to  several  other  cases  reported  in  the  literature,  is 
due  to  nephrotoxicity  to  methicillin.  • 
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— — - ^ 

Recently  a new  law  was  passed  in  New  York  State  requiring  a prescription  for  stimulants 
and  depressants.  Designed  to  curb  the  spread  of  addiction  among  young  people,  most  of  its  pro- 
visions are  similar  to  those  of  the  Federal  Drug  Abuse  Control  Amendment  of  1965.  In  ad- 
dition the  New  York  law  specifically  prohibits  telephone  prescriptions  for  amphetamine,  bar- 
biturates and  narcotic  cough  medicine.  The  number  of  refills  is  sharply  limited  and  must  be 
specified  on  the  original  prescription.  . . . 

Although  New  Mexico  has  its  share  of  problems  with  narcotics,  its  scale  is  indeed  small 
compared  with  that  in  New  York.  Nevertheless,  there  is  possibly  too  much  informality  in 
prescribing  by  some  of  our  doctors  and  this  is  encouraged  by  the  pharmacists.  Although  we 
no  not  advocate  legislation  as  drastic  as  New  York's,  our  physicians  would  do  well  to  review 
the  present  laws  particularly  as  they  pertain  to  ordering  of  narcotics  by  telephone. — R.  C. 
Derbyshire.  MD,  in  Newsletter  of  N.M.  Med.  Soc.,  Santa  Fe,  May,  1966. 
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Iatrogenic  perforation  of  the  colon 

Report  of  a case 


Bentley  B.  Altizer,  MD,  Mercedes  F.  Altizer,  MD,  Portales,  New  Mexico, 
and  Martin  B.  Goodwin,  MD,  Clovis,  New  Mexico 


Survival  of  a newborn  with  rupture  of  the 
sigmoid  and  barium  peritonitis. 

Perforation  of  the  colon  has  numerous 
causes:  (1 ) perforation,  usually  cecal,  secondary  to 
overdistension  and  focal  necrosis  due  to  a distal  ob- 
structing lesion,  such  as  carcinoma,  Hirschsprung’s 
disease,  imperforate  anus,  or  atresia,  (2)  per- 
foration due  to  strangulation  and  necrosis  sec- 
ondary to  intussusception,  volvulus,  or  incarcera- 
tion of  cecum  or  sigmoid  in  an  inguinal  hernia,  (3) 
perforation  due  to  infection  or  inflammation  and 
ulceration,  and  (4)  iatrogenic  rectosigmoid  per- 
foration caused  by  thermometers,  enemas  or  in- 
strumentation. An  additional  small  group  labeled 
idiopathic  has  been  recorded. 

Thelander^  reported  26  cases  of  colonic  per- 


Fig.  1.  Flat  film  of  the  abdomen  showing  dilated 
large  and  small  bowel. 


oration  up  to  1939.  In  1957  Hartman  and  HilF 
reported  68  patients  with  rupture  of  the  colon 
by  compressed  air  with  a 78%  mortality,  and 
reported  two  cases,  one  in  a four-day-old  infant, 
who  died  of  peritonitis,  and  the  other  an  eight- 
month-old  child  who  recovered  after  rupture  of 
the  colon  during  a barium  enema.  Both  of  these 
children  were  operated  on  for  their  conditions. 

Case  report 

A 7-pound,  13  Vi -ounce  infant  was  delivered  Sep- 
tember 14,  1964  under  pudendal  block  anesthesia 
to  a 22-year-old  gravida  II,  para  1,  white  female 
after  seven  hours  of  labor.  The  infant’s  Apgar  score 
was  10.  Twelve  hours  later  it  was  noticed  that  the 
patient  vomited  brown  mucus.  However,  it  was  re- 
corded that  he  had  voided  and  had  passed  his  first 
stool.  Ten  hours  later,  the  patient  began  to  vomit  a 
large  amount  of  green,  malodorous  vomitus,  and  his 
abdomen  became  increasingly  distended.  At  that  time, 
the  night  shift  nursery  worker  was  contacted,  and  she 
admitted  that  he  had  not  passed  a normal  meconium 
stool,  but  had  merely  expelled  a little  stained  mucus, 
which  she  had  recorded  as  a stool.  The  patient 
vomited  on  two  more  occasions  before  a film  of  the 
abdomen  was  taken  (Fig.  1),  showing  dilated  small 
and  large  bowel,  excepting  the  descending  colon. 
Shortly  thereafter,  a barium  enema  was  performed 
(Fig.  2).  A Foley  catheter,  30  cc.  balloon  was  used. 
Findings  compatible  with  Hirschsprung’s  disease  were 
reported,  involving  the  distal  rectosigmoid.  During 
the  course  of  the  barium  enema,  the  colon  ruptured 
releasing  barium  into  the  peritoneal  cavity  (Fig.  3). 

A naso-gastric  tube  was  inserted,  the  operating 
room  staff  notified,  and  two  hours  later,  the  infant 
was  explored  through  a lower  midline  incision.  A rent 
about  one  inch  long  was  found  in  the  antimesenteric 
border  of  the  sigmoid,  just  above  the  peritoneal  re- 
flection through  which  barium  and  soft  meconium 
were  extruding  into  the  peritoneal  cavity.  The  small 
bowel  and  the  colon  were  markedly  distended  to 
the  splenic  flexure  of  the  colon.  The  small  bowel 
and  the  colon  were  readily  decompressed  with  multi- 
ple punctures,  using  a 25  gauge  needle  connected  to 
suction.  The  rent  in  the  sigmoid  was  closed  using 
three  layers  of  5-0  chromic  continuous  sutures.  The 
peritoneal  cavity  was  lavaged  with  warm  saline  to 
remove  as  much  barium  as  possible.  A small  trans- 
verse incision  was  made  in  the  left  upper  quadrant, 
and  the  descending  colon  was  pulled  through,  and  a 
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Fig.  2.  Barium  enema  showing  constriction  in  recto- 
sigmoid interpreted  to  be  Hirschsprung’s  disease. 


small  glass  rod  placed  under  the  colon.  A saphenous 
vein  cutdown  was  then  done. 

The  patient  was  maintained  on  intravenous  fluids 
for  another  day.  The  next  day,  the  colostomy  was 
opened  allowing  meconium,  barium  and  flatus  to  be 
expelled,  and  later  the  infant  was  started  on  frequent 
small  feedings  of  glucose  water  and  Coca-Cola  per 
naso-gastric  tube.  When  he  began  expelling  large 
amounts  of  flatus  the  next  day  the  nasogastric  tube 
was  removed.  Three  days  later  the  infant  was  taking 
half-strength  formula. 

From  this  point  the  patient  did  very  well,  with 
satisfactory  growth  and  development.  He  remained 
at  the  50th  percentile  on  the  Boston  Children’s  Medi- 
cal Center  growth  chart.  Occasional  bouts  of  diar- 
rhea were  controlled  with  Famine  with  Phenobarbi- 
tal. 

On  May  14,  1965,  at  eight  months  of  age,  the 
patient  had  a pull-through  operation  by  the  Duhamel 


Fig.  3.  Barium  enema  with  perforation  of  colon  and 
peritoneal  extravasation  of  barium  solution. 


method  at  Children’s  Hospital  in  Denver  and  has 
continued  to  thrive  since  that  time. 

Summary 

Perforation  of  the  sigmoid  occurred  during  a 
diagnostic  barium  enema  in  a newborn  child  with 
Hirschsprung’s  disease.  After  immediate  operative 
repair  the  child  recovered.  • 
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...  It  seems  evident  that  the  diagnostic  exclusion  employed  by  the  insurance  carriers  must  be 
more  clearly  defined.  When  a patient  with  a history  of  peptic  ulcer  has  been  vomiting  for  three 
days  and  is  admitted,  treated,  and  then  examined  by  means  of  an  upper  gastrointestinal  x-ray, 
his  admission  should  not  be  rejected  as  “diagnostic,”  as  has  happened.  Not  to  admit  and  not  to 
x-ray  under  these  circumstances  would  be  practicing  substandard  medicine.  Blue  Cross  and 
other  carriers  should  either  recognize  this  deficiency  in  their  policies  or  they  should  be  pre- 
pared to  defend  themselves  against  charges  of  fostering  incompetence. — Richard  M.  Angle, 
MD,  in  Newsletter  of  N.M.  Med.  Soc.,  Santa  Fe,  January,  1966. 
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Ruptured  splenic  artery  aneurysm 


William  Hentel,  MD,  Albuquerque,  New  Mexico* 


An  unusual  mechanism  for  gastrointestinal 
bleeding  is  presented. 


The  formation  of  spfenic  artery  aneurysm, 
as  well  as  its  rupture  with  acute  blood  loss,  is 
still  an  entity  rare  enough  to  be  reported.  If  such 
a diagnosis  can  be  made,  it  is  possible  to  treat  the 
patient  by  surgical  intervention  prior  to  massive 
rupture.  This  case  is  of  interest  because  of  its 
lengthy  course  as  well  as  the  unusual  site  of  rup- 
ture of  the  aneurysm. 

Case  report 

An  8()-year-old  white  male  was  admitted  to  the 
Veterans  Administration  Hospital,  Albuquerque,  New 
Mexico,  on  September  14,  1954,  complaining  of 
weakness  since  September  5,  1954.  On  September  5, 
1954,  as  well  as  September  12,  1954,  he  had  had 
two  fairly  large  episodes  of  hematemesis.  This  pa- 
tient had  been  in  this  hospital  in  May,  1952  with 
gastrointestinal  hemorrhage.  At  that  time,  thorough 
study  of  the  gastrointestinal  tract  was  essentially 
negative.  The  bleeding,  which  ceased  shortly  after  ad- 
mission, was  presumed  to  be  from  esophageal  varices. 
He  was  treated  conservatively  and  discharged  in 
good  condition.  Since  then  he  had  been  fairly  well 
except  for  one  period  of  hospitalization  in  1963  for 
congestive  failure  that  responded  to  therapy. 

On  admission  temperature  was  98°,  pulse  102,  blood 
pressure  140  70.  The  patient  was  pale  and  mentally 
clear.  The  chest  was  clear  to  percussion  with  basal 
crepitant  rales.  There  was  mild  to  moderate  respira- 
tory distress.  Very  slight  activity  caused  a marked 
increase  in  dyspnea  associated  with  cyanosis  of  the 
lips.  The  heart  was  enlarged  two  fingers  to  the  left 
and  the  tones  were  of  good  quality.  There  was  an 
aortic  Grade  II  systolic  murmur  as  well  as  aortic  Grade 
I diastolic  murmur  along  the  left  parasternal  border. 
A distinct  substernal  pulsation  was  present  in  the 
retrosternal  notch.  Peripheral  blood  vessels  were 
considered  three  to  four  plus  arteriosclerotic.  There 
was  some  bulging  in  the  epigastrium,  which  on  palpa- 
tion was  firm,  slightly  tender,  moved  on  respiration, 
had  a distinct  pulsation,  and  by  ausculation  over 
this  area  there  was  a systolic  murmur.  Remainder 
of  the  physical  examination  was  not  very  contribu- 
tory. 

X-ray  of  the  chest  did  not  reveal  any  pertinent 
pathology  other  than  calcium  depositions  within  the 


* Dr.  Hentel  is  Chief,  Laboratory  Service,  VA  Hospital,  Al- 
buquerque, New  Mexico,  and  Associate  Professor  of  Patholo- 
gy, University  of  New  Mexico  School  of  Medicine,  Albu- 
querque, New  Mexico. 


Fig.  1.  GI  series  June  9,  1953,  demonstrating  im- 
pinging mass  on  lesser  curvature  of  stomach. 


aorta.  X-ray  studies  on  September  22,  1954  demon- 
strated a calcified  density  in  the  epigastrium  border- 
ing on  the  left  upper  quadrant.  Review  of  the  gastro- 
intestinal studies  completed  in  October,  1952  re- 
vealed a similar  density.  The  mass  was  also  seen  on 
review  of  gastrointestinal  films  taken  on  June  9,  1953 
fFig.  1).  The  x-ray  report  concerning  this  density 
indicated  that  its  position  was  suggestive  of  a calci- 
fied gallbladder.  In  both  films  previously  described, 
the  mass  appeared  to  be  to  the  right  of  the  vertebral 
column  and  impinged  slightly  upon  the  lesser  curva- 
ture of  the  stomach.  A gastrointestinal  series  on  Sep- 
tember 22,  1954  again  revealed  the  dense  area  which 
now  appeared  to  be  larger  than  in  previous  studies, 
and  caused  considerable  gastric  compression  along 
the  lesser  curvature  of  the  stomach  (Fig.  2).  On 
fluoroscopy  it  was  noted  the  mass  moved  with  the 
stomach,  and  appeared  extrinsic  to  the  stomach. 

The  laboratory  data  was  essentially  negative  except 
for  microcytic  hyperchromic  anemia.  This  was  cor- 
rected by  blood  transfusions  with  a rise  in  hemo- 
globin from  4.0  to  16.5  grams.  Electrocardiograms 
showed  left  axis  strain  with  mild  A-V  block,  sug- 
gestive of  digitalis  effect. 
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Fig.  2.  Oblique  view  upper  GI  series  demonstrating 
calcified  density  impinging  upon  stomach. 


During  the  course  of  hospitalization  there  were 
numerous  surgical  consultations.  In  each  instance 
the  patient  was  offered,  but  refused,  surgical  inter- 
vention for  a “tumor  of  the  stomach.”  Several  ex- 
aminers felt  that  the  lesion  could  be  an  aortic  aneu- 
rysm and  one  individual  stated  he  thought  the  lesion 
was  in  the  splenic  artery.  The  patient  subsequently 
had  Isolated  small  episodes  of  bleeding  manifested 
by  tarry  stools  but  maintained  an  adequate  peripheral 
circulation.  On  the  evening  of  October  14,  1954, 
the  patient  suddenly  vomited  a half  cup  of  bright 
red  blood.  Within  a matter  of  minutes  he  lapsed  into 
a coma  and  died  shortly  thereafter. 

At  autopsy  the  major  findings  were  limited  to  the 
splenic  artery,  pancreas  and  gastrointestinal  tract. 
The  midportion  of  the  splenic  artery  contained  an 
enlarged,  partially  calcified  aneurysmal  sac  measur- 
ing 9 cm.  in  diameter  (Fig.  3).  The  anterior  aspect  of 
the  aneurysm  was  firmly  adherent  to  the  superior  and 
posterior  midportion  of  the  pancreas.  The  lining  of 
the  aneurysm  consisted  of  an  organized  clot  measur- 
ing 1.8  cm.  in  thickness.  Centrally  located  were  ac- 
cumulations of  liquid  blood  as  well  as  fresh  blood 
clots.  Pressure  on  the  aneurysmal  sac  caused  a spurt 
of  bloody  material  into  the  duodenum.  The  pancre- 
atic duct  was  completely  filled  with  blood  and  a 


Fig.  3.  Aneurysmal  sac  opened  posteriorly.  Rupture 
area  seen  in  depths  of  the  sac. 


direct  communication  between  the  aneurysm  and  the 
lumen  of  the  gastrointestinal  tract  was  seen  (Fig.  4). 
Histologically,  the  pancreas  and  aneurysm  wall  at 
the  site  of  adherence  was  very  fibrotic  and  contained 
well  defined  depositions  of  brownish  material  sug- 
gestive of  blood  pigments,  probably  residuals  ot 
previous  leakage.  The  pancreatic  duct  contained 
large  amounts  of  blood,  and  diffuse  hemorrhagic 
changes  were  also  seen  in  the  interstitial  tissues  of 
the  pancreas.  The  entire  gastrointestinal  tract  was 
filled  with  liquid  and  clotted  blood.  Final  post-mortem 
diagnosis  was  "Exsanguinating  hemorrhage  due  to 
rupture  of  a splenic  artery  aneurysm  into  the  gastro- 
intestinal tract  via  the  pancreatic  duct." 


Discussion 


Sherlock  and  Learmonth^  in  1942  reviewed 
the  subject  of  splenic  artery  aneurysms  from  col- 
lected literature  and  stated  that  the  incidence 
was  0.04%  in  over  84,000  autopsies.  Approxi- 
mately 150  cases  have  been  reported  to  date.  In 
patients  under  40  years  of  age  there  was  a higher 
percentage  of  females  and  approximately  20% 


Fig.  4.  Anterior  aspect  pancreas  removed  to  show 
communication  between  aneurysm  and  main  pan- 
creatic duct. 
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of  these  cases  were  associated  with  pregnancy. - 
No  adequate  explanation  is  available  for  the  high 
incidence  of  splenic  artery  aneurysms  during 
pregnancy.  In  the  older  age  groups  the  sexes  were 
equally  represented. 

Formation  of  a splenic  artery  aneurysm  is  de- 
pendent upon  many  factors.  Septic  emboli,  ar- 
teriosclerosis and  congenital  anomalies  can  fre- 
quently be  implicated.  Cystic  medial  necrosis  has 
also  been  considered  as  an  etiologic  basis  for  the 
weakening  of  the  arterial  wall  with  subsequent 
aneurysmal  dilatation.  In  the  case  reported  here, 
it  was  felt  that  arteriosclerotic  changes  within  the 
splenic  artery  were  responsible  for  the  develop- 
ment of  the  aneurysm.  There  was  no  histologic 
evidence  of  cystic  medial  necrosis.  Congenital 
abnormalities  can  be  excluded  because  other 
aneurysms  were  not  found  and  the  site  of  the 
aneurysm  was  remote  from  any  vascular  branch- 
ing. 

Splenic  artery  aneurysms  usually  have  two 
forms  of  rupture — in  gradual  stages,  or  with  sud- 
den rupture  and  rapidly  fatal  blood  loss.  In  the 
case  presented  it  was  felt  that  the  repeated  epi- 
sodes of  hematemesis  from  1952  to  1954  were 
probably  due  to  gradual  leakage  through  the 
aneurysmal  wall  into  the  pancreatic  duct  and 
gastrointestinal  tract.  It  would  be  most  logical  to 
assume  that  this  was  the  basis  for  the  past  history 
of  hematemesis  inasmuch  as  no  other  communica- 
tion of  the  aneurysm  to  the  gastrointestinal  tract 
was  visualized  at  autopsy.  The  terminal  event 
which  occurred  on  October  14,  1954  was  due  to 
bleeding  through  the  wall  of  the  aneurysm,  en- 
largement of  the  bleeding  tract  and  a fatal  ex- 
sanguinating hemorrhage  into  the  gastrointestinal 
tract. 

The  literature  states  that  the  site  of  rupture  may 
vary  considerably.  Cosgrove^  described  the  follow- 
ing sites  in  order  of  frequency:  ( 1 ) peritoneal  cav- 
ity or  lesser  peritoneal  sac,  (2)  retroperitoneal 
tissue,  (3)  colon,  and  (4)  body  of  the  pancreas. 
Zeloff  and  ParsonneF  described  one  case  that 
ruptured  through  the  diaphragm  into  the  left 
pleural  space.  Review  of  the  literature  fails  to 


present  a case  similar  to  this  one,  where  rupture 
took  place  into  the  gastrointestinal  tract  by  way 
of  the  pancreatic  duct. 

The  symptomatology  of  splenic  artery  aneurysm 
is  usually  nonexistent  until  encroachment  upon 
other  organs  take  place  or  rupture  is  present. 
Usually  the  first  sign  is  the  discovery  of  a pulsat- 
ing abdominal  mass.  Pain  is  most  prominent  at 
the  time  of  rupture.  Clinically,  the  prominent  fea- 
tures are:  abdominal  mass,  splenomegaly,  pulsa- 
tion and  bruit  in  the  region  of  the  abdominal  mass. 
Roentgenograms  may  assist  considerably  in  mak- 
ing the  diagnosis;  x-ray  can  reveal  calcification 
in  the  wall  of  the  aneurysm  or  filling  defects  in 
the  stomach,  either  on  the  greater  or  lesser  curva- 
tures. Pulsations  of  these  defects  can  be  fluoro- 
scopically  visualized. 

Surgical  intervention  is  the  treatment  of  choice. 
Inasmuch  as  many  splenic  artery  aneurysms  rup- 
ture in  two  stages,  it  is  quite  possible  to  institute 
surgical  treatment  in  the  latent  phase;  i.e.,  be- 
tween the  phase  of  small  blood  leakage  and  termi- 
nal massive  rupture.  The  ideal  procedure  is  to 
completely  remove  the  aneurysmal  sac  and  the 
spleen  prior  to  rupture.  Simple  ligation  of  the 
splenic  artery  proximal  to  the  aneurysm  has  also 
been  successful.  In  the  latter  instance  the  spleen 
usually  undergoes  aseptic  necrosis.  In  Cosgrove’s 
series,  17  cases  out  of  20  recovered  completely 
following  surgical  intervention  upon  the  aneurysm. 

Summary 

A case  of  splenic  artery  aneurysm  with  an  un- 
usual rupture  tract  is  presented.  Surgical  inter- 
vention is  the  treatment  of  choice  and  results  ap- 
pear to  be  effective  in  many  of  the  reported  cases. 
No  case  of  the  type  presented  is  recorded  in  the 
existing  literature.  • 
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A survey  of  cancer  in  New  Mexico* * * * § 

Jack  D.  McCarthy,  MD,  Albuquerque,  New  Mexico 


The  New  Mexico  cancer  rate  is  lower  than 
the  national  average  and  is  not  explained 
by  an  ethnic  or  geographical  analysis. 

Cancer  deaths  among  New  Mexicans  are  pro- 
portionally fewer  as  compared  to  the  national 
averages.  As  a generality,  New  Mexico  shares  that 
good  fortune  with  the  South  and  most  of  the 
Rocky  Mountain  states.  This  curious  distribution 
of  such  a dread  group  of  diseases  excites  the  ques- 
tion, “Why?”  Unfortunately,  the  answer  seems 
beyond  us.  Rather,  we  will  attempt  to  represent 
some  of  the  data  available  in  the  hope  that  new 
suggestions  for  further  study  may  emerge.  A pre- 
vious study  of  cancer  in  New  Mexico  was  made 
by  DJang^  in  1957  without  specific  conclusions. 

Though  not  a populous  state.  New  Mexico,  hav- 
ing only  slightly  more  than  one  million  persons, 
has  more  cancer  experience  than  eight  other  states,^ 
specifically,  Alaska,  Delaware,  Hawaii,  Idaho, 
Nevada,  North  Dakota,  Vermont,  and  Wyoming. 
We  have  the  same  expected  cancer  incidence  as 
Montana,  New  Hampshire,  South  Dakota  and 
Utah.  Our  analyses  may  consequently  have  more 
than  local  applicability. 

The  American  Cancer  Society  estimates  that 
2,000  new  cancers  will  occur  in  New  Mexico  this 
year  and  that  900  people  will  die  from  cancer. 
Presuming  the  incidence  is  constant  (it  is  not; 
the  state’s  population  is  slowly  increasing)  then 
approximately  55%  of  the  state’s  cancers  do  not 
result  in  a fatality.  The  national  figure  is  66% 
mortality.^  More  exactly,  in  1960  the  national  can- 
cer mortality  rate  for  white  males  was  141.6/ 

100.000. ^  In  1963,  New  Mexico’s  cancer  mortality 
rate  for  the  same  group  was  approximately  90/ 

100.000.  Among  females  a parallel  situation  was 
found.  For  the  period  1954-56  the  national  white 
female  cancer  death  rate  was  140.7/100,000;  in 
New  Mexico  in  1963  the  rate  was  approximately 
84/100,000.  There  is  no  reason  to  believe  that 
the  slight  discrepancy  in  year  of  reporting  would 
make  any  difference. 

* From  the  Tumor  Board,  Lovelace  Clinic  and  Foundation. 


Rates  of  cancer  mortality  for  common  cancer 
are  listed  in  Tables  1 and  2.  It  may  be  seen  that 
New  Mexican  females  seemingly  have  less  mam- 
mary, colonic,  rectal,  gastric  and  ovarian  carci- 
noma, although  the  incidences  of  cancer  of  the 

TABLE  1 

CANCER  MORTALITY  RATES  IN  FEMALES, 
COMPARING  RATES  FOR  THE  WHOLE 
UNITED  STATES  TO  NEW  MEXICO 


NEW  MEXICO’S 

USA*  NEW  MEXICOt  QUINTILEt 


Breast  26.8  13.0  5th 

Cervix  9.4  7.8  3rd 

Large  Intestine  18.0  8.0  4th 

Rectum  5.9  2.8  4th 

Stomach 10.0  4.0  2nd 

Ovary  8.9  4.2  5th 

Liver  6.7  4.4  — 

Pancreas  5.9  3.8  — 

Thyroid  0.9  0.4  § 


* Per  100.000  whites,  1954-1956.* 

t Approximations  from  New  Mexico  Vital  Statistics,  1963. 
t Quintile  refers  to  a statistical  concept  of  division  of  a 
group  into  fifths,  in  which  the  first  group  has  the  highest 
frequency  of  a condition,  in  this  case  cancer  mortality,  and 
the  fifth  the  least  frequency.  Groups  two.  three  and  four 
fall  between  in  order.* 

— Not  tabulated. 

§ No  regional  differences. 

cervix,  liver  (including  biliary  passages),  pan- 
creas and  thyroid  are  probably  no  different  than 
the  country  in  general.  New  Mexican  males  enjoy 
uniformly  less  incidence  of  cancer,  even  among 
the  hematologic  group,  where  speculation  concern- 
ing the  carcinogenicity  of  cosmic  radiation  at  our 
elevated  altitude  might  suggest  the  likelihood  of 
an  increased  incidence. 

Ethnic  groups 

These  gross  statistics  might  mask  variations  in 
cancer  jeopardy  among  our  population  groups. 
New  Mexico,  as  is  true  for  much  of  the  West  and 
Southwest,  has  several  population  groups  about 
which  relatively  little  is  known.  These  group  are 
the  “Anglo-Americans,”  who  are  in  general,  des- 
cended from  northern  European  antecedents,  re- 
cently arrived  in  New  Mexico  and  as  such  should 
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be  equal  in  most  biologic  respects  to  the  re- 
mainder of  the  country;  the  Spanish-Mexican- 
Americans,  who  are  a highly  heterogeneous  mix- 
ture of  Indian  and  Caucasian  and  who  in  general 
have  been  here  for  hundreds  of  years;  the  Indians, 
the  true  indigenous  people  and  very  small  num- 
bers of  Negroes,  probably  too  small  for  compara- 
tive purposes.  The  Indians  have  two  major  groups; 
the  town  dwellers  or  Pueblos,  the  name  given  by 
the  early  Spanish  explorers,  and  the  ex-nomads 
as  represented  principally  by  the  Navajos.  We 
have  very  little  specific  information  concerning 
the  incidence  of  cancer  in  these  various  groups. 
Indeed,  the  death  rate  data  for  the  Navajos  is 
suspect  because  of  defects  in  reporting.  In  Table 
3,  New  Mexico  cancer  deaths  by  population 

TABLE  2 

CANCER  MORTALITY  RATES  IN  MALES, 
COMPARING  RATES  FOR  THE  WHOLE 
UNITED  STATES  TO  NEW  MEXICO 


USA* 

NEW  MEXICOt 

NEW  MEXICO'S 
QUINTILE! 

Lung  

29.3 

9.8 

5th 

Large  Intestine 

15.4 

6.4 

5 th 

Stomach 

17.4 

9.2 

4th 

Rectum 

8.0 

q 
r i 

5th 

Bladder 

6.4 

1.4 

5th 

Hematologic^ 

24.4 

13.4 

5 th  II 

* Per  100,000  whites,  1954-1956.-* 

t Approximations  from  New  Mexico  Vital  Statistics,  1963. 
t Quintile  refers  to  a statistical  concept  of  division  of  a 
group  into  fifths,  in  which  the  first  group  has  the  highest 
frequency  of  a condition,  in  this  case  cancer  mortality,  and 
the  fifth  the  least  frequency.  Groups  two,  three  and  four 
fall  between  in  order.^ 

§ Leukemia,  lymphosarcoma,  Hodgkin's  Disease  and  "other 
lymphomas.” 

II  Leukemia  only  considered. 

group,  is  listed.  The  increasing  totals  are  probably 
a reflection  of  the  increasing  population  of  the 
state.  It  will  be  noticed  that  the  Indian  death  rates 
seem  to  change  little  as  a reflection  of  the  stability 
of  those  communities,  although  the  Navajo  popu- 
lation is  increasing. 

It  is  pertinent  to  ask  if  some  of  these  population 
groups  have  proportionally  more  or  less  cancer 
than  the  state  averages.  In  Table  4 the  proportion 
of  cancer  deaths  to  proportion  of  population  are 
compared.  No  remarkable  differences  are  ob- 
served. The  data  do  not  permit  a more  detailed 
breakdown,  as  for  example,  per  disease.  DJang^ 
suggested  that  on  the  basis  of  unpublished  data 
that  there  were  more  deaths  among  Spanish- 
Americans  from  gastrointestinal  and  uterine  malig- 
nancies. Data  to  support  those  suggestions  seem 
not  to  be  available. 


The  old  saw  about  Indians  not  getting  cancer 
is  obviously  not  true.  Bivens®  has  found  that  car- 
cinoma of  the  cervix  in  Indians  is  common  and 
neoplastic  diseases  are  listed  as  the  fourth  most 
common  cause  of  death  among  Indians.  The  first 
three  causes  in  order  are  accidents,  heart  disease 
and  influenza  and  pneumonia. **  A previous  study 
indicated  that  national  mortality  among  Indians 
from  cancer  is  approximately  % of  the  national 
average  when  the  age  adjusted  rates  are  com- 
pared.^'’ Better  and  more  detailed  data  are  neces- 
sary for  tribal  or  regional  analyses,  however. 


TABLE  3 

NEW  MEXICO  CANCER  DEATHS  BY 
POPULATION  GROUP* 


YEAR 

ANGLOt 

S-M-At 

NEGRO 

PUEBLO 

NAVAJO 

TOTAL 

1954 

401 

168 

7 

11 

9 

598 

1955 

411 

213 

9 

12 

6 

652 

1956 

417 

218 

7 

8 

14 

665 

1957 

447 

243 

11 

17 

14 

734 

1958 

484 

211 

12 

13 

14 

737 

1959 

513 

232 

12 

9 

16 

792 

1960 

534 

22S 

12 

10 

8 

790 

1961 

521 

235 

15 

13 

9 

793 

1962 

567 

276 

10 

11 

15 

881 

1963 

568 

249 

13 

14 

16 

861 

* Reference  5. 

t Anglo-American,  see  text. 

+ Spanish-Mexican-American,  sae  text. 


The  crude  mortality  rate  (cancer  deaths  per 
100,000  persons)  may  be  seen  by  a map  of  coun- 
ties in  Fig.  1.  Towns  over  5,000  population  are 
indicated.  The  calculations  were  made  on  the  basis 
of  cancer  experience  of  1964  and  compared  to 
population  as  determined  in  1960  census.  A syste- 
matic error  seemingly  increasing  the  death  rate  of 
approximately  9%  might  result  thereby  (caused 
by  approximately  100  more  deaths  from  cancer 
in  1964  than  1960).  However,  most  of  the  popu- 
lation gain  between  1960  and  1964  took  place  in 
the  larger  cities  and  the  county  rates  should  there- 
fore not  be  much  changed  over  chance  variation. 


TABLE  4 

NEW  MEXICO  CANCER  DEATHS: 
POPULATION  GROUPS  BY  PERCENTAGES— 1960 


‘‘ANGLO” 

S-M-A* 

PUEBLO 

NAVAJO 

Per  cent  of 
population 

65.2 

28.9'' 

2.0^ 

3.0^ 

Per  cent  of 
cancer  deaths" 

65.3 

28.5 

1.3 

1.0 

* Spanish-Mexican-Americans. 
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A long  term  detailed  study  of  normal  life  expect- 
ancy by  community  would  be  desirable  as  a base 
for  calculation  of  “age  adjusted  mortality  rates.” 
Until  that  time  it  seems  best  not  to  use  the  crude 
data  by  county  as  support  for  argument. 


NUMBER  OF  CANCER  DEATHS  BY  COUNTIES  - 1964 
Approximate  Crude  Mortality  Rate  is  shown  in  parenthesis 


Fig.  1 


Conclusions 

No  specific  differences  in  cancer  mortality  of 
any  magnitude  could  be  distinguished  among  the 
population  groups  of  New  Mexico.  The  lesser 
rates  of  cancer  mortality  as  compared  to  the  na- 
tional incidence  was  not  explained.  No  demon- 
strable geographical  differences  in  cancer  mortality 
could  be  discerned,  although  the  crude  data  sug- 
gests differences. 


Summary 

Mortality  statistics  for  the  whole  of  the  United 
States  were  compared  to  New  Mexico.  The  New 
Mexican  rate  for  cancer  is  in  general  lower  than 
the  national  averages.  Analysis  of  breakdown  of 
the  states  population  into  ethnic  groups  did  not 
disclose  that  any  group  had  greater  jeopardy  than 
any  other. 

No  geographical  differences  in  cancer  mortality 
when  considering  crude  mortality  rates  on  a coun- 
ty to  county  basis,  were  seen.  • 
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Cardiovascular  mortality  in  New  Mexico 

Relation  of  cardiovascular  deaths  to  total 
mortality  for  five  ethnic  groups 


Lora  Mangum  Shields  and  Anita  Naylor,  Las  Vegas,  New  Mexico® 


Statistical  analysis  of  cardiovascular  deaths 
suggests  that  the  non-Anglo  ethnic 
segments  may  account  in  part  for  the 
lower  mortality  from  these  diseases  in 
New  Mexico. 

Published  statistics  document  an  exceptionally 
low  mortality  from  cardiovascular  diseases  in  New 
Mexico.^  The  ethnic  diversity  of  the  New  Mexico 
population  may  account  in  part  for  this  deviation 
in  death  rates.  To  explore  a possible  relation  to 
the  ethnic  profile,  cardiovascular  deaths,  expressed 
as  a percentage  both  of  the  living  population  and 
of  total  deaths,  were  compared  for  the  five  major 
ethnic  groups  of  New  Mexico.  Ten-year  mortality 
statistics  (1954-1963),  classified  by  ethnic  origin 
and  age,  were  compiled  from  records  of  the  New 
Mexico  State  Department  of  Public  Health.  These 
tabulations  represent  a total  of  59,249  deaths: 
Anglo-American,  34,242;  Spanish-American, 
19,117;  Mexican  national,  1,435;  Pueblo  Indian, 
1,780  and  Navajo,  2,675. 


Observations 

Table  1 is  compiled  from  more  detailed  statis- 
tics for  selected  major  causes  of  mortality  in  New 
Mexico.  The  figure  in  the  first  column  for  an  eth- 
nic group  relates  inversely  to  the  percentage  of 
deaths  from  all  causes  in  later  decades.  Only 
about  75  per  cent  of  the  Spanish-American  and 
Pueblo  Indian  populations  and  only  65  per  cent 
of  the  Navajos  live  past  the  first  year.  Seventy- 
seven  per  cent  of  the  Anglo-American  population 
live  to  age  40.  Among  the  Mexican  national  mi- 
nority the  younger  age  groups  are  not  well  rep- 
resented in  this  state,  older  persons  constituting 
the  majority.  Longevity  within  an  ethnic  segment 
eorrelates  with  a high  proportion  of  the  circula- 
tory diseases  which  develop  after  maturity.  Among 
Anglo-Americans,  the  incidence  of  cardiovascular 
deaths  compared  to  total  deaths  is  43  per  cent 
higher  than  for  Spanish-Americans,  three  times  as 
high  as  for  Pueblos  and  more  than  four  times  as 
high  as  for  Navajo  Indians  (Table  1).^  Based  upon 
the  population  born,  the  differences  in  males  and 


TABLE  1 

SELECTED  MORTALITY  STATISTICS  FOR  FIVE  MAJOR  NEW  MEXICO  ETHNIC  GROUPS  DURING  A 10- 

YEAR  PERIOD,  1954-1963,  INCLUSIVE 


PER  CENT  OF  TOTAL  DEATHS 
FROM  CARDIOVASCULAR 

DEATHS  FROM  ALL  CAUSES  AS  PER  CENT  OF  TOTAL  DEATHS  DISORDERSt  AT  ALL  AGES  IN 


Under 
1 Year 


40-49 


50-59 


60-69 


70-80 


81  Years 
and  Past 


Total 

Population 


Males 

Only 


Females 

Only 


ETHNIC  GROUP 

Column  (1) 

(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

(8) 

(9) 

Anglo-American 

9.8 

8.1 

12.4 

18.1 

23.0 

15.7 

41.4 

40.8 

42.2 

Spanish-American 

23.6 

6.2 

8.7 

14.2 

17.9 

12.2 

26.4 

24.9 

28.4 

Mexican  national 

0.6 

5.0 

12.8 

23.5 

30.8 

21.3 

41.3 

38.6 

44.7 

Pueblo  Indian 

25.7 

6.0 

8.3 

8.9 

14.3 

11.9 

13.8 

14.5 

12.6 

Navajo  Indian 

35.0 

6.7 

6.4 

7.5 

7.1 

5.8 

8.5 

8.5 

8.5 

* The  authors’  study  of  mortality  records  of  the 

New  Mexico 

t In  the  files 

of  the  New 

Mexico 

Department  of 

Public 

State  Department  of  Public  Health  was  conducted  as  back- 
ground for  an  original  investigation  of  serum  lipids  in  New 
Mexico  ethnic  groups.  The  original  study  was  supported  by 
National  Institutes  of  Health. 

Mrs.  Audrey  Immel,  New  Mexico  State  Registrar  of  Vital 
Statistics,  graciously  permitted  access  to  mortality  records 
of  the  New  Mexico  State  Department  of  Public  Health. 


Health  and  in  the  complete  tabular  data  these  cardiovascular 
diseases  are  classified  under  the  headings  of  vascular  lesions 
affecting  the  central  nervous  system,  chronic  rheumatic  heart 
disease,  arteriosclerotic  and  degenerative  diseases  of  the  heart 
and  vessels,  functional  diseases  of  the  heart,  and  hypertensive 
heart  and  vascular  disorders. 
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females  surviving,  by  decade,  is  negligible  except 
in  Anglo-Americans.  Compared  to  surviving 
Anglo  men,  5 per  cent  more  Anglo  women  live 
to  age  60,  10  per  cent  more  to  70  and  12  per 
cent  more  to  80  years  (Fig.  1).  After  age  50,  the 
per  cent  of  deaths  from  all  causes  in  Anglo-Amer- 
ican men  with  each  decade  becomes  progressively 
higher  than  for  Spanish  men.  Only  9 per  cent  of 
the  Anglo-American  males  born  survive  to  age 
80  compared  with  1 1 per  cent  Spanish-American 
male  survivors. 

Mortality  statistics  establish  three  distinct  dif- 
ferences in  death  rates  among  the  five  New  Mex- 
ico ethnic  groups:  (a)  in  infant  mortality,  (b)  in 
cardiovascular  deaths  and  (c)  in  relative  mortal- 
ity of  men  and  women  for  decades  past  age  50. 
The  inverse  relation  between  (a)  and  (b)  mini- 
mizes the  potential  contribution  of  cardiovascular 
diseases  to  total  mortality  in  Indian  and  Spanish- 
American  populations.  To  avoid  a resulting  dis- 
tortion, the  effect  of  variations  in  infant  death 
rate  was  removed  in  programming  the  data.  A 

TABLE  2 

CARDIOVASCULAR  DEATHS  ARE  SHOWN 
THROUGH  29  YEARS  AS  PER  CENT  OF  TOTAL 
BIRTHS  FOR  EACH  NEW  MEXICO  ETHNIC 
POPULATION.  CARDIOVASCULAR  DEATHS  PAST 
AGE  30  ARE  SHOWN  BY  DECADE  AS  PER  CENT 
OF  INDIVIDUALS  ALIVE  IN  THE  SPECIFIC 
ETHNIC  GROUP  AT  THE  BEGINNING  OF  THE 
10- YEAR  PERIOD. 


AGE 

0-29 

30-39 

40-49 

50-59 

60-69 

70-80 

81- 

Anglo 

women 

.6 

.7 

1.9 

4.7 

12.4 

33 

67 

Anglo 

men 

.3 

1 

3.8 

9.2* 

17.9* 

37t 

62 

Spanish 

women 

1.1 

1 

2.7 

5.7 

14 

28 

52 

Spanish 

men 

. . .5 

1 

2.6 

5.3* 

12.9* 

28t 

51 

Mexican 

women 

.5 

.7 

1.8 

5.3 

12.8 

26 

54 

Mexican 

men  . . . 

. .2 

1 

.7 

4.3 

12.6 

29 

54 

Pueblo 

women 

. . .7 

.3 

1.5 

6.3 

6.3 

17 

29 

Pueblo 

men 

. .4 

.5 

1.7 

3.1 

7.9 

16 

30 

Navajo 

women 

1.9 

1 

1.8 

4.8 

7.4 

14 

19 

Navajo 

men 

. . 1.4 

1 

2 

3.6 

8.2 

13 

31 

* The  difference  in  cardiovascular  deaths  for  Spanish  and 
Anglo  males  is  significant  at  the  .05  level  of  confidence  in  the 
fifties  and  sixties  and  at  the  t .001  level  in  the  seventies. 


statistic  Bij  is  defined  as  the  ratio  of  deaths  from 
circulatory  diseases  during  the  10-year  period 
beginning  with  age  / to  the  number  still  alive  in 
ethnic  group  / at  the  beginning  of  the  decade. 
This  approach  requires  a reinterpretation  of  the 
total  number  of  individuals  in  each  ethnic  group 
as  a population  all  born  in  the  same  year  and 
dying  in  one  of  the  10-year  periods  represented. 
Thus,  the  number  surviving  at  age  i is  the  total 
number  minus  the  number  of  deaths  in  the  dec- 
ades previous  to  /.  Longevity  is  thereby  dissoci- 
ated from  a high  death  rate  in  early  life  and  can 
be  investigated  independently,  since  only  those 
surviving  to  the  beginning  of  a decade  are  con- 
sidered as  the  base  for  the  ratio.  The  results  ob- 
tained by  this  approach  are  shown  separately  for 
men  and  women  of  each  ethnic  population  (Table 
2). 

Past  age  30,  cardiovascular  deaths  among  In- 
dian populations  are  relatively  low  in  both  men 
and  women  (Table  2).  The  Indian  tribes  and 
Mexican  nationals,  however,  constitute  minority 
populations.  The  trends  in  mortality  statistics  for 
New  Mexico  are  determined  by  data  for  Spanish- 
and  Anglo-Americans,  the  two  major  ethnic 
groups.  Cardiovascular  deaths,  as  a per  cent  of 
the  ethnic  population  alive  at  the  beginning  of 
each  decade,  are  significantly  higher  in  Anglo 
than  in  Spanish  males  during  the  fifties,  sixties 
and  seventies  (Table  2),  the  difference  amount- 
ing, respectively,  to  4,  5 and  9 per  cent  (Fig.  2), 
which  represent  values  approximately  one-third 
higher  in  Anglos.  Past  age  40,  however,  the  per- 
centage of  deaths  from  all  causes  is  also  highest 
for  Anglo  men.  During  the  30-year  period  from 
40  through  69  years,  cardiovascular  deaths  are 
(a)  approximately  one-third  to  one-half  higher 
for  Anglo-American  men  than  for  Anglo  women 
or  for  the  Spanish  of  either  sex,  (b)  slightly  great- 
er for  Spanish  women  than  men,  and  (c)  lowest 
for  Anglo  women.  The  lower  total  cardiovascular 
mortality  in  New  Mexico,  however,  appears  re- 
lated to  a lower  incidence  of  cardiovascular 
deaths  in  Anglo  as  well  as  among  non-Anglo 
ethnic  segments. 

By  four-dimensional  chi  square  analysis,  car- 
diovascular deaths  in  Anglo-Americans,  as  per 
cent  of  all  deaths  per  decade,  are  significantly 
higher  in  men  than  in  women  during  the  forties 
and  fifties  and  in  women  during  the  twenties  and 
past  age  80.  The  corresponding  figure  is  higher 
in  all  decades  for  Spanish  females  than  for  males. 
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but  the  difference  is  significant  only  in  the  twen- 
ties, although  pronounced  past  age  60.  In  com- 
paring men  and  women  of  the  same  ethnic  origin 
or  persons  of  one  sex  in  different  ethnic  groups, 
cardiovascular  deaths  as  per  cent  of  the  living 
population  (Table  2)  and  as  per  cent  of  total 
deaths  reflect  the  same  general  trends  with  one 
exception.  In  Anglo-Americans,  age  70  through 
79  years,  the  incidence  of  cardiovascular  deaths 
as  per  cent  of  the  living  population  is  barely  high- 
er in  males  (Table  2),  but  as  per  cent  of  total 
deaths  is  higher  in  females. 

In  the  two  major  ethnic  groups,  the  ratio  of 
cardiovascular  deaths  to  living  population,  by  dec- 
ade, roughly  reflects  the  relative  serum  lipid  con- 
centrations for  Spanish  and  Anglo  men  in  typical 
ethnic  environments.-  Mean  concentrations  of 
overnight  fasting  and  three-hour  postprandial 
serum  fatty  acids  and  triglycerides  peak  in  the 
thirties  in  Spanish-American  men  and  decrease 
progressively  during  subsequent  decades.-  The 
incidence  of  cardiovascular  deaths  is  higher  in 
Spanish  males  only  before  age  30  (Table  2).  In 
Anglo-American  men,  serum  fatty  acids,  choles- 
terol and  phospholipids  increase  progressively  by 
decade  to  a maximum  concentration  during  the 
sixties,-  correlating  with  a higher  incidence  of 
cardiovascular  deaths  for  Anglo  men  between 
40  and  69  years. 

Discussion 

Notwithstanding  a high  infant  mortality,  the 
1963  death  rate  per  1,000  population  in  New 
Mexico  (6.8)  was  lower  than  for  any  other  state 
with  the  exception  of  Alaska  (5.2)  and  Hawaii 
(5.4).  Typical  regional  averages  of  deaths  per 
1,000  in  1963  ranged  from  7.9  (Mountain  states) 
to  10.5  (Middle  Atlantic  states ).i  For  the  nation 
as  a whole,  the  death  rate  among  women  from 
atherosclerotic  and  hypertensive  heart  disease  is 
approximately  19  per  cent  lower  than  among 
men.i  The  age-adjusted  death  rates  from  cor- 
onary heart  disease  among  white  males  for  1950 
in  New  Mexico,  Arkansas  and  Kentucky  were 
191,  201  and  211,  respectively,  compared  with 
death  rates  in  New  York,  Rhode  Island  and  the 
District  of  Columbia  of  394,  364  and  344.'*  Geo- 
graphic differences  in  the  incidence  of  coronary 
artery  and  cardiovascular  disease  may  relate  to 
hereditary  factors,  physical  activity,  stress,  dietary 
habits,  mode  of  life  or  socioeconomic  status.  In 
1962.  the  New  Mexico  annual  per  capita  income, 
$1,824,  was  fortieth  in  the  nation,  compared  to 
$3,278  for  Nevada  in  first  position.^  New  Mex- 


ico is  a predominantly  rural  area.  Much  of  its 
population  leads  an  active,  outdoor  life.  Death 
rates  from  all  causes  for  both  males  and  females 
have  been  found  to  vary  directly  with  the  degree 
of  urbanization.^  Death  rates  for  coronary  artery 
disease  in  163  metropolitan  counties,  by  defini- 
tion containing  at  least  one  city  of  50,000,  were 
37  per  cent  higher  for  males  and  46  per  cent 
higher  for  females  than  in  119  non-metropolitan 
counties.  In  a few  economic  subregions,  however, 
including  several  Massachusetts  towns,  Lubbock, 
Texas,  and  Albuquerque,  New  Mexico,  the  death 
rates  were  higher  in  the  non-metropolitan  sec- 
tions.'* The  1960  population  density  for  New  Mex- 
ico (7.8)  was  less  than  for  any  other  state  ex- 
cept Nevada  (2.6)  and  Alaska  (0.4).  These  fig- 
ures compare  with  a density  of  90.5  for  the  United 
States,  272  for  the  Northeast  and  16.1  for  the 
West.*  The  proportion  of  cardiovascular  deaths 
for  an  ethnic  segment  increases  with  length  of  the 
life  span.  In  1959  the  average  age  at  death  was 
62.3  for  all  Americans,  but  only  41.8  for  Indians, 
who  constitute  6 per  cent  of  the  New  Mexico 
population.-*  The  life  expectancy  of  the  Indian- 
Americans,  however,  has  increased  by  three  years 
since  the  Public  Health  Service  assumed  responsi- 
bility for  health  of  the  Indians  in  1955. 

The  foregoing  brief  analysis  indicates  the  need 
of  further  research  into  the  relation  of  the  inci- 
dence of  death  from  cardiovascular  causes  to  eth- 
nic character.  New  Mexico  offers  an  appropriate 
laboratory  for  such  research  since  the  population 
of  the  state  presents  a diversity  of  clearly  differ- 
entiated ethnic  groups. 

Summary 

Ten-year  mortality  statistics  (1954-1963)  for 
New  Mexico,  representing  59,249  deaths,  were 
compiled  from  records  of  the  New  Mexico  State 
Department  of  Public  Health.  Death  rates  among 
the  five  New  Mexico  ethnic  groups  differ  signifi- 
cantly in  (a)  infant  mortality,  (b)  deaths  from 
circulatory  diseases  and  (c)  mortality  of  men  and 
women  for  decades  past  age  50.  The  infant  mor- 
tality under  one  year  ranges  from  one-fourth  to 
one-third  of  all  deaths  among  Spanish-Americans, 
Pueblo  Indians  and  Navajo  Indians.  The  incidence 
of  cardiovascular  deaths,  as  a percentage  of  the 
ethnic  population  alive  at  the  beginning  of  each 
decade,  is  significantly  highest  in  Anglo  males 
during  three  decades,  the  fifties,  sixties  and  sev- 
enties. Past  age  40,  however,  the  proportion  of 
deaths  from  all  causes  is  also  highest  for  Anglo 
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men.  By  a four-dimensional  chi  square  analysis, 
cardiovascular  deaths,  as  a per  cent  of  all  deaths, 
are  significantly  higher  (a)  in  Anglo  males  than 
females  in  the  forties  and  fifties  and  (b)  in  Span- 
ish and  Anglo  women  than  in  men  only  before 
age  30  and  after  70  and  80  years,  respectively. 
A lower  incidence  of  cardiovascular  deaths  in 
non-Anglo  ethnic  segments  appears  to  account 
in  part  for  the  low  cardiovascular  mortality  in 
New  Mexico.  • 
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Intestinal  amebiasis  in  a railroad  hospital* 

Jacobo  Lerner,  MD,  Albuquerque,  New  Mexico 


Personal  experience  of  the  author  is  the  basis 
for  discussion  of  incidence,  diagnosis  and 
treatment  of  patient  or  carrier. 

The  accepted  prevalence  of  Entamoeba  His- 
tolytica in  the  general  population  of  the  U.  S.  A. 
is  around  5%,  although  in  certain  rural  areas  in 
the  South,  on  Indian  reservations  and  in  institu- 
tions for  mentally  retarded  it  may  be  as  high  as 
33%.^  We  do  not  have  figures  for  the  State  of 
New  Mexico.  Melvin  and  Brooke  found  a rate 
ranging  from  1.5  to  33%  on  Indian  Reservations 
of  five  states.  In  267  individuals  on  the  Acoma 
Reservation,  New  Laguna,  New  Mexico,  the  inci- 
dence of  amebiasis,  including  small  and  big  races 
of  E.  histolytica,  was  23.2%.  In  general,  the 
prevalence  of  amebiasis  is  two  to  four  times 
greater  in  Indians  than  in  reported  surveys  of 
non-Indian  populations.  Following  this  propor- 
tion, the  estimated  prevalence  for  the  State  of 
New  Mexico  would  range  from  11.6  to  5.8%." 
According  to  the  Communicable  Disease  Sum- 
mary of  the  New  Mexico  Department  of  Public 
Health,  the  five-year-median  prevalence  of  report- 
ed cases  of  amebic  dysentery  is  40  cases  per  year, 
that  is  four  for  100,000  for  this  state  with  popula- 
tion about  one  million.  Since  not  all  the  cases  of 
amebic  dysentery  are  reported,  and  for  each  case 
of  amebic  dysentery  there  must  be  at  least  three 
to  nine  cases  of  intestinal  amebiasis  with  clinical 
manifestations  other  than  dysentery,  we  are  forced 
to  assume  that  the  real  prevalence  rate  must  be 
much  higher.  Because  of  our  experience  with  this 
disease  in  Chile,  we  have  tried  to  investigate 

* From  the  Medical  Department,  Atchison,  Topeka  and  Santa 
Fe  Hospital,  Albuquerque,  New  Mexico,  and  read  before  the 
Staff  Meeting  May  20,  1965. 


amebiasis  in  our  Hospital  during  the  period  1956- 
1965. The  following  is  an  analysis  of  a small 
group  of  patients  with  intestinal  amebiasis  seen  at 
the  Atchinson,  Topeka  and  Santa  Fe  Hospital 
from  1956-1965. 

Of  seven  patients  with  intestinal  amebiasis  in 
170,524  hospital  admissions  from  1956-1965,  six 
were  Spanish  Americans  born  in  New  Mexico  or 
Old  Mexico  and  five  of  these  had  traveled  to  Old 
Mexico  four  months  to  23  years  before  admission. 
Although  the  prevalence  appears  to  be  the  same 
as  that  given  by  the  New  Mexico  Department  of 
Public  Health,  that  is  four  for  100,000,  we  be- 
lieve that  with  a higher  degree  of  clinical  suspi- 
cion and  more  elaborate  diagnosis  the  real  figure 
would  have  been  higher.  It  is  also  possible  that 
there  is  a higher  incidence  of  carriers  of  amebiasis 
in  our  State,  a situation  which  may  have  many 
sanitary  implications. 

Diagnosis 

The  clinical  picture  and  physical  findings  are 
proteiform.  Excepting  two  cases  with  acute  dysen- 
tery, where  the  suspicion  of  amebiasis  is  a must, 
and  one  carrier  with  associated  and  unrelated  dis- 
ease (mesenteric  thrombosis)  the  remaining  had 

TABLE  1 

INTESTINAL  AMEBIASIS  SEEN  AT  THE 
A.T.  & S.F.  HOSPITAL— CLINICAL  FORMS 


CLINICAL  FORMS  NO.  OF  CASES 

Simple  chronic  diarrhea  2 

Acute  febrile  gastro-enteritis  1 

Acute  dysentery  2 

Right  irritable  colon  1 

Carrier-associated  abdominal  disease  1 

Total  cases 7 
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provisional  diagnosis  of  simple  chronic  diarrhea, 
acute  febrile  gastroenteritis,  or  right  irritable  colon. 
In  the  six  cases  of  active  intestinal  amebiasis  the 
abdominal  findings  were  normal  and  abnormal  in 
about  the  same  proportion  (Tables  1 and  2). 
Correct  diagnosis  was  obtained  keeping  in  mind 
the  possibility  of  amebiasis  in  every  case  of  intes- 
tinal disorder  and  using  proctosigmoidoscopy, 
parasitological  examination  of  rectosigmoid  ex- 
udates and  or  stools,  biopsy,  and  barium  enema. 
In  all  of  our  cases  the  Entamoeba  histolytica,  veg- 
etative or  cystic  form,  was  found. 

TABLE  2 

INTESTINAL  AMEBIASIS  SEEN  AT  THE 
A.T.  & S.F.  HOSPITAL— ABDOMINAL  FINDINGS 


ABDOMINAL  FINDINGS  NO.  OF  CASES 


Normal 3 

Abnormal  4 

R.S.C.M.  tenderness  D 

R.L.Q.  tenderness  1 + 

L.L.Q.  tenderness  1+ 

Diffuse  tenderness  2+* 

Total  cases  7 


* Carrier  with  associated  abdominal  diseases  (mesenteric 
thrombosis) . 

The  endoscopic  picture  is  more  frequently  non- 
specific than  specific.  Nevertheless,  it  helps  by 
complementing  information  from  barium  enema, 
by  ruling  out  carcinoma  or  other  lesion  through 
biopsy,  and  by  parasitological  examination  of 
fresh  specimens  taken  from  visible  lesions,  like 
ulcers  and  erosions,  or  from  colons  containing 
bloody  mucous  flecks.  The  ideal  endoscopic  speci- 
men can  be  obtained  by  aspiration  through  a thin 
27  cm.  serologic  pipette  with  a small  rubber  bulb. 
A long,  thin  wooden  stick  with  a distal  cotton 
swab  wet  in  normal  saline  can  be  used,  but  it  is 
not  recommended.  If  a pipette  is  not  available,  a 
curette  or  a Volkmann  spoon  can  be  used  to 
gently  scrape  visible  lesions.  Two  smears  are  pre- 
pared on  a microscopic  slide — one  wet  by  mixing 
drops  of  the  exudate  with  normal  saline  for  direct 
examination,  and  one  dry  preparation  for  con- 
firmatory studies.  For  the  last  one  a small  amount 
of  endoscopic  material  can  be  mixed  with  a cou- 
ple drops  of  polyvinyl  alcohol  (PVA)  fixative  on 
a microscopic  slide  and  a film  is  prepared  which 
is  stained  with  the  trichrome  stain  of  Wheatley.®'® 
For  the  parasitological  examination  of  the  stools 
a similar  technic  is  employed.  When  looking  for 
trophozoites,  fresh  stools  are  preferred.  The  use 


of  the  PVA-trichrome  staining  method  by  a well 
trained  examiner  has  made  obsolete  the  need  for 
serial  stool  examinations  meant  to  cover  the  so 
called  negative  parasitologic  periods.  The  method 
is  simple  and  rapid  and  brings  out  the  diagnostic 
morphologic  details  of  the  amebae.  To  be  reliable, 
the  interpretation  of  the  findings  has  to  be  done 
by  people  with  specific  training.  When  in  doubt, 
the  preparation  can  be  submitted  to  any  Com- 
municable Disease  Center  of  the  United  States 
Public  Health  Service  for  confirmation  or  con- 
sultation. Performance  of  proctosigmoidoscopy 
(preferably  without  special  preparation)  and  par- 
asitological examination  of  fresh  endoscopic  spec- 
imens gives  a higher  incidence  of  positive  findings 
in  a shorter  time  than  daily  examination  of  stools. 
It  makes  unnecessary  the  use  of  laxatives  to  ob- 
tain stools  for  adequate  parasitological  studies,  a 
practice  which  is  inconvenient  and  has  the  remote 
possibility  of  precipitating  unsuspected  liver  in- 
volvement. 

TABLE  3 

INTESTINAL  AMEBIASIS  SEEN  AT  THE 
A.T.  & S.F.  HOSPITAL— ENDOSCOPIC  PICTURES* 


ENDOSCOPIC  PICTURE  NO.  OF  CASES 


Normal 0 

Nonspecific  3 

Suspicious  0 

Specific  1 

Total  cases  4 


* No  procto  performed  in  three  cases. 

The  Specific  complement-fixation  reactions  have 
not  been  used  in  the  present  study.  With  certain 
reservations,  they  are  more  useful  in  diagnosis  of 
liver  amebiasis,  where  they  are  almost  always  pos- 
itive, than  in  diagnosis  of  intestinal  amebiasis, 
where  they  are  usually  negative. 

Diagnosis  of  intestinal  amebiasis  does  not  rule 
out  coexistence  of  organic  or  functional  disease 
of  the  digestive  system.  Therefore,  a complete 
survey  is  mandatory  in  order  not  to  miss  other 
disease  such  as  non-specific  chronic  ulcerative 
colitis,  colonic  or  rectal  carcinoma,  colonic  diver- 
ticulitis, etc.  Possibility  of  association  of  other  dis- 
ease is  important  since  the  patient  may  be  a sim- 
ple carrier  of  Entamoeba  histolytica  having  an- 
other disease  which  accounts  for  the  clinical  pic- 
ture and  signs,  or  he  may  exhibit  symptoms  which 
in  certain  periods  are  the  consequence  of  the  intes- 
tinal amebiasis,  and  in  others,  the  result  of  an- 
other disease. 


58 


Rocky  Mountain  Medical  Journal 


TABLE  4 

INTESTINAL  AMEBIASIS:  ENDOSCOPIC  PICTURE 


1.  NORMAL  MUCOSA 

2.  NONSPECIFIC  LESIONS:  Single  large  ulcer,  erosions, 
diffuse  or  localized  congestive-catarrhal  lesions  with 
edema  and  or  petechiae,  and  or  ulcerated  granuloma, 
and  or  ulcero-necrotic  lesions,  and  shallow  punctate 
ulcers,  inflammatory  stenosis. 

3.  SUSPICIOUS  LESIONS:  Congestive-catarrhal  folicu- 
lar  lesions,  fossettes,  granuloma,  ulcerated  or  not, 
associated  to  specific  lesions. 

4.  SPECIFIC  LESIONS:  “Flask”  type  ulcer  or  pin- 
pointed craters,  sometimes  in  the  vertex  of  submucosal 
elevations  WITH  CHARACTERISTIC  NORMAL 
MUCOSA  BETWEEN  THE  ULCERS. 


Treatment 

Therapy  of  intestinal  amebiasis  is  two-fold — 
treatment  of  the  patient  and  treatment  of  the 
amebiasis.  In  cases  with  diarrhea  the  patient 
should  receive  a residue-free  diet,  high  in  pro- 
teins, low  in  fermentable  carbohydrates,  with  no 
milk,  no  coffee,  no  carbonated  beverages.  The 
intestinal  hypermotility  and  spasticity  are  de- 
creased with  the  oral  administration  of  tincture  of 
Belladonna,  20  drops,  a.c.,  q.i.d.  Belladonna  is 
cheap,  simple  to  prescribe  and  to  adapt  to  the 
individual  needs  and  tolerance,  but  any  anticho- 
linergic can  do  the  same  job.  If  the  stools  are 
watery  and  frequent  we  prescribe  Diphenoxilate 
hydrochloride  with  atropine  sulfate,  one  or  two 
tablets  q.  6 h.,  and  Koalin-Pectin  suspended  with 
methylcellulose  30  cc.  stat  and  15  cc.  after  each 
loose  bowel  movement.  The  first  drug  is  used  to 
inhibit  the  excessive  gastrointestinal  propulsion; 
the  second  is  an  absorbent  and  demulcent.  The 
fluid  and  electrolyte  imbalance  should  be  cor- 
rected properly.  When  intestinal  motility  and 
bowel  movements  have  returned  to  normal,  drug 
therapy  may  be  discontinued  and  a progressive 
return  to  normal  diet  is  accomplished. 

The  treatment  of  the  amebiasis  itself  is  a mat- 
ter of  personal  experience  and  choice,  because 
there  is  not  an  ideal  single  amebicide  drug, 
100%  safe  and  effective.  In  cases  with  fever, 
marked  acute  diarrhea,  and  specially  bloody  stools, 
dysentery,  presence  of  trophozoites  of  E.  his- 
tolytica in  the  stools  or  endoscopic  exudate,  and 
suspicion  of  liver  involvement  manifested  by  right 
subcostal  tenderness,  the  drag  of  choice  continues 
to  be  Emetine  hydrochloride.  We  use  the  4%  so- 
lution, 1.0  mg.  per  kg.  body  weight,  maximum 
65  mg.,  daily  by  deep  intramuscular  injection  for 
five  to  10  days,  according  to  the  severity  of  the 


disease,  therapeutic  response  and  tolerance.  When- 
ever possible  it  is  best  to  prescribe  a 10-day 
course  of  therapy,  mainly  to  get  rid  of  the  tro- 
phozoites as  soon  as  possible  and  to  avoid  future 
Emetine-resistance.  Two  five-day  periods  of  Eme- 
tine separated  by  one  week  during  which  Oxytet- 
racycline  HCl,  500  mg.  capsule,  one,  q.i.d.  is 
given,  may  be  prescribed  as  an  alternative.  We 
do  not  use  Emetine  in  patients  with  cardio-vascu- 
lar  disease  or  in  ambulatory  patients.  We  recom- 
mend a daily  blood  pressure  reading,  a baseline 
electrocardiogram  before  Emetine  therapy  and 
daily  during  it,  having  in  mind  discontinuing  it  if 
any  sign  of  myocardial  toxicity  appears  as  mani- 
fested by  hypotension,  prolonged  P-R  and  Q-T 
intervals,  and  inversion  of  T waves.  The  effects 
may  occur  immediately  or  more  likely  several 
days  after  the  therapy  is  completed.  The  effects 
usually  last  from  two  to  12  weeks.  We  also  dis- 
continue Emetine  with  appearance  of  orthostatic 
hypotension,  peripheral  polineuritis  and  allergy 
manifested  by  urticaria  or  purpura.  In  young 
healthy  adults  Emetine  is  well  tolerated  and  sel- 
dom produces  toxic  effects.  We  have  the  impres- 
sion that  administration  of  Strichnine  sulfate,  1 
mg.  intramuscular  daily,  together  with  Emetine 
improves  tolerance  to  the  latter,  particularly  in 
patients  over  40  and  in  those  weakened  by  the 
disease.  Patients  should  be  advised  that  a variable 
and  moderate  amount  of  local  pain  is  to  be  ex- 
pected after  the  Emetine  injections  and  is  of  no 
consequence.  In  acute  intestinal  amebiasis  or  in 
recurrent  chronic  intestinal  amebiasis  there  is  al- 
most always  prompt  and  dramatic  abatement  of 
symptoms  within  24  hours  after  Emetine  is  started. 
When  parasitological  and  endoscopic  studies  are 
not  available,  and  moreover  when  the  cases  under 
observation  come  from  an  area  where  a high  de- 
gree of  infection  prevails,  this  kind  of  response  to 
Emetine  is  a strong  argument  in  favor  of  amebiasis 
as  the  etiology.  When  previous  endoscopic  and 
parasitological  studies  have  been  made  the  thera- 
peutic response  corroborates  the  diagnosis.  We 
do  not  have  experience  with  Dehydroemetine,  a 
new  synthetic  preparation  apparently  as  effective 
as  Emetine  and  claimed  to  be  less  toxic. 

Following  Emetine  treatment,  or  initially  in 
the  case  with  chronic  diarrhea,  we  prescribe  series 
of  5,7-diiodo-8-hydroxyquinoline,  650  mg.  tab- 
lets, two,  t.i.d.,  for  20  days  alternating  with  Oxy- 
tetracycline  HCl  500  mg.  capsules,  q.i.d.  or  with 
p-Ureidobenzenearsonic  acid,  250  mg.  capsule, 
one  b.i.d.,  both  for  10-day  periods.  Cramps  and 
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diarrhea  may  be  enhanced  by  Oxytetracycline  and 
hydroxyquinoline,  and  in  these  circumstances  in- 
creased doses  of  Diphenoxilate  hydrochloride  with 
atropine  sulfate  and  Kaolin-Pectin  suspended  with 
methylcellulose  diminish  these  transient  secondary 
effects.  When  using  p-Ureidobenzenearsonic  acid 
the  usual  precautions  for  arsenical  toxicity  are  to 
be  taken,  and  lately  we  have  discontinued  the  use 
of  this  drug  because  of  the  good  results  obtained 
with  hydroxyquinoline  and  Oxtetracycline.  This 
therapy  is  continued  until  monthly  check-ups  re- 
veal apparent  cure  manifested  by  absence  of  symp- 
toms, healing  of  endoscopic  and  radiologic  lesions, 
and  negative  parasitological  studies  of  stools  and 
endoscopic  specimens.  There  are  many  cases,  es- 
pecially those  with  chronic  diarrhea,  where  in 
spite  of  apparent  parasitological  cure  by  strict 
tests,  the  diarrhea  persists.  Although  other  dis- 
eases of  the  colon  may  be  the  cause,  in  most  the 
diarrhea  is  unaccounted  for.  In  these,  a schedule 
like  the  one  used  for  irritable  colon  and  the  ad- 
ministration of  5,7-diiodo-8-hydroxyquinoline,  650 
mg.  tablet,  one,  b.i.d.  for  several  months  is  usually 
successful.’^ 

Patients  should  be  informed  of  the  dangers  of 
insufficient  treatment,  especially  existence  of  liver 
involvement  when  symptom-free.  Complete  check- 
up is  mandatory  three  months  after  apparent  cure 
in  order  to  confirm  the  cure,  avoid  incomplete 
treatment  and  to  rule  out  the  possibility  of  rein- 
festation when  the  sanitary  conditions  of  the  living 
area  have  not  changed,  or  when  members  of  the 
household  are  carriers  or  have  subclinical  ame- 
biasis. Patients  should  also  be  advised  that  a new 
bout  of  intestinal  trouble  may  indicate  recurrence 
or  reinfestation  and  they  should  see  their  physician 
and  avoid  self  medication. 

From  an  epidemiologic  viewpoint,  it  is  impor- 
tant to  instruct  the  patients  that  they  are  potential 
carriers  of  amebiasis  until  they  are  pronounced 
cured.  They  should  be  advised  to  keep  their 
fingernails  short  and  hands  clean  by  thorough 
washing  and  scrubbing,  particularly  after  using 
the  toilet.  The  old  dictum  “dirty  hands  spread 
disease”  is  very  important.  Moreover,  until  pro- 
nounced cured  they  should  be  withdrawn  from 
occupations  concerned  with  handling  of  food.  The 
importance  of  these  precautions  is  demonstrated 
by  the  high  incidence  of  clinical  and  parasitologi- 
cal amebiasis,  up  to  70%,  in  mental  institutions 
where  the  patients  soil  their  beds,  clothing  and 
surroundings  and  do  not  hesitate  to  place  any- 
thing in  their  mouths. 


Patients  should  also  be  told  of  the  possibilities 
of  reinfestation  due  to  persistent  bad  local  sani- 
tary conditions  and  individual  susceptibility  (Table 
5),  and  they  should  be  instructed  to  wash  before 
eating  and  to  avoid  food  and  water  suspicious  of 
being  contaminated.  Under  these  circumstances 
raw  fruits,  especially  strawberries  and  uncooked 
vegetables  should  be  cooked  or  scalded  at  80°C 
for  one-half  minute.  Fruits  than  can  be  peeled 
can  be  eaten  raw.  If  bottled  water  is  not  avail- 
able the  water  should  be  boiled  for  a short  period, 
and  when  using  bottled  water  the  one  rule  to  fol- 
low is  to  open  it  at  the  table.  We  have  no  ex- 
perience with  tetraglycine  hydroperiodide,  a tablet 
which  liberates  iodine  and  seems  to  be  effective 
against  cysts  as  well  as  common  water-borne  bac- 
terial infections.  Use  pasteurized  milk  only.  Pro- 
phylactic use  of  antiamebic  drugs  is  worthless. 
Patients  must  be  made  to  understand  the  impor- 
tance of  the  sanitary  factors  involved  in  the  re- 
infestation and  strongly  encouraged  to  improve 
them. 

TABLE  5 

SUGGESTIONS  TO  AVOID  INFECTION  AND 
REINFECTION 

1.  Personal  hygiene. 

2.  Cook  or  scald  raw  fruits  and  vegetables:  80°  C — 
V2  minute. 

3.  Use  bottled  or  boiled  water:  Have  bottle  opened  at 
table. 

4.  Use  pasteurized  milk. 

5.  In  case  of  intestinal  troubles  consult  local  physician 
in  the  U.  S.  A.  or  ask  American  Embassy  to  provide 
name  and  address  of  lAMAT  physician. 

6.  Consult  physician  even  in  the  absence  of  symptoms 
upon  return  to  former  residence. 


Treatment  of  the  asymptomatic  carrier  follow- 
ing the  above  directives  is  a double  must  if  we 
want  to  protect  the  community  and  to  prevent 
future  sickness  of  the  apparently  healthy  carrier. 
In  treatment  of  the  asymptomatic  carrier  of  cysts. 
Emetine  has  no  indications.  Until  pronounced 
cured  carriers  should  discontinue  working  as 
waiters,  cooks  or  food  handlers. 

Fortunately,  with  the  exception  of  some  rural 
areas  of  the  South  and  institutions  for  mentally 
retarded,  amebiasis  is  not  a problem  in  the 
U.  S.  A.  compared  to  other  countries  where  the 
sanitary  conditions  are  far  from  satisfactory.  We 
are  under  the  impression  that  with  the  improve- 
ment of  environmental  conditions,  amebiasis  in 
this  country  has  become  mostly  an  imported  dis- 
ease acquired  by  traveling  to  foreign  countries  with 


60 


Rocky  Mountain  Medical  Journal 


TABLE  6 

CARE  OF  CARRIER  OF  AMEBIASIS 

1.  Personal  hygiene. 

2.  Stop  working  as  waiter-cook-food  handler  until  cured. 

3.  Diiodoquin  and  Terramycin  until  apparently  cured. 

4.  Avoid  reinfection  as  noted  in  Table  5. 

5.  Recheck  three  months  after  apparently  cured:  If  nor- 
mal, carrier  is  pronounced  cured  and  may  resume  job 
as  waiter-cook-food  handler. 


low  levels  of  sanitation.  Therefore  any  American 
citizen  or  resident  who  is  exposed  to  amebiasis 
in  foreign  countries  known  to  be  highly  infected 
should  be  encouraged  to  observe  the  same  pre- 
cautions above  mentioned  apropos  of  reinfestation 
and  should  have  appropriate  stool  examination  for 
parasites  upon  his  return  to  the  homeland  even 
in  the  absence  of  symptoms.  If  one  develops  in- 
testinal troubles  while  abroad,  the  best  thing  to 
do  is  to  obtain  from  the  American  Embassy  the 
name  and  address  of  a physician  who  is  a member 
of  the  International  Association  for  Medical  As- 
sistance for  Travelers  (lAMAT) — they  are  well 
qualified  physicians,  trained  in  the  U.  S.  A.  and 
fluent  in  English  (Table  5). 


Summary 

A brief  analysis  of  seven  patients  with  intesti- 
nal amebiasis  is  the  basis  for  discussion  of  the 
incidence  of  amebiasis  (especially  in  New  Mexi- 
co), the  diagnosis,  and  the  treatment  of  both 
the  clinical  case  and  the  carrier.  • 
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Megaloblastic  anemia  of  pregnancy 

Persisting  six  months  after  termination  of  pregnancy 


A case  report  of  a megaloblastic  anemia  of 
pregancy  with  discussions  of  complications 
and  problems  in  management. 

This  case  is  presented  because  of  the  unusual 
feature  of  a megaloblastic  anemia  of  pregnancy 
persisting  for  six  months  after  delivery.  It  is  also 
of  interest  because  of  the  presence  of  thrombocy- 
topenia and  ecchymoses  at  the  time  of  diagnosis. 
A third  aspect  of  interest  is  the  appearance  of  the 
picture  of  iron  deficiency  during  therapy  with  folic 
acid,  which  has  previously  been  reported. 

Callender,^  in  an  excellent  review  of  “Per- 
nicious Anemia  of  Pregnancy”  in  1944,  sum- 
marized the  historical  background  of  the  prob- 
lem. In  1842,  Channing  described  ten  fatal  cases 
of  severe  anemia  associated  with  pregnancy,  re- 
porting these  in  “Notes  on  Anhaemia,  Principally 
in  its  Connexions  with  the  Puerperal  State  and 
with  Functional  Diseases  of  the  Uterus.”  In  1919, 


Don  R.  Clark,  MD,  Roswell,  New  Mexico 

Osier  noted  the  severe  anemia  of  pregnancy  and 
differentiated  it  from  Addisonian  pernicious  an- 
emia by  the  frequency  of  recovery  and  the  ab- 
sence of  recurrence.  In  1928,  it  was  found  that 
this  anemia  responded  to  liver  therapy  and  three 
years  later  it  was  noted  that  achylia  was  not  the 
rule,  as  in  true  Addisonian  pernicious  anemia. 
Spies,  in  1945,  demonstrated  the  response  to 
folic  acid,  and  in  1949  it  was  demonstrated  that 
usually  these  cases  do  not  respond  to  vitamin 
Diagnosis  of  megaloblastic  anemia  of  pregnancy 
depends  on  the  bone  marrow  findings.  Bone 
marrow  aspiration  reveals  a highly  proliferative, 
often  succulent  marrow,  as  in  true  pernicious 
anemia.  There  are  numerous  megaloblasts  pre- 
megaloblasts  and  atypical  megaloblasts.  As  previ- 
ously indicated  there  is  usually  free  hydrochloric 
acid  in  the  gastric  secretions,  lack  of  response  to 
vitamin  B]o,  and  rapid  response  to  folic  acid.  The 
peripheral  blood  has  no  consistent  pattern,  but 
the  finding  of  megaloblasts  in  the  peripheral  blood 
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is  suggestive  of  the  diagnosis.  Differential  diag- 
nosis includes,  particularly,  sepsis  and  blood  loss, 
pernicious  anemia,  and  other  causes  of  megalo- 
blastic anemia. 

Case  history 

This  20-year-old  white  female  was  admitted  to  the 
Eastern  New  Mexico  Medical  Center  July  18,  1963, 
because  of  severe  anemia.  She  gave  a history  of  hav- 
ing been  anemic  at  the  age  of  twelve.  Early  in  her 
pregnancy,  about  a year  prior  to  admission,  she  had 
not  been  anemic,  but  became  anemic  in  the  last  tri- 
mester. She  experienced  no  excessive  blood  loss 
during  her  pregnancy  and  did  not  know  of  excessive 
bleeding  during  delivery.  She  was,  however,  given 
three  units  of  blood  immediately  postpartum. 

Two  weeks  after  the  delivery,  she  was  found  to 
have  a hemoglobin  of  6.5  grams  and  a hematocrit 
of  18  per  cent  (mean  corpuscular  hemoglobin  con- 
centration 36  per  cent).  Physical  examination  was 
not  remarkable;  liver  and  spleen  were  not  enlarged. 
She  was  given  a transfusion  of  three  units  of  blood 
and  when  discharged  had  9.8  grams  of  hemoglobin 
and  a hematocrit  of  30  per  cent. 

She  had  been  caring  for  her  house  and  the  new 
infant  but  consulted  her  obstetrician  in  July  because 
of  diarrhea,  only.  Because  of  conspicuous  pallor,  she 
was  referred  for  evaluation. 

The  patient  and  family  had  no  significant  medical 
problem.  Her  background  is  part  American  Indian, 
part  German. 


Social  History:  The  patient  had  been  taking  no 
medications,  did  not  smoke  and  had  no  toxic  ex- 
posure. Her  diet  was  normal.  (Her  husband  re- 
ported that  she  ate  less  meat  than  she  should.) 

Review  of  Systems:  The  patient  did  admit  pound- 
ing in  the  head,  some  fatigability  and  a poor  ap- 
petite. She  had  noted  no  ankle  edema.  She  had 
occasionally  noticed  some  red  blood  in  her  bowel 
movements. 

Physical  Examination:  Physical  examination  was 
not  remarkable  except  for  the  pallor  and  multiple 
bruises  on  the  legs  and  hip. 

Laboratory  Studies  on  Admission: 

Hemoglobin:  5.0  grams/lOO  ml. 

Hematocrit:  12.5  per  cent. 

Red  Blood  Count:  1,650,000. 

MCHC:  40  per  cent,  MCH:  30  /x^g,  MCV:  76^-3. 

White  Blood  Count:  2,100. 

Reticulocyte  Count:  .3  per  cent. 

Platelet  Count:  36, 000/mm. -3. 

Differential  Count:  58  per  cent  lymphocytes. 

Serum  Iron:  140  fig. 

Iron  Binding  Globulin:  166  fig  (84  per  cent  satura- 
tion). 

Bilirubin:  Direct  .18  mg/ 100  ml.;  total  1.73  mg./ 
100  ml. 

Diagnex  Blue  Test:  Presumptive  evidence  of  free 
hydrochloric  acid. 

Sternal  bone  marrow  aspiration,  two  days  after 
admission,  revealed  active  proliferative  marrow. 
There  were  occasional  megakaryocytes  with  budding 
seen.  The  erythroid  series  showed  arrest  in  the 
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erythroblastic  stage  with  many  megaloblasts  and  a 
few  megaloblastic  normoblasts.  The  granulocytic 
series  showed  many  atypical  myelocytes  and  meta- 
myelocytes with  large  irregular  nuclei. 

Gastrointestinal  series,  five  days  after  admission, 
showed  an  active  gastric  ulcer  on  the  lesser  curva- 
ture side  of  the  distal  pylorus. 

Response  to  treatment  is  best  followed  on  the 
graph.  The  reticulocyte  count  was  .3  per  cent  origi- 
nally. Immediately  following  the  bone  marrow  ex- 
amination, parenteral  vitamin  B12  was  started.  After 
two  days  there  was  no  response  (reticulocyte  count 
.2  per  cent).  The  patient  was  then  started  on  folic 
acid,  10  mg.  by  mouth  twice  a day.  Two  days  later, 
the  reticulocyte  count  was  10.5  per  cent.  She  was  dis- 
charged from  the  hospital  and  was  to  continue  folic 
acid,  20  mg.  a day. 

On  July  29,  hemoglobin  was  6 grams,  hematocrit 
21.5  per  cent,  and  reticulocyte  count  12.4  per  cent. 
The  mean  corpuscular  hemoglobin  concentration  was 
now  28  per  cent. 

Ten  days  later,  hematocrit  had  risen  to  32  per  cent, 
the  hemoglobin  to  8.2  grams,  the  mean  corpuscular 
hemoglobin  concentration  had  fallen  to  25  per  cent. 
Iron  therapy  was  started.  Approximately  one  month 
later,  the  hematocrit  had  risen  to  41  per  cent,  hemo- 
globin 11.2  grams,  the  mean  corpuscular  hemoglobin 
concentration  was  27  per  cent. 

Discussion 

Pathophysiology:  The  exact  pathophysiology  of 
megaloblastic  anemia  of  pregnancy  has  never  been 
delineated.^  Reports  showing  variable  responses 
to  therapy  may  indicate  that  there  are  multiple 
factors  involved.  Dietary  inadequacy  of  folic  acid 
has  been  considered  by  many  and  seems  the  most 
likely.  The  cases  reported  from  tropical  areas 
differ  from  the  temperate  zone  cases  in  dietary 
factors.  There  is,  however,  no  universal  dietary 
deficiency  and  many  women  recover  in  the  post- 
natal period  without  a change  of  diet. 

An  interesting  paper  by  Dawson  reports  two 
groups  of  patients — one  was  given  prophylactic 
folic  acid.  Seven  per  cent  of  the  control  patients 
developed  “bone  marrow  evidence  of  folic  acid  de- 
ficiency,” as  compared  with  .3  per  cent  in  those 
receiving  small  doses  of  folic  acid.  A defective 
intrinsic  factor  has  also  been  postulated.  The  in- 
ability of  most  cases  to  respond  to  vitamin  Bio 
whether  given  orally  or  parenterally,  and  the  re- 
sponse of  some  cases  to  minute  doses  of  vitamin 
Bi2  by  mouth,  make  this  unlikely.  Hemolysis  has 
been  postulated  as  a factor,  and  in  some  cases  a 
rapid  appearance  of  megaloblastic  anemia  of  preg- 
nancy has  indicated  that  there  must  be  a hemo- 
lytic factor.  Studies  on  red  cell  fragility  have  been 
variable  in  these  reports.  Sepsis  also  seems  to  be 
a masking  or  contributing  factor,  related  to  relapse 
or  delayed  response. 


Comment 

Long  persistence  of  megaloblastic  anemia  after 
delivery  makes  this  case  unusual.  Its  rapid  re- 
sponse to  small  oral  doses  of  folic  acid  suggests  a 
relatively  uncomplicated  folic  acid  deficiency. 

Thrombocytopenia  has  been  present  in  few  of 
the  previously  reported  cases,  but  possibly  is  a 
common  occurrence — five  out  of  six  cases  in  one 
series.  In  the  previously  reported  cases,  no  note 
was  made  of  ecchymotic  areas  nor  purpura,  al- 
though pallor  was  noted  in  almost  all  patients. 

Appearance  of  an  iron  deficiency  picture  during 
the  rapid  response  to  therapy  is  of  interest. 
Autopsies  on  women  dying  with  megaloblastic 
anemia  of  pregnancy  have  shown  adequate  iron 
stores.^  This  patient  had  received  six  blood  trans- 
fusions ( 1 V2  grams  of  parenteral  iron ) within  six 
months  prior  to  folic  acid  therapy,  and  had  no 
history  of  excessive  blood  loss.  Her  original  serum 
iron  showed  high  saturation  of  the  iron  binding 
globulins.  During  her  greatest  response  to  folic 
acid,  she  developed,  however,  a hypochromic 
anemia  (lowered  MCHC).  This  was  seen  in  many 
of  the  reported  cases.^ 

In  retrospect,  one  wonders  if  this  patient  may 
not  have  been  deficient  in  iron  stores,  the  hypo- 
chromia representing  a slower  mobilization  of  iron 
than  other  metabolites.  (In  other  cases  reticulo- 
cyte counts  up  to  42  per  cent  have  been  reported.) 
In  cases  of  iron  deficiency  anemia  appearing  dur- 
ing the  rapid  response  to  folic  acid,  the  material 
does  not  permit  evaluation  of  this  hypothesis. 

Summary 

Megaloblastic  anemia  of  pregnancy  has  been 
noted  for  over  one  hundred  years.  The  frequency 
of  its  observation  varies,  but  in  a carefully  studied 
group,  changes  appeared  in  the  bone  marrow  of 
about  7 per  cent  of  pregnant  women  not  receiving 
folic  acid  in  the  prenatal  period. 

This  is  a care  presentation  of  a 20-year-old 
white  woman  whose  megaloblastic  anemia  per- 
sisted six  months  after  delivery,  failed  to  respond 
to  vitamin  B12  given  parenterally,  and  improved 
rapidly  after  folic  acid  was  given  by  mouth. 

This  patient  developed  a picture  of  hypo- 
chromic anemia  during  the  rapid  response  to  folic 
acid.  • 
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The  treatment  of  acute  otitis  media  in  children 


Far-reaching  consequences  of  this  disease 
warrant  most  careful  consideration  of 
family  history,  merits  of  modern  diag- 
nostic and  therapeutic  measures,  and 
long-term  observation  of  these  patients. 

A SERIES  OE  THREE  CLINICAL  TRIALS  in  the  treat- 
ment of  acute  otitis  media  in  children  was  re- 
cently reported  by  Stickler,  McBean,  et  aid'  ® 
These  trials  were  published  over  a three-year 
period.  The  925  cases,  which  were  the  subject 
of  the  last  two  trials,  are  considered  a fairly  large 
series,  but  probably  does  not  exceed  the  number 
seen  by  me  in  the  past  20  years.  In  my  experience 
otitis  media  follows  a rather  set  pattern  in  de- 
velopment and  progression,  but  it  rarely  permits 
a single  established  treatment  pattern  in  the  light 
of  recent  trends.  Moreover,  my  experience  results 
in  an  “opinion  to  the  contrary”  of  the  conclusions 
of  the  authors  from  these  trials.  The  conclusion 
that  myringotomy  is  not  necessary  in  treatment 
except  in  rare  instances  seems  erroneous.  Second, 
treatment  by  antibiotics  alone  of  a complex  ill- 
ness is  a passive  alternative  to  active  treatment 
which  might  be  readily  accepted  by  the  busy 
general  practitioner.  Third,  the  authors  concluded 
that  no  instances  of  mastoiditis  or  meningitis  arose, 
and  in  the  absence  of  efforts  to  determine  the 
presenee  of  mastoid  infection  by  radiologic  ex- 
amination such  a conclusion  could  not  be  made. 
Lastly,  it  is  my  opinion  that  the  effects  of  middle 
ear  disease  are  far-reaehing  in  consequences,  and 
the  final  result  in  a single  patient  might  not  be 
observed  in  merely  three  years. 

Evidence  is  accumulating,  in  history-taking  at 
least,  that  points  to  the  necessity  of  considering  the 
family  history  of  ear  disease.  Other  observers 
have  noted  tympanic  perforations  in  the  same 
ear  of  child,  parent  and  grandparent.  I collected 
a total  of  some  34  such  cases,  discontinuing  the 
tally  when  a much  larger  group  of  similar  cases 
was  published. 

This  brings  up  heredity  and  the  subject  of  al- 
lergic “shock  organs.”  Many  are  agreed  that  the 
ear  may  react  to  allergens  with  the  speeificity  of 
the  skin,  eye,  lung  or  gastro-intestinal  tract.  The 
newer  concepts  of  provocative  food  testing  offer 


G.  S.  Richardson,  MD,  Roswell,  New  Mexico 

evidence  for  such  conclusions,  but  its  scope,  un- 
fortunately, is  too  broad  for  consideration  at  this 
time.  Such  a child  needs  the  advantage  of  long- 
eontinued  observation  and  treatment  by  one  rea- 
sonably skilled  in  the  pathogenesis  and  treatment 
of  aural  disease.  Regular  and  routine  hearing 
testing  should  be  conducted  with  the  same  ob- 
jectives as  visual  acuity  testing,  in  order  to  record 
and  follow  the  function  of  a special  sense. 

There  has  long  been  a feeling  abroad  that  mas- 
toiditis is  frequently  associated  with  diarrhea  or 
marasmic  changes  in  infants.  It  could  be  that  the 
ear  and  the  intestinal  tract  are  primarily  affected 
by  the  same  allergen,  e.g.  milk.  The  ear  disease 
receives  the  attention,  but  as  RinkeE  emphasized 
in  his  lectures,  allergies  somehow  clear  up  for  a 
period  following  surgery  and  the  liberation  of 
histamine,  heparin  and  related  compounds.  This, 
of  course,  is  another  observation  rather  than  in- 
controvertible fact. 

The  Stickler-McBean  series  deals  with  children 
mainly  between  the  ages  of  three  and  six.  Eigh- 
teen per  cent  in  Series  II  and  21  per  cent  of  Series 
III  had  perforations  of  the  tympanic  membrane. 
All  of  these  patients  merit  an  x-ray  series  of  their 
temporal  bones  and  culture  of  the  organism  if  the 
ear  is  discharging.  Bezold  and  Siebenman-'*  stated 
“the  antrum  and  the  mastoid  air  cells  always  take 
part  in  even  the  slightest  inflammations  of  the 
middle  ear  which  show  any  clinical  symptoms.” 
There  is  no  present  basis  for  doubting  this  opinion. 
At  this  age  the  presence  of  an  open  perforation 
of  the  drum  admittedly  spares  the  patient  from 
complications,  although  we  cannot  predict  with 
certainty  the  future  course  of  the  disease.  Pre- 
vention of  chronicity  should  be  our  main  objective 
at  this  stage. 

It  is  my  observation  that,  with  repeated  bouts 
of  ear  infection,  or  involvement  of  the  middle  ear 
and  Eustachian  tube,  certain  changes  may  oc- 
cur in  the  middle  ear.  These  have  been  de- 
scribed as  “cavitation,”®  “reactive  osteogenesis” 
or  “isolation  of  the  middle  ear  from  the  antrum 
and  mastoid  air  cell  system.”'  It  may  be  due  to 
“aditus  block”®  or  to  occlusion  of  the  direct  com- 
munication from  middle  ear  to  the  mastoid  antrum 
(known  as  the  aditus)  by  bony  change.  These 
changes  may  possibly  stop  when  the  perforation 
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occurs  in  the  drum,  which,  beneficently,  enables 
the  mastoid  air  cell  system  and  antrum  to  drain, 
and  the  middle  ear  mucosa  to  heal. 

Friedman'’  has  stated  with  regard  to  otitis 
media,  “in  spite  of  the  immense  amount  of  avail- 
able literature  there  appears  to  exist  no  general 
agreement  on  some  fundamental  issues  involved. 
And,  in  particular,  the  behavior  and  histological 
pattern  of  the  diseased  bone  is  still  in  doubt.”  Two 
observers^®  have  analyzed  some  746  operations 
in  children  with  chronic  otitis  media.  They  con- 
cluded that,  “contrary  to  present  views  sclerotiza- 
tion  of  the  mastoid  process  is  neither  hereditary 
nor  congenital,  nor  a sequel  of  otitis  media  in 
infancy,  but  is  a result  of  long  duration  of 
the  suppurative  process,  representing  a de- 
fense mechanism  consisting  of  growth  of  bone 
which  displaces  the  pathologic  process  toward 
the  antrum.”  Walter  Wasson  of  Denver  carried 
out  some  unusual  observations  in  radiology,  and 
these  seemingly  have  long  been  forgotten.  He 
would  take  chest  and  sinus  films  in  the  newborn 
before  ligation  of  the  unbilical  cord  and  then 
follow  these  selected  cases  in  their  maturation  to 
adults.  His  efforts  were  directed  in  this  fashion 
to  discover  when  people  began  their  chest  and 
sinus  disease  and  the  relationship  between  the 
two.  In  personal  communications  with  me,  he 
felt  that  mastoid  and  ear  disease  might  fall  in  the 
category  of  being  present  at  birth.  While  this  is 
another  divergent  view,  one  of  Wasson’s  original 
subjects,  and  treated  by  me  for  otitis  media,  is 
now  in  his  fifteenth  year;  this  youngster  apparent- 
ly has  no  hearing  defect  (from  second-hand  re- 
ports), which  demonstrates  the  factor  of  variable 
resistance  to  ear  disease. 

These  views  have  been  introduced  to  demon- 
strate that  some  of  these  cases  will  be  conditioned 
by  heredity  and  others  will  have  long-standing 
ear  disease  accompanied  by  mastoiditis.  Were  this 
not  so  the  present  tympanoplastic  procedures 
would  not,  in  the  majority  of  instances,  be  ac- 
companied by  mastoidectomy.  Somewhere  along 
the  line  we  have  missed  the  indications  for  surgi- 
cal procedures  of  myringotomy,  mastoidectomy, 
more  meticulous  observation,  and  a wider  and 
more  profound  type  of  medical  management  to 
include  allergic  and  endocrinologic  study. 

Sphoel,^^  in  a study  of  210  cases  of  suppurative 
otitis  media  in  Oslo,  between  the  ages  of  one  to 
10,  concluded  that  almost  similar  percentages 
acquired  impaired  hearing  whether  complicated 
by  mastoiditis  or  not.  Patients  with  acute  otitis 


which  lasted  up  to  two  weeks  had  retained  normal 
hearing  in  about  95  per  cent  of  all  cases.  Frequen- 
cy of  diminished  hearing  increased  rapidly  after 
the  otitis  lasted  two  weeks  or  more.  In  cases  of 
non-recurring  otitis  the  frequency  of  lower  hear- 
ing levels  was  less  than  20  per  cent  but  was  ap- 
proximately 50  per  cent  of  the  cases  with  recur- 
ring otitis.  About  70  per  cent  of  the  cases  (during 
the  years  1941-1947)  were  complicated  with 
mastoiditis.  In  patients  with  myringotomy  im- 
paired hearing  was  only  half  as  frequent  as  ears 
with  spontaneous  rupture,  and  the  duration  of 
otitis  media  was  shorter.  Finally,  a simple  whis- 
pered and  conversational  voice  test  revealed  75 
per  cent  of  the  hypacuses  registered  by  the  audiom- 
eter; these  were  70  per  cent  conductive,  25  per 
cent  perceptive  and  5 per  cent  combined. 

In  my  practice  there  have  been  many  patients 
who  were,  for  one  reason  or  another,  treated  in  the 
acute  phase  by  antibiotics  alone  and  were  subse- 
quently treated  by  me  surgically.  Each,  apparently, 
did  fairly  well  for  varying  periods  of  antibiotic  treat- 
ment and  then  had  a recurrence  of  symptoms. 
Here  I must  admit  that  no  easy  answer  is  possible. 
The  indications  for  simple  administration  of  peni- 
cillin-sulfonamide or  tetracycline  for  one  week  or 
adding  systemic  decongestants  or  leaving  these 
out  of  the  therapy  are  not,  in  my  hands,  clear-cut. 
Should  systemic  decongestants  be  used?  It  is  my 
feeling  that  these  should  be  administered  for  a 
period  of  several  months  if  allergic  studies  are 
not  undertaken. 

Many  observers  admit  the  importance  of  the 
Eustachian  tube,  its  auditory  orifice  and  particular- 
ly the  vulnerability  of  short,  widely-open  tubes 
in  infancy  to  infection.  Tubal  obstruction  and 
serous  otitis  media  are  sequelae,  possibly,  of 
under-treatment  and  rarely  from  over-treatment 
of  an  acute  otitis  media.  Otolaryngologists  are 
agreed,  I believe,  that  aural  rehabilitation  is  im- 
possible if  the  Eustachian  tube  cannot  be  made 
to  function  properly  or  will  not,  of  its  own  accord, 
function  as  it  was  intended.  Ventilation  of  the 
middle  ear  can  occur  only  by  means  of  a function- 
ing Eustachian  tube  or  a perforation  of  the  drum. 

Summary 

The  management  of  ear  disease  of  sudden  on- 
set should  include  several  procedures  and.  in  my 
experience,  need  not  be  accompanied  by  high 
temperatures,  elevated  white  count  or  sagging  of 
the  canal  walls.  Each  patient  seems  to  be  an 
individual  case.  In  those  cases  with  family  history 
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of  ear  disease,  with  dietary  dyscrasias,  or  with  al- 
lergic history,  one  should  plan  on  observing  them 
carefully,  repeatedly  and  over  long  periods  of 
time. 

A nose  drop  should  be  used  early  and,  in  older 
children,  the  symptom  of  Eustachian  involvement 
is  frequently  manifested  by  pain  “deep  within  the 
ear,”  and  is  responsive  to  local  treatment  of  this 
sort. 

Mothers  should  hold  bottle-fed  infants  rather 
than  propping  the  feeding  upon  a pillow  for  the 
infant.  Sneezing,  in  a nursing  infant,  is  most  criti- 
cal. This  and  abdominal  distention  may  indicate 
some  type  of  food  allergen  necessitating  an  anti- 
histamine concurrently. 

If  the  patient’s  temperature  is  within  normal 
limits,  despite  reddening  of  the  drum,  it  certainly 
will  not  hurt  to  see  what  the  infant’s  or  youngster’s 
own  natural  resistance  will  do  for  a day  or  two. 
Reddening  of  the  drum  need  not  be  an  indication 
for  antibiotic  just  as  lack  of  bulging  need  not  be 
contra-indication  for  myringotomy.  The  functional 
integrity  of  the  whole  ear,  in  such  cases,  should 
be  assured  by  every  means  including  the  early 
administration  of  systemic  decongestants.  The 
Eustachian  tube  must  be  made  to  function  as  a 
drainage  route  if  possible. 

Systemic  decongestants  should  be  continued  for 
a long  period  of  time;  e.g.  for  the  remainder  of  the 
period  in  the  tree  season,  or  in  conjunction  with 
specific  desensitization. 

Myringotomy  should  be  performed  when  the 
drum  indicates  a middle  ear  filled  with  fluid,  when 
the  temperature  is  suddenly  elevated,  for  de- 
termining the  change  of  fluid  from  serous  to  puru- 


lent, to  ascertain  the  nature  of  the  infection,  and 
to  relieve  night  pain  and  discomfort.  The  opposite 
ear  must  be  watched  carefully  if  uninvolved  ini- 
tially for  sudden  temperature  elevation  may  arise 
from  its  involvement.  Preferred  therapy  of  either 
tetracycline  or  penicillin  with  sulfonamide  may 
be  instituted  at  any  time. 

Radiographic  studies  are  helpful  in  determining 
the  stage  of  infection  and  its  extent.  Polyethylene 
and  teflon  tubes  have  no  place,  in  my  opinion,  in 
treatment  of  a purulent  middle  ear  infection,  but 
are  useful  in  the  serous  otitides. 

Progress  of  the  patient  should  be  followed  over 
the  years  by  means  of  hearing  testing.  If  physicians 
fail  to  do  this  the  federal  programs  within  schools 
will  surely  usurp  the  medical  prerogatives.  • 
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Two  Antibiotics  Together  May  Be  Less  Effective  Than  One 

Dr.  Jay  Sanford,  in  a lecture  at  the  clinical  session  of  the  May,  1966  meeting  of  the  New 
Mexico  Medical  Society,  indicated  that  bactericidal  and  bacteriostatic  antibiotics  may  be  less 
effective  if  given  together.  . . . 

Penicillin  is  a bactericidal  antibiotic,  as  it — and  the  body  defenses — completely  eradicate  the 
offending  organism  when  it  is  in  a young  growth  phase. 

Not  so  with  other  antibiotics.  Some  such  as  tetracycline,  classed  as  bacteriostatic,  suppress 
the  growth  cycles  of  the  organism.  By  doing  this,  the  host  improves  and  bacteria  are  less  nu- 
merous. However,  organisms  may  not  be  completely  destroyed  and  resume  growth  even  after 
clinical  evidence  would  support  a good  antibacterial  result. 

Further,  if  the  bacteriostatic  antibiotic  suppresses  the  bacterial  growth,  the  young  organ- 
isms are  not  being  formed  and  the  cell-wall-synthesis  interfering  action  of  penicillin  may  not  be 
able  to  come  into  action. 

This  could  be  an  explanation  for  less  antibacterial  action  by  penicillin  with  simultaneous  use 
of  tetracycline.  And  “sulfa”  drugs  are  not  blameless — Kunin  recently  demonstrated  that  sulfa- 
nilamides  interfered  with  the  oral  absorption  of  oxacillin. — Tom  L.  Carr,  MD,  in  Newsletter  of 
N.M.  Med.  Soc.,  Albuquerque,  June,  1966. 
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Presidential  Address'" 


R.  P.  Beaudette,  MD,  Raton,  New  Mexico 


This  is  the  occasion  of  a memorable  and  his- 
toric event  and  a singular  honor  for  the  New 
Mexico  Medical  Society.  It  is  the  dream  and  ex- 
pressed purpose  of  every  medical  society  to  ex- 
tend medical  knowledge  and  advance  medical 
science  so  that  all  the  people  living  within  the  con- 
fines of  its  environment  may  fully  reap  the  bene- 
fits of  this  concerted  effort. 

The  New  Mexico  Medical  Society  in  its  84th 
year  is  justifiably  proud  in  having  been  the  prime 
mover  and  influence  in  the  establishment  of  this 
Medical  School.  The  citizens  of  New  Mexico  and 
Board  of  Regents  along  with  its  President,  Tom 
Popejoy  of  this  University,  may  be  equally  proud 
of  the  achievement  that  this  young  State  has  ac- 
complished. 

Today  marks  the  first  Clinical  Session  of  the 
Medical  Society  to  be  held  upon  this  campus.  We 
trust  that  there  will  be  many  more.  Also  as  we 
approach  the  end  of  the  school  year,  the  Univer- 
sity of  New  Mexico  Medical  School  will  have 
completed  its  first  two  year  program.  Thus  we 
come  to  the  end  of  the  beginning  of  higher  medi- 
cal education  in  the  State  of  New  Mexico. 

In  the  fall  of  this  year  the  third  year  of  studies 
will  begin,  and  the  administration  and  faculty  as 
well  as  the  Governor  and  the  Legislature,  must 
be  commended  for  the  rapid  strides  which  this 
University  is  achieving  in  attaining  a four  year 
medical  school.  Certainly  every  citizen  can  take 
pride  in  this  contribution  to  our  national  effort 
which  President  Johnson  states  is  so  critical. 

An  educational  explosion  is  occurring  through- 
out the  United  States.  Not  only  does  the  need 
exist  in  a well-informed  and  democratic  society 
but  the  demands  are  exceeding  our  educational 
capabilities.  It  is  at  this  point  that  we  would  do 
well  to  inventorize  our  resources  and  to  reaffirm 
the  goals  and  purposes  of  medical  education  in 
the  State  of  New  Mexico. 

American  medical  education  is  based  upon  the 
principles  set  down  by  Dr.  John  Morgan  in  1765. 
These  were  rigidly  adhered  to  in  establishing  the 
University  of  New  Mexico  Medical  School.  I 

* Presented  before  the  New  Mexico  Medical  Society  on  the 
campus  of  the  University  of  New  Mexico,  May  12,  1966. 


would  like  to  reiterate  these  principles.  Two  hun- 
dred years  later  they  are  as  meaningful,  as  pur- 
poseful and,  if  you  will,  as  beautiful  as  the  day 
he  pronounced  them.  He  stated: 

1.  A medical  school  ought  to  be  an  integral 
part  of  a College  or  University. 

2.  Hospital  instruction  should  form  an  integral 
part  of  instruction  in  a medical  school. 

3.  Young  men  should  come  to  the  study  of 
medicine  with  a liberal  education. 

4.  The  curriculum  should  follow  a graded  or- 
der from  anatomy  to  clinical  instruction  and  ex- 
perience. 

5.  Teachers  should  have  time  to  experiment 
and  search  for  the  secrets  of  nature. 

This  should  indicate  to  everyone  who  is  vitally 
interested  in  education  and  to  the  medical  pro- 
fession in  particular  that  these  principles  for  ex- 
cellence have  not  been  circumvented  by  time  or 
progress.  The  explosion  of  scientific  knowledge 
and  the  advent  of  almost  daily  medical  miracles 
must  neither  serve  as  a deterrent  or  a stimulus  to 
lower  the  standards  of  medical  education  in  this 
state. 

As  the  University  of  New  Mexico  enters  a new 
and  higher  plane  of  medical  education  it  too  must 
face  the  many  modern  day  problems  that  educa- 
tion is  facing.  There  must  be  much  flexibility  of 
attitudes  as  we  bring  better  medicine  to  this  state 
and  to  this  nation.  The  State  must  assume  the 
responsibility  of  providing  the  constant  financial 
assistance  so  necessary  in  developing  the  raw  hu- 
man talent  which  it  possesses  and  which  represent 
potentially  our  most  valued  investment. 

We  must  also  seek  and  accept  that  assistance 
which  on  occasion  must  come  from  the  Federal 
Government.  We  in  the  medical  world  must  be 
fully  cognizant  of  the  financial  strain  of  a medi- 
cal school  operation  and  of  the  severe  competi- 
tive efforts  to  obtain  faculty  members.  For  this 
reason,  our  medical  school  may  well  consider 
the  education  of  future  teachers  and  professors 
in  addition  to  the  mere  production  of  practicing 
physicians.  This,  of  course,  is  not  pleasant  to  the 
short  sighted  view  but  it  will  place  this  school 
beside  the  leaders  in  the  next  generation. 
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Let  me  for  a moment  speak  directly  to  the 
philosophy  of  education.  As  with  many  relative 
and  abstract  concepts  it  is  difficult  to  satisfactorily 
define  education.  However,  for  our  purposes  and 
in  the  rich  tradition  of  a University,  education 
can  be  defined  with  simplicity:  Education  in  its 
broad  and  morally  true  connotation  is  merely  the 
development  of  mind  and  soul  to  assist  the  indi- 
vidual to  constructively  live  within  his  environ- 
ment. 

But,  we  are  in  an  era  of  intensive  specializa- 
tion and  tremendous  competitive  programming  of 
postgraduate  medical  education  as  well  as  strong 
political  pressures  to  produce  doctors.  At  what 
point  must  we  cease  to  keep  up  with  the  Jones! 

Just  prior  to  the  Civil  War  there  were  56  medi- 
cal schools.  By  1900  there  were  165  medical 
schools,  and  yet  within  the  following  generation 
there  were  only  80  established  medical  schools. 
Some  300  medical  schools  fell  by  the  wayside  due 
to  economic  conditions  and  elevated  standards. 
Much  of  this,  of  course,  was  due  to  the  Flexner 
Report  of  1910  which  was  triggered  by  an  earlier 
survey  made  by  the  American  Medical  Associa- 
tion. The  point  that  I am  making  is  simple.  There 
is  no  substitute  for  excellence,  and  excellence  at 
the  medical  school  level  is  achieved  in  the  Morgan 
tradition  which  was  patterned  after  the  European 
Universities. 

However,  the  very  forces  of  social  change  and 
scientific  advance  can  easily  disrupt  the  very  goals 
of  excellence  which  the  University  seeks  to  attain. 


The  moon-type  race  which  the  social  planners 
would  perpetrate  upon  the  American  people  may 
well  produce  the  encyclopaedic-automated  physi- 
cian, but  the  true  need  for  medicine  will  never  be 
filled  through  the  deletion  or  curtailment  of  edu- 
cated physicians.  We  need  the  total  physician 
treating  the  whole  patient. 

Many  problems  face  us  because  of  the  advent 
of  progress  and  change.  Basic  truths  are  not  al- 
tered. This  Medical  School  was  born  and  is  being 
developed  in  the  rich  traditions  of  American  Med- 
icine. We  look  for,  and  expect,  its  graduates  to 
be  educated  physicians  in  whatever  sphere  of 
activity  they  choose  to  continue  their  work.  The 
beautiful  communion  that  results  from  the  inter- 
relation and  intra-programming  of  University 
faculties  should  permeate  to  the  undergraduate 
student,  and  the  medical  school  student  should 
not  be  cloistered  on  an  island  of  medical  knowl- 
edge in  the  midst  of  an  educational  kingdom.  The 
understanding  of  many  disciplines  is  a necessary 
part  of  today’s  educational  process. 

The  New  Mexico  Medical  Society  is  aware  of 
the  multifaceted  nature  of  medical  education.  We 
wish  to  continue  our  leadership  and  to  provide  the 
assistance  and  necessary  mutual  cooperation  in 
the  growth  and  development  of  medical  education 
in  this  State.  To  this  School  and  to  the  University 
of  New  Mexico  we  extend  our  humble  apprecia- 
tion and  the  warmest  wish  for  their  continued 
success. 


The  New  Mexico  Medical  Society  is  one  of  the  few  state  societies  with  a functioning,  effective 
Malpractice  Screening  Plan.  Since  the  adoption  of  this  plan  by  the  NMMS  and  the  State 
Bar  in  1963  many  situations  have  been  presented  to  the  Panel.  A great  deal  of  time  and  effort 
have  gone  into  the  consideration  of  these  claims,  and  generally  it  has  been  felt  that  the  long 
hours  and  hard  work  of  the  physicians  and  attorneys  involved  have  been  worth  while  particu- 
larly in  the  avoidance  of  the  filing  of  so-called  “nuisance  suits.”  For  almost  three  years  after 
the  inception  of  this  plan,  the  committees  were  proud  to  report  that  no  suits  had  been  filed  in 
New  Mexico  that  had  not  been  taken  to  the  Panel.  Unfortunately,  however,  in  the  past  few 
months,  at  least  three  suits  that  might  well  have  come  to  the  Panel  have  instead  been  filed  with 
concomitant  publicity.  The  committees  of  the  Bar  and  the  Medical  Society  are  now  diligently 
exploring  the  reasons  for  the  filing  of  these  suits  rather  than  using  the  Panel  in  an  attempt  to 
prevent  this  in  the  future.  Both  committees  feel  strongly  that  the  plan  is  in  danger  of  aban- 
donment if  the  panels  are  not  utilized.  . . . 

The  NMMS  Medical-Legal  Committee  feels  strongly  that  we  have  an  excellent  plan  beneficial 
to  physicians,  attorneys  and  the  public.  In  order  to  make  the  plan  more  effective,  we  are 
earnestly  requesting  all  physicians  to  . . . (notify)  the  Committee  that  a negligence  claim  may 
be  in  the  offing.  . . . — John  K.  Torrens.  MD,  in  Newsletter  of  N.M.  Med.  Soc.,  Albuquerque, 
March,  1966. 
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Abstract  of  Minutes* 

House  of  Delegates  of 

The  New  Mexico  Medical  Society 

Eighty-Fourth  Annual  Meeting 
May  10-11,  1966 

The  House  of  Delegates  held  two  meetings  at  its 
84th  Annual  Meeting  in  Albuquerque,  New  Mexico, 
May  10-11,  1966.  Meetings  were  held  preceding  the 
Eighty-Fourth  Clinical  Meeting  of  the  New  Mexico 
Medical  Society.  The  Speaker,  Hugh  B.  Woodward, 
and  Vice-Speaker,  Ronald  V.  Dorn,  alternated  in 
presiding  before  the  House.  At  the  first  meeting  all 
reports  published  in  the  Handbook  and  all  supple- 
mental reports  and  resolutions  which  had  been  mime- 
ographed after  publication  of  the  Handbook,  as  well 
as  verbal  and  typed  resolutions  introduced  on  the 
floor  of  the  House,  were  referred  to  appropriate  com- 
mittees. 

FIRST  SESSION 
Tuesday,  May  10,  1966 

The  House  was  called  to  order  at  2:00  p.m. 
C.  Pardue  Bunch  pronounced  the  invocation. 

Sixty-six  delegates  answered  the  roll  call,  including 
certified  substitute  alternates. 

The  Speaker  recognized  Mr.  Dallas  Whaley,  Field 
Representative,  American  Medical  Association,  and 
Mr.  Dave  Morrison,  Field  Representative,  American 
Medical  Political  Action  Committee. 

Omar  Fegant,  Chairman,  Public  Relations  Com- 
mittee, was  recognized  to  present  the  A.  H.  Robins 
Community  Service  Award  to  Earl  F.  Malone,  Ros- 
well. Dr.  Malone  indicated  his  pleasure  of  being  se- 
lected by  the  House  of  Delegates. 

The  Speaker  called  upon  President  Beaudette  to 
make  the  Viet  Nam  Service  Plaque  Awards  in  ab- 
sentia to  the  following  members:  John  F.  Conway, 
Clovis;  Herschel  Douglas,  Fovington  and  Harlan 
Pannell,  Fovington. 

The  Chairman  of  the  Liaison  Committee  to  the 
University  of  New  Mexico  School  of  Medicine,  Tom 
L.  Carr,  was  recognized  by  the  Speaker.  Dr.  Carr 
presented  Dean  Reginald  Fitz  a check  for  $3,188.17 
which  represented  earmarked  donations  from  the 
members  of  the  Medical  Society  Auxiliary  to  the 
New  Mexico  Medical  Society  and  New  Mexico's 
share  of  the  national  unearmarked  funds  to  the 
American  Medical  Education  Foundation.  Dr.  Fitz 
stated:  “Thank  you  and  the  members  of  the  New 
Mexico  Medical  Society  who  have  contributed  to 

* (Condensed  and  abstracted  from  the  stenographic  minutes 
kept  by  Mrs.  Ralph  R.  Marshall.  Reports  referred  to  but 
not  reproduced  herein  were  distributed  to  all  members  of  the 
House  in  mimeographed  form.  Copies  of  all  reports  are  on  file 
in  the  Executive  Office  of  the  Society  and  in  the  office  of  the 
Secretary  of  each  component  society,  available  for  study 
by  any  member  and,  together  with  this  abstract,  present  in 
full  all  proposals  as  well  as  actions  taken  upon  them.) 


the  development  of  the  Medical  School  by  contrib- 
uting to  the  Education  Research  Foundation  Pro- 
gram. I would  like  to  emphasize  something  which 
makes  this  particular  contribution  have  extraordinary 
value.  It  comprises  unrestricted  funds  which  are  real- 
ly flexible  and  allows  us  to  develop  new  programs. 
This  flexibility  is  much  more  diflficult  to  achieve  than 
it  is  in  established  schools  where  non-appropriated 
kinds  of  funds  become  available.” 

The  Minutes  of  the  Interim  House  of  Delegates 
Meeting  were  approved  as  summarized  in  the  April 
Rocky  Mountain  Medical  Journal. 

President  Beaudette  addressed  the  House  at  which 
time  he  indicated  his  displeasure  over  the  fact  that 
welfare  patients  had  been  placed  in  a category  as 
second-class  citizens  and  that  it  is  within  the  capabil- 
ities of  the  medical  profession  to  remove  them  from 
that  limbo.  He  remarked  regarding  the  uncertainties 
for  medicine  in  the  future  under  Medicare  and  stated. 
“Participation  in  this  program  is  almost  a must,  and 
a new  way  of  life  for  the  staff  physician.  Failure  to 
participate  will  achieve  no  noble  purpose,  and  in 
fact,  can  only  be  a disservice  to  our  colleagues  and 
the  many  thousands  of  patients  who  have  stood  with 
us  through  all  the  years  in  our  battle  against  social- 
ized medicine.”  He  thanked  all  the  officers  and  com- 
mitteemen who  have  worked  so  hard  during  the  year. 

The  Speaker  introduced  Tom  Alphin,  MD,  Medi- 
cal Director,  Equitable  Assurance  Society  of  the 
United  States  for  a report  as  to  how  Medicare  will 
affect  the  physicians  of  New  Mexico  and  how  his 
company  is  making  plans  to  administer  Part  B of 
the  Medicare  Law  in  New  Mexico. 

Speaker  Woodward  appointed  the  following  to 
membership  on  reference  committees: 

A.  Administrative  Matters: 

John  F.  Griffin,  Chairman 
Don  R.  Clark 
Armin  T.  Keil 
Myron  J.  Szczukowski 
Albert  S.  Lathrop 

B.  Legislative  and  Public  Affairs: 

Martin  B.  Goodwin,  Chairman 
Emmet  J.  Thorpe 
William  J.  Hossley 
O.  Douglas  Johnson 
Eugene  P.  Szerlip 

C.  Miscellaneous  Business 

James  R.  Gay,  Chairman 
Robert  S.  Stone 
Robert  W.  Harper 
Matt  A.  Connell 
M.  Paul  Mains 

D.  Constitution  and  Bylaws: 

J.  C.  Dotson,  Chairman 
Eugene  L.  Coulson 
Clifford  Molholm 
Walter  J.  Hopkins 
Jesse  Wallace 
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Speaker  Woodward  invited  the  introduction  of  sup- 
lemental  reports  and  new  business  which  were 
promptly  referred  to  the  appropriate  reference  com- 
mittee. 

SECOND  MEETING 
Wednesday,  May  11,  1966 

The  House  was  called  to  order  at  2:30  p.m.,  with 
sixty-four  delegates  answering  the  roll  call,  including 
accredited  alternate  delegates. 

The  Speaker  appointed  the  following  tellers:  D.  C. 
Layman,  Chairman;  James  Messer,  R.  W.  Harper, 
William  Langlois  and  Louis  A.  Levin,  and  asked  the 
tellers  to  distribute  the  election  ballots. 

Report  of  Reference  Committee  on 
Administrative  Matters 

The  Reference  Committee  thanked  AMA  Delegate 
Allan  Haynes  for  his  thorough  reporting  of  AMA 
meetings  and  noted  with  satisfaction  that  most  of  the 
recommendations  of  that  body  have  already  been 
instituted  by  this  Society;  therefore,  the  Committee 
recommended  that  the  report  be  filed. 

The  report  of  the  Auxiliary  to  the  New  Mexico 
Medical  Society  prepared  by  Mrs.  Matt  Connell,  Pres- 
ident, was  considered  by  this  Reference  Committee, 
and  since  it  contained  no  recommendations,  the  Com- 
mittee recommended  that  it  be  filed.  Members  of  this 
Committee  were  highly  impressed  by  those  members 
of  the  Auxiliary  who  appeared  before  the  Committee 
to  explain  their  ideas  as  to  the  function  of  the  Auxil- 
iary. This  Committee  recommended  to  the  President 
of  the  New  Mexico  Medical  Society  that  he  consider 
appointing  a member  of  the  Auxiliary  as  an  ex-officio 
member  of  the  Public  Relations  Committee.  A vote 
was  taken  on  this  recommendation  which  carried. 
The  President  was  further  asked  to  consider  extend- 
ing Auxiliary  representation  to  other  committees. 

The  published  Council  Report  was  approved  with 
the  notations  that  the  Necrology  Report  should  read 
William  R.  Lovelace  11,  MD,  and  that  dues  for  Aux- 
iliary members  are  not  paid  for  those  active  members 
who  are  not  married. 

The  Supplemental  Council  Report  was  approved 
and  included  the  following  actions; 

a)  Recommended  that  the  requests  of  the  Bernalillo  and 
Eddy  County  Societies  for  a change  in  membership  classi- 
fications of  Sophie  D.  Aberle  and  Mary  Jo  Jacobs  by 
virtue  of  retirement  be  approved. 

b)  Endorsed  a Nutrition  Symposium  sponsored  by  the  Dairy 
Council  of  the  Rio  Grande  Valley  and  recommended  that 
a member  of  the  Bernalillo  County  Medical  Society  be 
appointed  to  introduce  the  AMA’s  representative,  Philip 
White.  Sc.D.,  Secretary  of  the  Council  on  Food  and  Nu- 
trition at  this  Symposium  on  June  25. 

c)  Renewed  the  employment  agreement  with  Mr.  Bob  Reid. 
Public  Relations  Counsel,  under  the  present  contract  and 
salary;  however,  directed  the  Public  Relations  Committee 
to  consider  the  matter  of  continued  employment  of  the 
Public  Relations  Counsel  and  his  salary,  and  that  the 
Committee’s  recommendations  be  presented  to  the  Budget 
Committee  at  its  next  meeting. 

d)  The  employment  agreement  of  the  Legal  Counsel,  Mr. 
Howaid  Houk.  under  the  same  contractual  arrangement, 
was  renewed  for  another  year. 

e)  The  audit  report  of  Peat,  Marwick  & Mitchell,  which  re- 

income  of  $61,095.55  and  expenditures  of 
.SS^OTO.TT,  was  approved  and  the  budget  for  1966-67  which 
calls  for  an  income  of  $65,863.00  and  an  expenditure  of 
$65,824.00  was  also  approved. 


f)  Bids  were  opened  for  replacement  of  the  State  Society’s 
car,  and  Frontier  Ford  was  the  apparent  low  bidder; 
however,  if  this  firm  was  unable  to  deliver  the  car,  then 
the  contract  should  be  awarded  to  the  next  lowest  bidder. 

g)  That  the  twelve  delinquent  members  be  notified  that  they 
should  make  arrangements  for  payment  of  their  dues  prior 
to  July  1.  1966  or  they  would  be  expelled;  and  if  they  are 
expelled,  it  would  be  necessary  to  pay  a $25.00  reinstate- 
ment fee,  plus  all  back  dues  which  have  accrued.  The 
Mental  Health  and  Alcoholism  Committee  Report  recom- 
mended that  a reporting  form  would  be  supplied  to  the 
State  Medical  Society  by  the  Child  Welfare  Division  of 
the  New  Mexico  Department  of  Public  Welfare  for  study 
to  see  if  this  would  be  helpful  for  doctors  in  reporting 
cases  of  child  abuse.  The  report  was  approved  by  the 
House.  The  recommendation  of  the  Committee  for  the 
State  Society  to  have  a registry  of  Child  Abuse  cases  that 
might  be  available  for  reference  was  referred  to  the 
Legal  Counsel  for  study. 

The  following  reports  were  ordered  filed  for  in- 
formation inasmuch  as  they  contained  no  policy  de- 
cisions: 
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Advisory  Committee  to  Selective  Service 
Grievance  Committee 

The  Colfax  County  Medical  Society  sponsored  a 
resolution  which  approved  the  proposed  increase  in 
AMA  dues  by  $25.00.  The  resolution  was  approved 
by  the  delegates. 

A resolution  from  Chaves  County  which  was  crit- 
cal  of  AMA  leadership  was  disapproved  and  a substi- 
tute resolution  of  the  Reference  Committee  urging 
the  AMA  to  oppose  with  increased  vigor  further  en- 
croachment of  government  into  the  regulation  of 
medical  care  was  approved. 

A resolution  from  Santa  Fe  County  which  was  op- 
posed to  an  increase  in  AMA  dues  was  disapproved 
by  the  delegates. 

Report  of  Reference  Committee  on 
Legislation  and  Public  Affairs 

The  following  committee  reports  were  ordered  filed 
for  information  since  they  called  for  no  policy  de- 
cisions or  recommendations: 

Advisory  Committee  to  the  Department  of  Public  Welfare 
Medicare  Committee  for  O.D.M.C. 

New  Mexico  Physicians’  Service 
Public  Relations  Committee 

Recommendation  No.  1,  Supplemental  Report  of 
the  Fee  Committee,  requested  approval  of  the  House 
of  a negotiated  schedule  of  fees  for  the  Veterans  Ad- 
ministration Fiscal  Year  1967.  The  House  approved 
of  the  recommendation. 

The  House  approved  of  a recommendation  of  the 
Supplemental  Report  of  the  Fee  Committee  that  the 
Committee,  in  the  name  of  New  Mexico  Medical 
Society,  protest  the  recent  action  of  the  Welfare 
Board  concerning  fees  paid  to  general  practitioners 
and  internists  for  the  procedure  “complete  physical 
examination,”  and  to  advise  the  Board  that  the  dis- 
pute over  this  matter  could  be  more  satisfactorily  re- 
solved if  the  DPW  schedule  did  not  list  specialty 
groups  under  the  heading  of  “Complete  History  & 
Physical  Examination  With  Report.” 

The  third  recommendation  of  the  Fee  Committee 
was  deleted  and  the  following  substitute  recommenda- 
tion was  approved: 
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“That  when  Equitable  Assurance  Society  has  completed  its 
■fee  schedule’  for  Medicare  Title  No.  18,  the  New  Mexico 
Medical  Society,  through  the  Fee  Committee,  request  con- 
ferences with  Equitable  for  purposes  of  critical  review  and 
comparison  with  usual  and  customary  fees  in  New  Mexico 
and  that  efforts  be  made  to  correct  any  gross  inequities  in 
Medicare  fees  which  might  be  found  during  such  confer- 
ences.” 

The  delegates  approved  a motion  that  the  Presi- 
dent appoint  a committee  to  offer  adjudication  and 
liaison  service  with  any  health  insurance  carrier. 

The  delegates  approved  of  deleting  Recommenda- 
tion No.  1 of  the  published  report  of  the  Fee  Com- 
mittee since  it  had  been  superseded  in  the  Supple- 
mental Report,  and  that  Recommendation  Nos.  2 and 
3,  calling  for  reopening  negotiations  with  the  Vet- 
erans Administration  soon  after  January  1,  1967  for 
usual  and  customary  fees  and  that  the  State  Society 
should  use  its  influence  in  an  attempt  to  obtain  ade- 
quate budget  allocations  for  DPW  medical  items. 

Recommendation  No.  4 of  the  Fee  Committee  and 
a Chaves  County  resolution  were  nearly  identical, 
both  concerning  disregard  of  the  Welfare  fee  sched- 
ule, and  were  both  disapproved,  and  the  following 
resolution  was  substituted  and  approved: 

“Whereas,  The  State  Welfare  Department  has,  for  years, 
presented  a unilateral  contract  for  payment  of  the  doctors’ 
fees;  and 

“Whereas,  The  New  Mexico  Medical  Society  now  recognizes 
the  principle  of  usual  and  customary  fees  for  services  ren- 
dered: 

“Therefore,  Be  It  Resolved,  That  the  New  Mexico  Medical 
Society  recommends  that  as  of  July  1,  1966  all  members  of 
the  New  Mexico  Medical  Society  disregard  the  Welfare  fee 
schedule  as  now  issued  and  bill  the  Welfare  Department  their 
usual  and  customary  fees.  In  carrying  out  this  policy  there 
shall  be  no  withholding  or  restriction  on  necessary  services 
to  Department  of  Public  Welfare  clients.” 

The  Legislative  and  Public  Policy  Committee  had 
requested  in  their  annual  report  clarification  as  to  the 
stand  of  the  Medical  Society  with  regard  to  the  New 
Mexico  Abortion  Law;  therefore,  the  delegates  ap- 
proved a motion  that  the  President  appoint  an  ad 
hoc  committee  for  extensive  study  and  detailed  rec- 
ommendations to  the  House  at  a subsequent  session 
as  to  whether  changes  are  needed  in  the  current  New 
Mexico  Abortion  Law. 

The  delegates  recommended  to  the  Blue  Shield 
Board  that  it  consider  changes  in  the  manner  of  pay- 
ment of  non-participating  physicians  as  soon  as  pos- 
sible. 

By  a supplemental  report.  Blue  Shield  had  request- 
ed the  opinion  of  the  delegates  with  regard  to  wheth- 
er podiatrists  should  be  given  the  status  of  ‘practic- 
ing physician,’  and  the  delegates  voted  that  they 
should  not  be  so  designated. 

The  delegates  concurred  with  the  recommendations 
of  the  Public  Health  Committee  that  a new  system  of 
reporting  venereal  disease  be  approved  and  that  the 
proposed  preschool  visual  testing  program  of  the  Tel- 
ephone Pioneers  of  America  be  approved  and  that 
the  delegates  not  approve  of  participation  in  the 
health  surveys  at  the  Homemakers’  College. 

The  House  approved  the  recommendations  of  the 
Utilization  Committee  that  the  Committee  should  be 
continued  for  another  year,  and  if  time  proves  its 


usefulness,  then  it  should  be  made  a standing  com- 
mittee and  recommended  a subscription  to  the  Med- 
ical Audit  Plan,  the  companion  to  Physicians  Activi- 
ties Study  of  Ann  Arbor  which  would  provide  hos- 
pital utilization  committees  with  valuable  information 
to  aid  them  in  the  performance  of  their  duties. 

A resolution  from  Santa  Fe  County  asking  the 
Welfare  Department  to  raise  the  fee  for  surgical  as- 
sists was  tabled  permanently  inasmuch  as  the  Welfare 
Department  has  already  changed  its  policy  to  comply 
with  the  intent  of  the  resolution. 

The  speaker  introduced  the  President-Elect  of 
the  Woman's  Auxiliary  to  the  American  Medical  As- 
sociation, Mrs.  Asher  Yaguda,  who  spoke  briefly  of 
the  National  programs  of  the  AMA  Auxiliary  and  ex- 
pressed her  appreciation  for  the  support  the  New 
Mexico  Medical  Society  has  given  to  its  Auxiliary. 

Report  of  the  Reference  Committee  on 
Miscellaneous  Business 

The  following  committee  reports  were  ordered  filed 
for  information  since  they  contained  no  policy  de- 
cisions or  recommendations: 

Accident  Prevention  Committee 

Insurance  Committee 

Medical-Legal  Committee 

Ad  Hoc  Basic  Science  Study  Committee 

Ad  Hoc  Committee  on  Physician  Ownership  of  Pharmacies 

After  reviewing  the  Convention  Site  Committee’s 
Annual  and  Supplemental  Reports,  the  Reference 
Committee  indicated  that  it  had  no  objection  to  hold- 
ing our  annual  meetings  in  towns  other  than  Albu- 
querque and  Santa  Fe,  provided  suitable  facilities 
were  available  and  the  attendance  was  not  adversely 
affected;  therefore,  the  Committee’s  recommendation 
was  that  the  State  Society  not  be  committed  beyond 
1968  for  an  annual  meeting  in  the  southern  part  of 
the  state,  and  that  the  invitation  from  Dona  Ana  for 
the  1969  Annual  Meeting  to  be  held  in  Las  Cruces 
be  referred  to  the  1967  Annual  Meeting  of  the  House 
of  Delegates.  The  delegates  accepted  this  recom- 
mendation. 

The  delegates  approved  an  Ad  Hoc  Committee  Re- 
port recommending  a joint  statement  between  the 
Medical  Society  and  the  New  Mexico  Nurses'  Associ- 
ation regarding  rectal  and  vaginal  examinations  to  de- 
termine the  progress  of  labor. 
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An  Ad  Hoc  Committee  Report  dealing  with  health 
examinations  of  State  Police  and  establishing  a fee 
for  the  examinations  was  tabled  indefinitely. 

The  delegates  instructed  that  a letter  be  forwarded 
to  the  State  Police  expressing  the  Medical  Society's 
desire  to  cooperate  with  the  State  Police  in  conduct- 
ing physical  examinations  for  its  members  and  recom- 
mending that  individual  physicians  be  contacted. 

Two  resolutions  were  approved  as  submitted  by  the 
Liaison  Committee  to  the  University  of  New  Mexico 
School  of  Medicine  indicating  “that  the  New  Mexico 
Medical  Society  views  continuing  and/or  postgrad- 
uate medical  education  as  a function  of  the  present 
teaching  and  research  programs  of  the  University  of 
New  Mexico  School  of  Medicine.”  and  “that  the  New 
Mexico  Medical  Society  suggests  each  county  medi- 
cal society  urge  its  community  hospital  governing 
board  to  consider  the  advantages  of  affiliation  with 
the  Universitv  of  New  Mexico  School  of  Medicine 
Library.” 

A resolution  from  Chaves  County  criticizing  the 
statements  of  the  new  director  of  the  Food  and  Drug 
Administration  against  the  drug  industry  was  disap- 
proved by  the  delegates. 

The  resolution  introduced  by  the  Bernalillo  County 
Association  asking  the  Legislative  Committee  to  pre- 
pare appropriate  recommendations  to  be  submitted 
to  the  1967  Legislature  to  provide  for  disciplining 
physicians  who  are  not  members  of  county  societies 
was  disapproved  on  request  of  the  sponsors  of  the 
resolution. 


Report  of  the  Reference  Committee  on 
Constitution  and  Bylaws 

A special  reference  committee  was  appointed  to 
consider  the  proposed  new  Constitution  and  Bylaws 
of  the  New  Mexico  Medical  Society,  after  having 
been  formally  presented  to  the  House  on  November 
5-6,  1965.  The  House  approved  the  new  Constitution 
after  having  been  amended  many  times  as  the  entire 
document  was  read  and  action  taken  on  each  sec- 
tion as  read  by  the  Chairman  of  the  Reference  Com- 
mittee. 

The  Chairman  of  the  Reference  Committee  on 
Miscellaneous  Business  introduced  a resolution  on  be- 
half of  the  Committee  thanking  the  members  of  the 
Bernalillo  County  Medical  Association  and  Auxiliary, 
the  hotel,  and  the  Executive  Secretary  and  his  wife 
for  the  success  of  this  meeting.  The  resolution  was 
approved. 

The  Speaker  called  on  the  Chairman  of  the  Tellers 
for  a report  on  the  results  of  the  election.  The  elec- 
tion results  were  as  follows: 


President-Elect 
Vice-President 
Delegate  to  AMA 
Alternate  Delegate  to  AMA 
Councilor,  District  I 
Councilor,  District  IV 
Councilor,  District  V 
Councilor,  District  VII 
Scientific  Program  Committee 

Convention  Site  Committee 


Emmit  M.  Jennings,  Roswell 
Earl  B.  Flanagan,  Carlsbad 
Allan  L.  Haynes,  Clovis 
James  C.  Sedgwick.  Las  Cruces 
Armin  T.  Keil,  Raton 
Samuel  Neff,  Clovis 
Don  R.  Clark,  Roswell 
Alvin  S.  Hartz,  Farmington 
Richard  M.  Angle,  Santa  Fe 
Fred  R.  Brown.  Roswell 
Stuart  W.  Adler,  Albuquerque 
Albert  S.  Lathrop,  Santa  Fe 
W.  W.  Kridelbaugh, 
Albuquerque 


New  Mexico  Physicians’ 
Service 


Nominating  Committee 
District  I 
District  II 

District  III 
District  IV 
District  V 
District  VI 
District  VII 


John  D.  Abrums,  Albuquerque 
Bentley  B.  Altizer,  Portales 
Alfred  S.  Blauw,  Roswell 
James  W.  Messer,  Clovis 
James  W.  Wiggins, 
Albuquerque 

Armin  T.  Keil,  Raton 
H.  Richard  Landmann, 

Santa  Fe 

Vaun  T.  Floyd,  Albuquerque 
Allan  L.  Haynes,  Clovis 
C.  Pardue  Bunch,  Artesia 
James  C.  Segdwick,  Las  Cruces 
Matt  A.  Connell,  Grants 


Dr.  Woodward  recognized  Dr.  Beaudette,  Presi- 
dent, who  thanked  the  delegates  for  allowing  him  the 
honor  of  serving  as  President.  He  thanked  all  those 
who  had  assisted  him  during  the  year. 

Dr.  Beaudette  appointed  three  past-presidents, 
Albert  Lathrop,  James  Sedgwick  and  Allan  Haynes 
to  accompany  the  new  President,  Tom  L.  Carr,  to  the 
rostrum.  Dr.  Carr  received  the  gavel  and  spoke  briefly 
thanking  the  delegates  for  the  honor  bestowed  upon 
him. 

The  House  gave  the  retiring  President,  R.  P. 
Beaudette,  a standing  ovation  in  appreciation  of  the 
way  he  had  led  the  Society  during  the  past  year. 


USMA  Briefs 


Doctor  Kathryn  Brandon,  a Salt  Lake  City  pedia- 
trician since  1959,  has  accepted  the  position  as 
medical  director  of  the  Weber  County  Health  De- 
partment. Doctor  Brandon  has  been  medical  direc- 
tor of  the  Salt  Lake  City  Public  Schools  and  has 
worked  part  time  for  the  Utah  State  Health  Depart- 
ment, in  addition  to  being  in  private  practice.  She  is 
a native  of  Salt  Lake  City  and  a graduate  of  the 
University  of  Chicago  Medical  School. 


Doctor  Levi  E.  Reynolds,  Salt  Lake  City  pediatric 
surgeon,  has  been  named  “Sertoman  of  the  Year” 
at  a recent  international  convention  of  Sertoma  In- 
ternational held  in  Washington,  D.  C.  The  honor  is 
awarded  annually  to  one  member  of  the  30,000 
member  organization  who  has  served  mankind  most 
effectively  during  the  year. 


The  Utah  State  Medical  Association  was  one  of 
four  state  medical  associations  to  receive  “THE 
PERFORMANCE  AWARD”  from  the  American 
Medical  Association  Education  and  Research  Foun- 
dation during  the  recent  AMA  meetings  held  in 
Chicago. 

The  award  was  presented  in  recognition  of  Utah 
physicians  donating  the  highest  per  capita  contribu- 
tion to  the  AMA-ERF  among  Class  III  states  during 
1965.  Utah's  contribution  was  $11.94  per  capita. 
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Nevada  Physician  Elected  President 
of  Aces  & Deuces 

During  the  June  meeting  of  the  AMA  in  Chicago, 
Leslie  A.  Moren,  MD,  of  Elko,  Nevada,  was  named 
President  of  “Aces  & Deuces,”  an  organization  of 
delegates  from  state  medical  associations  having  only 
one  or  two  delegates  in  the  AMA’s  House  of  Del- 
egates. 

Doctor  Moren  is  a native  of  Webster,  Wisconsin, 
and  received  his  medical  education  at  the  University 
of  Minnesota.  Immediately  following  completion  of 
his  internship  at  Ancker  Hospital  in  St.  Paul,  Min- 
nesota, Dr.  Moren  began  medical  practice  in  Elko, 
where  he  has  remained.  In  addition  to  serving  on  the 
Elko  County  School  Board  for  many  years.  Doctor 
Moren  is  a past  president  of  the  Nevada  State  Medical 


Association,  and  is  currently  Vice  President  of  the 
Nevada  State  Board  of  Medical  Examiners. 

He  and  his  wife,  the  former  Laurena  McBride, 
have  four  children — two  sons  and  two  daughters. 


L.  to  r.,  Wesley  W.  Hall,  MD,  Reno,  Chairman  of 
the  AMA  Board  of  Trustees  and  Past  President  of 
Aces  & Deuces:  Dr.  Moren;  James  M.  Kolb,  Sr., 
Clarksville.  Indiana,  immediate  past  president  of 
Aces  & Deuces;  and  Frank  Holroyd,  MD,  Secretary 
of  Aces  & Deuces, 
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Report  of  the  Actions  of  the  House  of 
Delegates  of  the  American  Medical 
Association  115th  Annual  Convention 

June  26-30,  1966 
Chicago,  Illinois 

The  115th  Annual  Convention  of  the  American 
Medical  Association  was  an  interesting  and  historic 
one.  Federal  health  legislation,  physicians’  billing 
procedures,  medical  ethics,  racial  discrimination, 
health  manpower  and  increase  in  the  AMA  dues 
were  among  the  major  subjects  acted  upon.  The 
Colorado  delegation,  including  the  delegates,  alter- 
nates, officers,  executive  staff  and  many  doctors 
attending  the  convention  took  an  active  part  in  shap- 
ing the  decisions  made. 

Dr.  Milford  O.  Rouse  of  Dallas,  Texas,  Speaker 
of  the  House  of  Delegates  for  the  past  three  years, 
a warm  friend  of  Colorado’s,  was  named  AMA 
President-elect  by  acclamation.  His  splendid  leader- 
ship in  medicine  will  be  significantly  expanded  and 
we  will  have  one  of  the  greatest  presidents  of  all 
time. 

There  was  additional  good  news  for  Colorado. 
Dr.  Warren  Cole,  beloved  Chicago  surgeon,  who 
speaks  here  frequently  and  fishes  in  our  state  an- 
nually, received  the  1966  AMA  Distinguished  Ser- 
vice Award  for  his  work  in  cancer  research,  and 
his  many  contributions  to  medical  literature. 

The  Laymen’s  Citation  for  Distinguished  Service 
was  awarded  to  Danny  Thomas,  well-known  enter- 
tainer in  radio,  television,  motion  pictures  and  the 
stage,  for  his  leadership  in  founding  the  St.  Jude 
Children’s  Research  Hospital  in  Memphis,  Tennes- 
see. His  acceptance  speech  was  humorous,  philo- 
sophical and  stimulating.  It  revealed  to  the  fullest  the 
depth  of  character  of  this  wonderful  man. 

The  final  registration  reached  a total  of  35,508, 
made  up  of  12,445  physicians  and  23,061  guests.  The 
convention  activities  were  preceded  by  various  coun- 
cil meetings  and  meetings  of  specialty  groups.  Colo- 
rado was  well  represented  at  the  convention  of  the 
American  College  of  Chest  Physicians,  Diabetic  As- 
sociation, and  the  Endocrinology  Association.  They 
reported  excellent  attendance  and  rewarding  pro- 
grams. 

As  would  be  expected,  federal  health  legislation 
rightfully  was  accorded  most  of  the  delegates’  time. 
It  was  inspiring  and  heartwarming  to  see  these  dedi- 
cated gentlemen  attempt  to  lead  our  profession 
through  the  morass  of  red-tape  and  political  obstacles 
imposed  upon  us  by  the  federal  government.  They 
received  and  considered  large  numbers  of  reports 
and  resolutions  dealing  with  Medicare,  the  expanded 
Kerr-Mills  program  under  Title  19  of  Public  Law 
89-97.  and  other  federal  laws  or  programs. 


In  accepting  and  commending  a Board  of  Trustees 
report  on  Medicare,  the  House  recommended  that 
“the  association  give  wide  dissemination  to  the  in- 
formation contained  therein,  particularly  its  in- 
formed discussion  of  direct  billing,  the  basic  pur- 
poses of  utilization  review,  the  rejection  of  com- 
pensation for  service  on  such  committees  except  in 
exceptional  circumstances,  and  the  proper  placement 
of  any  onus  of  responsibility  for  any  failure  in  the 
Medicare  program.” 

The  Board  report  ended  with  the  following  con- 
clusions: 

“During  the  past  year  many  individuals  have  rep- 
resented the  American  Medical  Association  and  the 
physicians  of  the  United  States  by  meeting  frequent- 
ly with  officials  of  the  Department  of  Health,  Edu- 
cation, and  Welfare.  This  degree  of  cooperation  on 
our  part  should  be  viewed  as  a recognition  by  re- 
sponsible citizens  of  an  obligation  to  obey  the  law 
of  the  land,  including  this  law  with  which  we  dis- 
agree. Our  specific  purposes  have  been  to  provide 
expert  assistance  to  the  government  so  that  this  law 
could  be  implemented  in  a manner  most  helpful  to 
the  beneficiaries  while  disturbing  the  practice  of 
medicine  to  the  minimum  degree.  Despite  our  best 
efforts  it  is  apparent  the  serious  problems  are  in- 
evitable in  connection  with  the  implementation  of 
this  law.  We  trust  that  the  physicians  and  the  public 
will  place  the  blame  for  such  deficiencies  squarely 
where  it  belongs — on  the  Federal  Government.” 

The  Trustees  continued,  “We  are  proud  of  the 
role  that  we  have  assumed  and  in  many  instances 
our  efforts  have  been  productive.  Proposed  forms 
were  simplified;  some  unnecessary  forms  eliminated, 
and  a number  of  our  suggestions  were  incorporated 
in  regulations  and  procedures.  An  informative  ‘Ref- 
erence Guide’  for  physicians,  recently  distributed, 
was  prepared  with  consultation  of  AMA  staff. 

“The  Board  of  Trustees  intends  to  continue  to 
supply  advice,  guidance  and  dissent  when  necessary 
to  the  Government  or  other  third  parties  on  matters 
that  pertain  to  the  health  of  the  public  and  the  in- 
terests of  the  medical  profession.” 

The  House  was  made  more  acutely  aware  of  the 
tremendous  amount  of  thought,  work  and  time  that 
the  Board  and  the  advisory  committees  have  given 
for  the  help  and  welfare  of  the  public  and  our  pro- 
fession. The  profession,  in  its  entirety,  should  be 
aware  of  this  and  be  grateful  to  this  highly  dedi- 
cated, unselfish  group  of  men. 

The  House  of  Delegates  strongly  and  magnificent- 
ly supported  the  genera!  concept  of  individual  re- 
sponsibility and  endorsed  a report  from  the  Council 
on  Medical  Service,  which  included  the  following 
statement  and,  by  their  action,  establish  it  as  AMA 
policy: 

“Since  the  Council  believes  that  the  current  interest  in 
the  doctrine  of  individual  responsibility  stems  in  large  part 
from  concern  over  the  matter  of  assignments  under  PL  89-97, 
it  hastens  to  add  that,  as  a matter  of  AMA  policy,  the 
Council  on  Medical  Service  recommends  reaffirmation  of 
the  responsibility  of  individual  physicians  for  determining 
how  they  will  govern  their  professional  practices  under  this 
law,  and  that  physicians  should  be  made  strongly  aware  of 
the  manifest  superiorities  of  direct  billing  as  previously  com- 
municated to  this  House  in  the  Council’s  Report  E (A-66)  on 
'Recommendations  on  the  Physician’s  Role  in  Medicare.’  ” 
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The  latter  report  (Report  E)  was  highly  and 
noisily  commended,  and  the  House  recommended 
its  widest  possible  dissemination,  including  publica- 
tion in  its  entirety  in  an  appropriate  place  and  issue 
of  the  AMA  News. 

Physicians’  Billing  Procedures 

The  House  adopted  three  resolutions  which  rec- 
ommended that  physicians  use  the  direct  billing 
method  rather  than  the  assignment  procedure.  This, 
in  principle,  means  that  the  average  American  pa- 
tient would  rather  have  his  doctor  responsible  to 
him  than  to  the  Federal  Government.  We  are  all 
aware  of  the  unfavorable,  unwanted,  and  unkind 
newspaper  reporting  of  this  billing  method,  which 
actually  is  as  much  of  the  law  as  the  assignment 
method.  At  the  same  time,  however,  the  House 
pointed  out  that  the  adoption  of  these  resolutions 
should  not  be  interpreted  as  contravening  the  state- 
ment approved  at  the  Special  Session  in  October, 
1965,  which  said: 

“The  American  Medical  Association  opposes  any  program 
of  dictation,  of  interference,  or  of  coercion,  whether  direct 
or  indirect,  affecting  the  freedom  of  choice  of  the  physician 
to  determine  for  himself  the  extent  and  manner  of  partici- 
pation or  financial  arrangement  under  which  he  shall  pro- 
vide medical  care  to  patients;  under  Public  Law  89-97." 

In  considering  a resolution  on  the  right  to  bill 
patients  under  Title  19  of  the  law,  the  House  passed 
an  amendment  pointing  out  that  direct  billing  has 
been  recommended  as  the  billing  method  of  choice 
under  Title  18  by  the  Board  of  Trustees  and  the 
Council  on  Medical  Service.  It  then  said  that  since 
there  is  a wide  latitude  available  to  the  states  in  es- 
tablishing administrative  procedures  under  Title  19, 
each  state  medical  association  should  work  early  and 
diligently  in  its  own  state  so  that  any  plan  or  law 
adopted  in  its  state  for  approval  under  Title  19  would 
include  authorization  for  direct  billing. 

Hospital-Based  Physicians 

Probably  the  liveliest,  but  actually  not  the  most 
controversial,  delegate  ventilation  evolved  around 
the  issues  faced  by  all  of  us,  but  predominantly  the 
hospital-based  physicians.  This,  our  most  vulnerable 
area  for  destroying  the  freedoms  we  have  for  so  long 
tried  to  maintain,  should  continuously  remind  us 
that  these  men,  the  hospital-based  physicians,  are 
ourselves,  and  if  their  principles  are  lost  or  destroyed, 
every  doctor  in  the  United  States  will  go  down  with 
them,  and  at  even  a more  rapid  rate. 

After  a session  like  this,  one  returns  home  proud, 
happy  and  secure  in  knowing  that  in  our  profession 
are  men  of  good  faith,  willing  to  fight  for  their 
freedom  as  our  forefathers  have. 

The  House  passed  two  resolutions  involving  billing 
and  reimbursement  principles  affecting  hospital-based 
specialists,  but  also  of  significance  to  physicians.  The 
first  said: 

“The  principles  of  medical  ethics  declares  that  a physi- 
cian shall  not  dispose  of  his  services  to  a third  party  or 
‘lay’  organization,  and 

“Title  XVIII  of  Public  Law  89-97  recognizes  the  principle 
of  separation  of  professional  and  hospital  costs  for  services 
rendered  by  hospital-based  physicians,  and 


“This  principle  has  been  advocated  by  the  AMA,  the 
American  College  of  Radiology,  the  American  College  of 
Pathologists,  and  many  regional  organizations,  and 

“A  great  number  of  hospital-based  physicians  throughout 
the  nation  have  declared  their  intention  to  bill  separately 
for  their  professional  services  in  keeping  with  this  principle; 
therefore  be  it 

“RESOLVED,  That,  since  separate  billing  by  the  physi- 
cian for  his  professional  services  is  a preferred  ethical 
practice,  it  shall  be  deemed  unethical  for  a physician  to 
displace  a hospital-based  physician  who  is  -attempting  to 
practice  separate  billing  when  said  displacement  is  primarily 
designed  to  circumvent  separate  billing.” 

This  resolution  (Res.  No.  104)  introduced  by  the 
Oregon  delegation,  was  a timely  and  important  one, 
because  many  hospital-based  physicians,  especially 
radiologists,  were  asked  or  forced  to  resign  from 
their  positions  because  of  their  desire  to  maintain 
their  identity  by  separate  billing. 

The  reference  committee  on  Amendments  to  Con- 
stitution and  Bylaws  agreed  with  the  intent  of  the 
resolution.  They  did,  however,  state  that  because  the 
resolution  raised  some,  as  yet  unsolved,  legal  issues, 
because  it  would  not  prevent  non-members  from 
supplanting  hospital-based  physicians  under  the  cir- 
cumstances, and  because  the  recommendation  is  both 
economic  and  ethical  in  nature,  the  resolution  should 
be  referred  to  the  Board  of  Trustees  for  study.  The 
gallant  delegate  from  radiology.  Dr.  Wendell  Scott, 
graduate  of  the  University  of  Colorado,  moved  to 
act  on  the  resolve  of  the  resolution,  enact  what  it 
required,  and  not  refer  it  to  the  Board  for  study. 
His  amendment  was  almost  unanimously  accepted 
and  the  report  adopted  as  amended.  It  was  thought 
that  because  of  the  wide  margin  of  sentiment  this 
issue  was  settled.  Rightfully  or  not,  a member  of 
the  House  and  the  Board  of  Trustees  maneuvered 
to  have  the  action  reconsidered  the  next  day.  It  was 
a dramatic  and  emotional  floor  fight,  but  the  House 
voted  to  sustain  its  action  of  the  previous  day.  Colo- 
rado’s Trustee  member.  Dr.  Irvin  Hendryson  closed 
the  debate  by  summarizing  the  evidence  and  point- 
ing out  that  he  knew  of  no  great  legal  opinion  which 
would  preclude  a doctor  from  billing  his  patient 
as  he  saw  fit.  The  applause  was  thundering  and 
our  headquarters  were  besieged  with  calls  on  the 
stand  that  Colorado  had  taken. 

Resolution  73,  introduced  by  the  South  Carolina 
delegation  in  support  of  the  hospital-based  physicians 
and  Resolution  105  regretted  that  publication  of 
Medicare  regulations  was  delayed  until  6 days  be- 
fore the  effective  date  of  Medicare,  and  said  that 
these  regulations  do  not  conform  to  the  intent  of 
Congress  as  expressed  in  Section  1801  of  the  Medi- 
care law.  It  then  declared  that: 

“The  House  of  Delegates  instruct  the  Board  of  Trustees 
and  the  Executive  Vice-president  to  request  from  the  Social 
Security  Administration  an  extension  of  date  of  final 
adoption  of  the  proposed  regulations  of  not  less  than  90 
days,  in  order  that  the  American  Medical  Association  and  all 
other  interested  medical  organizations  be  allowed  reasonable 
time  to  study,  and  to  submit,  to  the  Social  Security  Admin- 
istration data,  views  or  arguments  and  pertinent  constructive 
comments  and  suggestions. 

“To  preserve  the  professional  independence  of  medical 
practice  that  the  Board  of  Trustees  and  Officers  of  the  AMA 
be  instructed  to  immediately  inform  the  membership  that 
Medicare  Reg.  No.  5 will  not  apply  to  physicians  (whether 
hospital-based  or  not)  who 

“1.  have  no  financial  relationship  with  a hospital  cover- 
ing medical  services  to  patients 
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“2.  do  not  accept  assignments  but  bill  directly 

"The  AMA  News  and  other  appropriate  media  be  used 
to  advise  all  physicians  who  are  developing  contractual  re- 
lationships with  hospitals  for  professional  service  that  they 
should  delay  the  finalization  of  any  agreements  pending 
further  analysis  of  the  implementing  regulations.” 

Medical  Ethics 

The  Board  of  Trustees  recommended  that  a physi- 
cian may  participate  in  the  ownership  of  a pharmacy 
or  regularly  dispense  drugs,  remedies  or  appliances 
or  provide  eyeglasses  to  his  patients  only  when  ap- 
proved by  his  component  and  constituent  medical 
associations  and  when  it  is  determined  by  them  to  he 
necessary  in  the  best  interests  of  the  patient.  The 
House  then  approved  the  following  reference  com- 
mittee statement: 

“The  Principles  of  Medical  Ethics  provide:  ‘Drugs,  reme- 
dies or  appliances  may  be  dispensed  or  supplied  by  the 
physician  provided  it  is  in  the  best  interests  of  the  patient.’ 
Your  reference  committee  reaffirms  the  1963  House  of 
Delegates  interpretation  of  the  words  'in  the  best  interest 
of  the  patient,’  which  reads  as  follows: 

’’  ’It  is  the  opinion  of  the  Judicial  Council  that  this  lan- 
guage was  adopted  to  permit  both  the  practicing  physician 
and  the  local  medical  societies  to  evaluate  the  many  factual 
situations  incident  to  prescribing  and  dispensing  which  are 
bound  to  arise  in  the  practice  of  medicine.  Under  this  lan- 
guage the  doctor  is  permitted  to  exercise  his  own  best 
judgment  when  caring  for  his  patient.  It  is  known  that 
there  will  be  situations  when  it  is  necessary  or  desirable 
for  a physician  to  dispense  or  supply  what  he  has  prescribed. 
The  Principles  permit  this  to  be  done.  On  the  other  hand, 
this  broad  language  provides  a means  by  which  a component 
medical  society  can  inquire  into  the  facts  of  a particular 
practice.  The  profession  thus  can  act  to  prevent  abuse  of 
discretion  and  protect  patients  from  exploitation.  In  essence 
this  language  means  that  a physician  in  the  exercise  of 
sound  discretion  may  dispense  ’in  the  best  interest  of  his 
patient’:  it  does  not  authorize  him  to  dispense  solely  for 
his  convenience  or  for  the  purpose  of  supplementing  his 
income.’ 

"The  reference  committee  approves  the  goals  sought  by 
the  Board’s  report,  but  disapproves  its  specific  recommenda- 
tions. It  notes  that  mechanisms  presently  exist  for  process- 
ing charges  of  deviation  from  the  foregoing  ethic  and  urges 
that  these  mechanisms  be  made  vitally  active  at  local  level. 
When  charges  of  deviation  develop,  complaints  should  be 
made  to  the  local  society  and  vigorously  processed  by  the 
appropriate  committee  of  that  society.  If  they  are  not  re- 
solved thereby,  the  complaints  should  then  be  carried  to 
the  state  constituent  association.  The  prudent  physician 
will  always  seek  the  guidance  of  his  local  medical  society 
in  situations  relating  to  ethical  conduct.” 

The  House  directed  the  Board  of  Trustees  to  take 
action  as  expeditiously  as  possible  to  give  wide  dis- 
semination to  the  reference  committee  report. 

Discrimination 

For  many  years  state  delegations  have  submitted 
resolutions  calling  for  a tougher  AMA  stand  against 
physician  discrimination  in  county  and  state  societies. 
The  answer,  rightfully,  has  been  that  our  AMA,  as 
a federation,  cannot  exert  direct  control  over  any 
constituent  society. 

At  this  meeting  the  House  received  six  resolutions 
dealing  with  the  subject  of  discrimination  against 
some  applicants  for  membership  in  component  medi- 
cal societies.  This  time  the  predictable  resolutions 
were  slanted  differently.  In  essence,  they  called  for 
changes  in  the  AMA  Constitution  and  By-Laws  to 
permit  more  rigid  action.  In  lieu  of  the  six  resolu- 
tions, the  House  adopted  an  amended  resolution 
which  directed  the  Council  on  Constitution  and  By- 
Laws  to  prepare  such  changes  in  the  Constitution  and 


By-Laws  “as  may  be  necessary  to  permit  the  Judicial 
Council  to  receive  and  act  upon  appeals  filed  by  ap- 
plicants who  allege  that  they  have  been  unfairly 
denied  membership  in  a local  or  state  society.”  The 
House  asked  the  Council  to  report  its  recommenda- 
tions at  the  1966  clinical  convention. 

This  action  was  not  as  strong  as  the  original  reso- 
lutions had  called  for,  it  was,  however,  the  strongest 
action  yet  taken  at  the  national  level.  The  usual 
ubiquitous  picket  line  appeared  to  help  the  House 
make  up  its  mind. 

Health  Manpower 

The  health  manpower  situation,  more  critical  and 
important  than  most  of  us  realize,  received  a great 
deal  of  attention  at  this  meeting.  Medicare,  armed 
forces,  public  health,  research,  and  an  affluent  so- 
ciety, make  demands  on  our  professional  and  ancil- 
lary manpower  far  in  excess  of  what  our  nation  is 
prepared  to  produce. 

AMA  Dues  Increase 

Probably  the  most  difficult  assignment  of  the 
entire  meeting  went  to  Dr.  Donald  R.  Hayes  of 
Massachusetts,  who  was  Chairman  of  the  reference 
committee  on  reports  of  Board  of  Trustees. 

On  the  proposed  dues  increase  from  $45  to  $70 
per  year,  which  the  House  finally  approved  Thursday 
morning.  Chairman  Hayes  broke  with  tradition  and 
adjourned  the  group  at  the  tag  end  of  Monday  after- 
noon, rather  than  working  into  the  night.  Every 
agenda  item,  except  the  dues  increase,  had  been 
disposed  of.  Early  Tuesday  morning  the  committee 
reconvened.  The  discussion  was  long,  heated  and 
emotional.  The  Colorado  delegation,  at  their  Mid- 
winter Clinics,  had  approved  the  dues  increase,  so 
their  delegates  could  sit  back  and  really  do  some 
Monday  morning  quarterbacking.  This  assignment 
appeared  not  too  difficult  for  the  committee,  because 
at  the  Clinical  Session  in  Philadelphia  last  Novem- 
ber, the  Board  recommended  raising  the  dues  from 
$45  to  $70  beginning  in  1967.  Final  approval,  how- 
ever, under  the  AMA  By-Laws,  had  to  come  from 
the  House  at  this  annual  meeting.  The  Board  asked 
for  final  approval,  got  it,  and  also  got  a great  deal 
of  advice. 

Modern  Medicine  summarized  this  action  in  their 
July  issue  in  a concise  and  entertaining  manner,  so 
I will  quote  them.  The  quote  follows: 

"Resolutions  had  been  submitted  by  delegations  from 
North  Carolina  (against  increase;  further  budget  breakdown 
needed);  Illinois  (approving);  New  Jersey  (against  increase; 
Instead,  a one-time  SlO-per-member  assessment);  Maine 
(against  increase;  for  reduction  of  expenditures);  and 
Indiana  (House  committee  be  created  to  investigate  finances 
and  report  at  Clinical  Convention).  Two  reports  from  the 
Board  also  were  considered — a two-page  financial  statement 
and  a brief  report  asking  for  approval  of  the  increase. 

"Discussion  in  the  reference  committee  brought  out  some 
basic  grievances.  As  might  be  expected,  the  extensive  anti- 
Medicare  fight  waged  by  AMA  had  not  pleased  all  delegates. 
The  dues  increase  proposal  was  a bitter  reminder  to  some 
of  them,  but  to  others  it  was  a necessary  and  logical  ad- 
vance. 

“Answering  Dr.  George  Wood  of  Maine,  who  questioned 
the  disposition  of  AMA  funds.  Board  member  Alvin  J. 
Ingram  of  Tennessee  said,  ’The  trustees  have  faith  in  the 
administrative  setup  of  our  organization.  Do  you  (the 
delegates)  trust  the  Board?’ 
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"Many  did;  some  didn't. 

"Also,  Dr.  Ingram  asserted,  it  would  be  unnecessary  to 
create  a special  committee  to  look  into  the  AMA  fiscal 
situation,  as  had  been  suggested.  The  Board  of  Trustees  is 
in  effect  a committee  of  the  House,  he  said,  and  represents 
all  delegates  in  keeping  an  eye  on  the  budget. 

“Further,  said  Dr.  Ingram,  it  would  not  be  advisable  to 
bring  all  figures  out  in  the  open,  as  Dr.  Wood  had  sug- 
gested. because  ‘our  enemies  can  pick  figures  out  of  con- 
text.’ He  recommended  that  the  committee  chairman  'not 
divulge  information  detrimental  to  our  organization.’  A 
full  breakdown  of  the  budget  is  available  at  AMA  Chicago 
headquarters,  he  said. 

"Both  the  New  Jersey  and  New  York  delegations  had  made 
the  trip  to  Chicago  for  full  information.  Both  had  received 
it.  Both  still  were  against  the  dues  increase.  Why? 

"Dr.  Joseph  P.  Donnelly  of  New  Jersey  said  one-seventh 
of  the  physicians  in  his  state  are  not  AMA  members.  He 
predicted  that  would  rise  to  one-f.fth  if  the  dues  were  in- 
creased, and  ‘this  is  no  time  to  risk  a loss  of  membership.’ 
Dr.  Frederick  A.  Wurzbach,  Jr.,  of  New  York  said  his 
state’s  compulsory  AMA  membership  requirement  is  teeter- 
ing. He  predicted  that  the  dues  increase  would  put  an  end 
to  compulsory  membership  (AMA  membership  as  a requisite 
of  state  membership)  and  that  the  result  would  be  a loss  of 
some  7,000  to  10,000  members,  or  $500,000  to  $750,000  in 
dues.  This  would  nullify  any  gain  from  the  $25  per  year 
increase.  Thirteen  states  have  compulsory  membership  ar- 
rangements: Arizona,  California,  Colorado,  Hawaii,  Illinois, 
Kansas,  Mississippi,  Montana,  Nebraska,  Nevada,  New  York, 
Oklahoma,  and  Wisconsin. 

"Outgoing  President  Dr.  James  Z.  Appel,  incoming  Presi- 
dent Dr.  Charles  L.  Hudson.  Executive  Vice-President 
F.  J.  L.  Blasingame,  and  others  defended  the  Board’s  posi- 
tion. Dr.  Hudson,  reminding  delegates  and  members  that 
the  Board  had  carried  out  a proposal  as  approved  by  the 
House,  flatly  told  those  attending  the  reference  hearing, 
‘You  are  extravagant  people  . . . you  want  to  cut  down 
the  cost  of  mailings  and  step  up  the  communications.  You 
can’t  do  both.’ 

"Dr.  Blasingame,  invited  by  Chairman  Hayes  to  speak, 
said  the  committee  had  a line-by-line  366-page  budget  for 
its  consideration.  He  said  he  personally  reviews  the  budget 
at  least  four  times  and  ‘I  put  some  projects  on  the  back 
burner.’  Funds  also  are  audited,  he  said,  and  the  auditors 
are  instructed  to  report  directly  to  him  with  any  recom- 
mendations for  increased  fiscal  efficiency.  Furthermore, 
Dr.  Blasingame  said,  revenue  from  other  sources  such  as 
advertising  makes  AMA  membership  a bargain.  ‘You’re 
getting  four  times  as  much  output  from  the  AMA  as  your 
dues  cover  ...  I know  this  better  than  anyone  else  and 
I consider  it  the  best  investment  I can  make.’ 

“During  the  hearing,  some  40  members,  including  an  above 
average  attendance  of  Board  and  administration  members, 
gave  the  committee  their  views. 

“Dr.  Hayes’  report,  including  the  dues  increase  proposal 
and  all  other  business  before  the  committee  was  presented 
to  the  House  Thursday  afternoon.  At  5:30,  speaker  Milford 
O.  Rouse,  suggested  adjournment  and  the  House  approved. 
Reconvening  at  8 p.m.  the  House  was  presented  with  other 
reference  committee  reports,  to  the  surprise  of  some  dele- 
gates. Later,  Dr.  Amos  N.  Johnson  of  North  Carolina  asked 
speaker  Rouse  why  he  had  not  returned  to  the  reference 
committee  concerned  with  the  dues  increase.  Dr.  Rouse 
said  he  assumed  the  delegates  understood  that  it  would  he 
improper  to  undertake  such  discussion  without  the  presence 
of  the  vice-chairman  of  the  Board,  Wesley  W.  Hall  of 
Nevada,  who  was  attending  an  awards  banquet  in  place  of 
ailing  Board  Chairman  Dr.  Percy  Hopkins  of  Illinois.  Dr. 
Johnson  seriously  questioned  the  postponement  under  such 
conditions  and  asked  why  the  House  had  not  been  so  notified. 
He  was  told  it  had  not  been  thought  necessary  and  that 
other  shorter  committee  reports  could  be  handled  that  eve- 
ning. He  retired  by  saying,  ‘Then,  Sir,  I submit  you  have 
created  first  and  second  class  business!’ 

“Thursday  morning  the  House  did  get  to  the  dues  con- 
sideration. The  reference  committee  recommended  adoption 
of  the  Illinois  resolution  calling  for  the  dues  increase. 
Dr.  Joseph  Donnelly  rose  to  offer  an  amendment  and  consider 
his  delegation’s  $10  assessment  in  lieu  of  an  increase. 
Dr.  Rouse  asked  if  he  would  please  hurry,  and  Dr. 
Dormelly  said,  ‘I’ve  waited  eight  hours  to  get  this  off  my 
chest.’  He  outlined  New  Jersey’s  reasons  against  the  increase. 
Speaker  Rouse  was  challenged  on  his  decision  to  accept 
Dr.  Donnelly’s  amendment  and  his  decision  was  overruled 
116  to  107,  in  effect  declaring  Dr.  Donnelly  out  of  order. 

"After  further  discussion  of  the  original  motion.  Dr. 
George  Wood  of  Maine  offered  another  amendment  to 
substitute  a $15  per  year  increase  for  the  $25  but  was  de- 
clared out  of  order.  (He  later  said,  ’I  asked  the  vice-speaker 


of  the  House  how  to  submit  this  and  did  it  as  he  directed.’) 

“It  was  pointed  out  that  the  House  had  to  either  accept 
the  Board  figure  of  $25  or  reject  it  but  not  change  it.  The 
final  vote:  168  in  favor,  46  against. 

"With  little  attempt  to  conceal  his  disappointment.  Dr. 
Donnelly  said.  ‘In  this  house  there  is  no  discrimination  as 
to  race,  creed,  or  color,  but  there  is  other  discrimination. 
I would  like  to  know  what  we  can  tell  the  2,500  physicians 
of  New  Jersey  and  the  6,000  in  New  York  about  why  any 
alternate  resolution  was  not  allowed  to  be  considered  on 
the  floor  of  this  house.’ 

"Board  member  Dr.  Gerald  Dorman  of  New  York  said,  in 
answer,  that  the  House  had  acted  within  bounds. 

"Thus  the  dues  increase  made  the  grade  through  a stormy 
reference  committee  hearing  last  November,  a House  vote 
then,  a stormy  reference  committee  hearing  this  June,  a 
delayed  and  heated  floor  debate  in  the  House,  and  final  ap- 
proval. Beginning  in  January,  AMA  members  pay  $70  a 
year.” 

Other  Actions 

In  considering  106  resolutions,  38  Board  reports 
and  at  least  20  additional  reports  from  councils  and 
other  groups,  the  House  of  Delegates  also: 

Endorsed  the  Declaration  of  Helsinki,  already 
adopted  by  the  World  Medical  Association,  as  a 
guide  to  those  who  are  engaged  in  clinical  medical 
investigation; 

Reaffirmed  its  opposition  to  the  compulsory  assess- 
ment of  hospital  staff  members  in  order  to  raise 
funds  for  hospital  construction; 

Reconsidered  its  action  in  defining  usual,  cus- 
tomary and  reasonable  fees  and  referred  the  matter 
back  to  the  Council  on  Medical  Service  for  further 
study; 

Urged  all  state  and  county  medical  societies  to 
send  representatives  to  the  Third  National  Congress 
on  Medical  Quackery  to  be  held  October  7-8,  1966, 
in  Chicago; 

Commended  the  American  Medical  Association 
Education  and  Research  Foundation  for  its  accom- 
plishments during  the  past  four  years  and  gave  a 
standing  vote  of  gratitude  to  Dr.  Raymond  M. 
McKeown,  AMA-ERF  president  since  1962; 

Strongly  endorsed  the  AMA  Volimteer  Physicians 
for  Vietnam  program  and  urged  the  entire  profession 
to  support  it  by  word  and  deed;  approved  a recom- 
mendation by  the  AMA  survey  team  and  the  Board 
of  Trustees  that  the  Association  organize  and  admin- 
ister a program  of  American  assistance  in  medical 
education  in  South  Vietnam  supported  by  the  U.  S. 
Agency  for  International  Development;  was  im- 
pressed by  a report  from  Dean  Pham  Bieu  Tam  of 
the  Faculty  of  Medicine,  University  of  Saigon,  and 
urged  that  the  AMA  do  everything  possible  to  as- 
sure that  volunteer  physicians  caring  for  the  South 
Vietnam  civilian  population  are  properly  supplied 
with  medicines  and  other  medical  supplies; 

Adopted  a resolution  urging  constituent  medical 
associations  to  oppose,  as  detrimental  to  the  public 
interest,  any  proposed  legislation  that  would  autho- 
rize optometrists  to  engage  in  the  diagnosis  or  treat- 
ment of  disease  or  injury  of  the  eye; 

Approved,  with  minor  editorial  revisions,  a final 
report  from  the  Committee  on  Maternal  and  Child 
Care  of  the  Council  on  Medical  Service  dealing 
with  the  medical  care  aspects  of  "Combating  the 
Problems  of  Unwed  Parents"; 

Agreed  with  a strong  policy  statement  condemning 
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the  abuse  of  LSD  and  other  non-narcotic  drugs, 
pointing  out  that  the  illicit  use  of  LSD  is  subverting 
and  vitiating  important  and  necessary  valid  experi- 
mental studies,  and  recommending  that  the  manu- 
facture and  distribution  of  LSD  be  continued  as 
needed  under  strict  control,  with  the  drug  being 
made  available  only  to  competent  research  work- 
ers (physicians  trained  in  its  use)  on  approval  of 
the  Department  of  Health,  Education  and  Welfare; 

Reaffirmed  its  opposition  to  the  compulsory  regu- 
lation of  any  single  method,  such  as  the  use  of 
generic  terms,  of  the  prescribing  of  drugs; 

Offered  AMA  cooperation,  in  order  to  prevent 
public  fear  and  misunderstanding,  to  those  founda- 
tions and  other  groups  which  request  it  in  clarifying 
statistical  data,  visual  media  and  other  forms  of 
medical  information  to  be  presented  to  the  public 
so  as  to  provide  an  accurate  view  of  the  problems 
or  problem  with  which  they  are  concerned; 

Received  as  information  a comprehensive  report 
on  the  Relation  of  Medicine  and  Osteopathy,  which 
contains  much  material  pertinent  to  future  policy 
considerations,  and  also  approved  in  principle  a 
recommendation  that  doctors  of  osteopathy  be  com- 
missioned in  the  Armed  Forces  Medical  Services: 

Agreed  with  a report  recommending  that  the  core 
curriculum  plan  for  continuing  medical  education 
be  not  approved  in  its  present  form,  that  no  further 
core  curricula  be  developed  at  this  time,  and  that 
various  methods  of  continuing  medical  education  be 
studied  under  the  auspices  of  the  Council  on  Post- 
graduate Programs; 

Expressed  its  opposition  to  the  Hart  bill,  S.  2568, 
and  all  similar  legislation; 

Adopted  reports  from  the  Council  on  Medical 
Service  on  a Model  Emergency  Department  Agree- 
ment and  on  Multiple  Coverage  in  Voluntary  Health 
Insurance; 

Approved  Board  reports  on  Exercise  and  Physical 
Fitness,  encouraging  state  and  local  medical  societies 
to  support  the  promotion  of  fitness  programs,  and  on 
Venereal  Disease  Control,  emphasizing  the  continued 
need  for  all  physicians  to  report  all  cases  that  come 
to  their  attention,  and 

Authorized  the  Speaker  of  the  House  to  appoint 
a Resolutions  Consultation  Committee,  purely  for 
editorial  advisory  purposes,  at  subsequent  AMA  con- 
ventions. 

Presidential  Addresses 

Calling  upon  the  medical  profession  for  strength 
and  unity  in  resisting  the  present  socialist  trend  in 
this  country.  Dr.  James  Z.  Appel  of  Lancaster,  Pa., 
retiring  AMA  president,  told  the  Sunday  opening 
session  that  physicians  “must  participate  in  the  ranks 
of  both  political  parties  and  have  a voice  in  the  de- 
termination of  party  policy  and  the  writing  of  party 
platforms.” 


Dr.  Hudson,  in  his  inaugural  address  Tuesday,  de- 
clared that  “we  shall  need  all  of  our  intellectual  and 
scientific  resources  to  cope  with  the  new  economics 
of  medicine”  and  to  prevent  the  extension  of  the 
Medicare  program,  without  demonstrated  need, 
toward  a national  health  service. 

Speaking  at  the  final  session  of  the  House  on 
Thursday,  Dr.  Hudson  said  that  “a  demonstration 
of  our  ability  to  perform  must  clearly  indicate  not 
only  our  competency  in  the  field  of  medicine,  but 
also  our  ability  to  react  to  a new  kind  of  government 
thrust  into  health  care.”  He  warned  that  the  real 
threat  to  our  system  of  medicine  is  not  in  the  details 
of  Medicare  implementation  but  in  the  expansion 
of  the  principle  of  social  insurance. 

Election  of  Officers 

In  addition  to  Dr.  Rouse,  the  new  president-elect, 
the  following  officers  were  named; 

Dr.  Eli  S.  Jones  of  Hammond,  Indiana,  AMA 
vice  president;  Dr.  Walter  C.  Bornemeier  of  Chicago, 
speaker  of  the  House  of  Delegates,  and  Dr.  Russell 
B.  Roth  of  Erie,  Pennsylvania,  vice  speaker. 

On  the  Board  of  Trustees,  all  for  three-year  terms. 
Dr.  Homer  L.  Pearson  of  Miami,  Florida,  and 
Dr.  Dwight  L.  Wilbur  of  San  Francisco  were  re- 
elected; Dr.  Burtis  E.  Montgomery  of  Harrisburg, 
Illinois,  was  named  to  succeed  Dr.  Percy  E.  Hopkins 
of  Chicago,  who  did  not  run  for  re-election,  and 
Dr.  Max  H.  Parrott  of  Portland,  Oregon,  succeeded 
Dr.  Raymond  M.  McKeown,  who  was  not  eligible 
for  re-election. 

For  the  Council  on  Medical  Education,  Dr. 
Kenneth  C.  Sawyer  of  Denver,  Colorado,  was  re- 
elected, and  Dr.  James  W.  Haviland  of  Seattle, 
Washington,  succeeded  Dr.  Melvin  W.  Breese  of 
Portland,  Oregon,  who  did  not  wish  renomination. 

For  the  Council  on  Medical  Service,  the  House 
re-elected  Dr.  Charles  J.  Ashworth  of  Providence, 
Rhode  Island;  named  Dr.  Guy  A.  Owsley  of  Hart- 
ford City,  Indiana,  to  succeed  Dr.  Montgomery,  and 
elected  Dr.  John  R.  Kernodle  of  Burlington,  North 
Carolina,  to  replace  Dr.  Roth. 

Dr.  James  M.  Kolb,  Sr.,  of  Clarksville,  Arkansas, 
was  re-elected  to  the  Council  on  Constitution  and 
By-Eaws.  Named  to  the  Judicial  Council  were  Dr. 
Renato  J.  Azzari  of  New  York  City,  to  succeed  Dr. 
Robertson  Ward  of  San  Rafael,  California,  and 
Dr.  George  W.  Petznick  of  Cleveland,  Ohio,  to  suc- 
ceed the  late  Dr.  James  H.  Berge  of  Seattle,  Wash- 
ington. 

Respectfully  submitted, 

Kenneth  C.  Sawyer,  MD 
Sr.  Colorado  Delegate 
to  the  American  Medical 
Association 
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Vomiting: 

In  Geneva  they  have  a word  for  it 


In  Geneva,  too,  Dramamine  is  a familiar  \word. 
Like  physicians  the  world  over,  they  know  that 
“its  antiemetic  potency*  is  high”  (“son  pouvoir 
antiemetique  est  eleve”). 

Nausea  and  vomiting  caused  by  infection 
or  simple  functional  gastrointestinal  disturb- 
ances are  quickly  controlled  by  this  classic 
antinauseant. 

Usual  Adult  Dosage:  One  or  two  tablets 
every  four  hours  as  needed. 

Precautions:  Dramamine,  notably  nontoxic 
itself,  may  mask  the  symptoms  of  strepto- 
mycin toxicity.  Patients  should  be  cautioned 
against  operating  automobiles  or  dangerous 
machinery  because  of  possible  drowsiness. 
*Neyroud,  M.:  Praxis  44:648-650  (July  14)  1955. 


Research  in  the  Service  of  Medicine  searle 


relied  on  round  the  world  ■ 

Dramamine 


I ■ brand  of  ■ ■ ■ . 

dimenhydnnate 

classic  antinauseant 

Ampuls  (for  intramuscular  or  intravenous  use) 
Supposicones®  / Liquid  / Tablets 
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The  synthesis  of  cortisone  was 
accomplished  by  Merck  Sharp  & 
Dohme  in  1948— the  famous  “Com- 
pound E’’  used  by  Dr.  Philip  Hench 
in  his  historic  experiment  at  the 
Mayo  Clinic. 

But  proud  as  we  are  of  our  role  in 
the  development  of  cortisone  and 
subsequent  corticosteroids,  we 
have  continued  to  seek  a greater 
understanding  of  arthritic  disorders 


and  new  drugs  for  their  treatment. 

One  such  drug  — INDOCIN"  (indo- 
methacin),  a nonsteroid,  anti- 
inflammatory agent  fundamentally 
different  in  structure  and  activity 
from  other  drugs  in  use  — was  re- 
cently made  available  for  the  treat- 
ment of  arthritic  conditions.  It 
opens  new  possibilities  for  the  long- 
term management  of  arthritis  and 
inflammatory  disease. 


^ MERCK  SHARP  & DOHME  I where  today’s  theory  is  tomorrow’s  therapy 

Division  of  Merck  4 Co.,  Inc  . West  Point,  Pa,  | 
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INDOCIN* 

INDOMETHACIN 


Indications;  Chronic  and  acute  rheumatoid  arthritis, 
rheumatoid  (ankyiosing)  spondylitis,  degenerative 
joint  disease  (osteoarthritis)  of  the  hip,  and  gout. 
Contraindications:  Active  peptic  ulcer,  gastritis, 
regional  enteritis,  or  ulcerative  colitis.  Safety  in 
pregnancy  has  not  been  established.  Not  recom- 
mended for  pediatric  age  groups. 

Warning:  Patients  who  experience  dizziness,  light- 
headedness, or  feelings  of  detachment  on 
INDOCIN  should  be  cautioned  against  operating 
motor  vehicles,  machinery,  climbing  ladders,  etc. 
Use  cautiously  in  patients  with  psychiatric  dis- 
turbances, epilepsy,  or  parkinsonism. 

Precautions  and  Adverse  Reactions:  Most  com- 
monly, headache,  dizziness,  lightheadedness,  G.l. 
disturbances.  The  C.N.S.  effects  are  often  tran- 
sient and  frequently  disappear  with  continued 
treatment  or  reduced  dosage.  The  severity  of  these 
effects  may  occasionally  require  cessation  of 
therapy.  G.l.  effects  may  be  minimized  by  giving 
the  drug  with  food  or  with  antacids  or  immedi- 
ately after  meals.  Ulceration  of  the  stomach,  duo- 
denum, or  small  intestine  has  been  reported  and, 
in  a few  instances,  severe  bleeding  with  perfora- 
tion and  death.  Gastrointestinal  bleeding  with  no 
obvious  ulcer  formation  has  also  been  noted; 
INDOCIN  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  G.l.  bleeding,  some  patients 
may  manifest  anemia,  and  for  this  reason  periodic 
hemoglobin  determinations  are  recommended. 
Rare  reports  of  effects  not  definitely  known  to 
be  attributable  to  INDOCIN  include  bleeding  from 
the  sigmoid  colon  (either  from  a diverticulum  or 
without  a known  previous  pathologic  condition), 
perforation  of  preexisting  sigmoid  lesions  (di- 
verticulum, carcinoma),  and  hematuria.  In  other 
rare  cases,  a diagnosis  of  gastritis  has  been  made 
while  the  drug  was  being  given.  One  patient  de- 
veloped ulcerative  colitis,  and  another,  regional 
ileitis,  while  receiving  INDOCIN;  when  the  drug 
was  given  to  patients  with  preexisting  ulcerative 
colitis,  there  was  an  increase  in  abdominal  pain. 
Infrequently  observed  side  effects  may  include 
drowsiness,  tinnitus,  mental  confusion,  depression 
and  other  psychic  disturbances,  blurred  vision, 
stomatitis,  pruritus,  edema,  and  hypersensitivity 
reactions.  Slight  BUN  elevation,  usually  transient, 
has  been  seen  in  some  patients,  although  the  pre- 
ponderance of  evidence  indicates  that  INDOCIN 
does  not  adversely  affect  renal  function,  even  in 
patients  with  preexisting  renal  disease.  Neverthe- 
less, renal  function  should  be  checked  periodically 
in  patients  on  long-term  therapy.  Leukopenia  has 
been  seen  in  a few  patients. Transient  elevations  in 
alkaline  phosphatase,  cephalin-cholesterol  floccu- 
lation, and  thymol  turbidity  tests  have  been  ob- 
served in  some  patients  and,  rarely,  elevations  of 
SGOT  values;  the  relationship  of  these  changes  to 
the  drug,  if  any,  has  not  been  established.  As  with 
any  new  drug,  patients  should  be  followed  carefully 
to  detect  unusual  manifestations  of  drug  sensitivity. 
Before  prescribing  or  administering,  read  prod- 
uct circular  with  package  or  available  on  request. 


University  of  Colorado  Medical  Center 

Dr.  Joseph  H.  Holmes  of  the  University  of  Colo- 
rado Medical  Center  is  co-editor  of  a new  medical 
book,  “Diagnostic  Ultrasound,”  published  by  the 
Plenum  Press  of  New  York  City.  Text  of  the  book 
reproduces  the  proceedings  of  the  First  International 
Conference  on  Diagnostic  Ultrasound  held  in  Pitts- 
burgh May  20-22,  1965,  under  the  chairmanship  of 
Dr.  Holmes,  a pioneer  in  the  use  of  ultrasound  waves 
as  a diagnostic  tool  in  medicine. 

Dr.  Holmes  is  professor  and  head  of  the  Division 
of  Renal  Disease  in  the  CU  School  of  Medicine  and 
directs  ultrasound  research  and  the  clinical  use  of 
the  new  technique  in  Colorado  General  Hospital. 

j{:  ❖ 

Appointment  of  Dr.  Bernardo  Gaviria  as  assistant 
professor  of  psychiatry  in  the  University  of  Colorado 
School  of  Medicine  was  recently  announced  by  Dr. 
John  J.  Conger,  CU  vice  president  for  medical  affairs 
and  dean  of  the  medical  school. 

Dr.  Gaviria  will  be  assigned  to  the  teaching  and 
administration  of  the  course  in  human  behavior 
presented  to  CU  medical  students  and  will  supervise 
student  laboratory  projects. 

University  of  Utah  College  of  Medicine 

Dr.  Leonard  W.  Jarcho,  Profesor  and  Head,  De- 
partment of  Neurology,  received  the  best-teacher 
award  for  the  recently  completed  school  year.  Ac- 
cording to  Doctor  Kenneth  B.  Castleton,  dean,  this 
is  the  first  year  this  award  has  been  presented.  Rec- 
ommendation as  to  who  should  be  the  recipient 
came  from  the  students.  In  addition  he  received  an 
award  directly  from  the  students. 

Dr.  Jarcho  has  been  at  the  College  of  Medicine 
since  1952  with  the  exception  of  one  and  a half 
years  during  which  he  did  postgraduate  work  at 
National  Hospital.  Queen  Square,  London,  and  at 
Harvard  Medical  School. 
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A medical  potpourri 

Compiled  by  Andrew  M.  Babey,  MD,  Las  Cruces,  New  Mexico 


1.  "In  view  of  the  obscurity  of  the  relation  of  coro- 
nary atherosclerosis  to  hypercholesterolemia,  it  is  no 
more  logical  today  to  recommend  decreased  choles- 
terol intake  in  this  disease  than  it  was  logical  half 
a century  ago  to  pursue  the  then  common  practice 
of  forbidding  eggs  to  patients  with  albuminuria  in 
the  hope  that  the  albuminuria  would  go  away.  There 
is  no  reason  to  believe  that  a low  cholesterol  intake 
will  make  coronary  atherosclerosis  go  away.” — 
MARK  D.  ALTSCHULE,  p.  76,  Controversy  in 
Internal  Medicine,  F.  J.  Ingelfinger,  A.  S.  Reiman, 
M.  Finland,  W.  B.  Saunders  Company,  1966. 

2.  “Ten  centuries  ago  extreme  abstemiousness  was 
believed  to  be  a way  of  enriching  life  after  death. 
Today  marked  abstemiousness  with  respect  to  die- 
tary fat  is  regarded  by  some  as  a way  of  prolonging 
life  on  earth.  There  is  no  reason  to  believe  that  mor- 
tifying the  flesh  in  this  way  will  accomplish  either 
aim.  If  any  of  the  cardinal  sins  does  prove  to  be 
specifically  implicated  in  atherogenesis  it  is  more 
likely  to  be  sloth  than  gluttony.” — MARK  D. 
AFTSCHUFE,  ibid.,  p.  76. 

3.  "The  long-term  care  of  the  ulcer  patient,  the 
problem  of  keeping  him  well  and  free  of  recur- 
rences, presents  a problem  which  the  art  and  science 
of  medicine  have  not  been  able  to  handle  success-  ‘ 
fully.  Dietary  injunctions  are  worthless:  the  patient 
who  avoids  spinach,  lettuce,  or  red  meats  as  had 
suffers  ulcer  recurrences  even  as  the  man  who  eats 
pizza  and  sweet  and  sour  pork.  Even  regular  eating, 
omission  of  smoking,  a glass  of  milk  between  meals, 
or  taking  anticholinergics  does  not  prevent  ulcer 
recurrence.  Fet  us  face  it:  no  one  has  yet  found 
a good  medical  therapy  for  the  patient's  tendency 
to  get  ulcer.  In  the  meantime,  let  us  not  punish  the 
patient  and  delude  ourselves  by  giving  him  pap  to 
eat.”— FRANZ  J.  INGELFINGER,  ibid.,  p.  178. 

4.  “All  surgeons  worry  about  the  possibility  of  can- 
cer when  they  see  a gastric  lesion  in  an  elderly  per- 
son. But  another  consideration  must  be  taken  into 
account:  in  this  age  group  the  largest  number  of 
drug-induced  ulcers  is  found.  The  increased  life 
span  has  necessitated  the  frequent  prescribing  of 
acetylsalicylic  acid,  steroids,  phenylbutazone,  and 
rcserpine  to  control  the  symptoms  of  arthritis  and 


hypertension.  To  these  add  gastric  irritants,  the  self- 
administration of  pain  killers,  and  the  excessive  in- 
gestion of  gastric  stimulants,  and  there  is  little  won- 
der that  drug-induced  gastric  ulcers  are  common.” 
—DAVID  L.  KINSEY  and  R.  M.  ZOLLINGER, 
ibid.,  p.  192. 

5.  “In  view  of  this  surgical  readiness  to  adopt  a rea- 
sonable attitude  of  compromise  the  internist  should 
surely  meet  him  halfway.  Once  the  internist  knows 
that  the  surgeon  will  not  arbitrarily  insist  on  operat- 
ing immediately  on  every  gastric  ulcer  for  fear  of 
malignancy,  and  once  he  is  reasonably  confident 
that  his  patient’s  stomach  will  not  be  sacrificed  in 
toto,  or  nearly  so,  for  the  same  reason,  the  medical 
man  surely  will  turn  earlier  and  more  often  to  the 
surgeon  for  help  in  managing  his  patient  with  chronic 
gastric  ulcer,  especially  since  he  recognizes  that  the 
medical  management  of  recurrent  gastric  ulcers  en- 
joys relatively  poor  success,  whereas  the  results  of 
surgical  treatment  are  remarkably  happy.”- — FRANZ 
J.  INGELFINGER,  ibid.,  p.  204. 

6.  “The  use  of  radiologic  criteria  to  evaluate  the 
rate  and  degree  of  healing  of  a gastric  ulcer  is  sub- 
ject to  one  serious  source  of  error:  even  a slight 
variation  in  radiologic  technique  may  grossly  affect 
the  apparent  size  of  an  ulcer.  Thus,  too  much  barium 
suspension  distending  the  stomach  may  hide  the 
lesion  completely,  or  too  little  may  fail  to  fill  it  at 
all:  or  one  rotation  of  the  patient  may  cast  the 
crater  into  clear  relief,  whereas  it  may  be  quite 
invisible  from  another  angle.  Therefore,  if  the  de- 
gree to  which  an  ulcer  has  decreased  in  size  follow- 
ing a period  of  treatment  is  to  have  real  validity, 
the  radiologic  technique  and,  indeed,  the  radiologist, 
should  be  the  same  at  each  examination.” — FRANZ 
J.  INGELFINGER,  ibid.,  p.  205. 

7.  “Even  more  of  a problem,  however,  is  the  emo- 
tional strain  imposed  on  patient  and  doctor  alike 
when  one  or  more  barium  and  air  contrast  enemas 
have  to  be  performed  at  semiannual  intervals  to 
make  sure  a polyp  is  not  enlarging.  Worry  about  the 
nature  of  the  lesion,  and  the  difficulties  encountered 
in  obtaining  satisfactory  radiologic  examinations, 
are  such  that  sooner  or  later  the  whole  follow-up 
plan  does  not  seem  worth  the  candle,  and  the  polyp 
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usually  gets  removed.  Under  these  conditions,  why 
not  remove  the  polyp  right  away?  Or,  if  this  is  not 
possible,  one  might  as  well  forget  all  about  it." — 
FRANZ  J.  INGELFINGER,  ibid.,  p.  229. 

8.  “While  it  is  reasonable  to  treat  symptomatic  epi- 
sodes of  bacteriuria,  it  should  be  remembered  that 
symptoms  usually  subside  spontaneously  and  that 
the  recurrence  rate  is  high  in  patients  with  chronic 
bacteriuria,  regardless  of  symptoms.  Antibiotic  ther- 
apy of  asymptomatic  bacteriuria  should  be  reserved 
for  children,  infants,  young  women — particularly  if 
pregnant,  and  men — the  latter  usually  after  urologic 
investigation.  Patients  with  bacteriuria  and  impaired 
renal  function  should  be  given  a trial  of  chemo- 
therapy, even  if  asymptomatic,  but  care  should  be 
taken  to  lower  the  dose  of  agents  excreted  primarily 
via  the  renal  route.  Since  most  patients  with  asymp- 
tomatic infections  are  elderly,  have  relatively  normal 
renal  function,  have  few  acute  flare-ups,  and  are 
unlikely  to  have  a shortened  life  span  by  virtue  of 
urinary  infection,  we  strongly  advocate  that  these 
patients  not  be  treated.  The  toxic  side  effects  of 
drugs,  the  risks  of  superinfection,  and  the  expense 
involved,  in  addition  to  the  high  failure  rate  of  ther- 
apy, all  argue  against  therapy  of  asymptomatic  urina- 
ry infections  in  this  group.” — R.  C.  PETERSDORE, 
ibid.,  p.  311. 

9.  “If  we  could  show  that  bacteriuria  precedes  or 
causes  pyelonephritis,  treatment  would  be  justified. 
Presently  available  evidence,  however,  merely  proves 
that  this  sequence  of  events  is  possible,  for  factual 
data  in  the  human  are  still  controversial.  Statistics 
proving  the  causative  role  of  bacteriuria  are  no  bet- 
ter than  the  information  fed  into  the  calculation. 
Indeed,  such  information,  establishing  the  diagnosis 
of  pyelonephritis  following  bacteriuria,  is  shock- 
ingly scant.  The  relationship  of  bacteriuria  to  chron- 
ic pyelonephritis  is  not  established  beyond  the  occa- 
sional association.” — PAUL  KIMMELSTIEL,  ibid., 
p.  324. 

10.  “As  for  the  routine  use  of  the  catheter  in  acute 
anuric  states,  or  in  diabetic  coma,  this  is  surely 
to  be  deplored.  It  is  not  only  unnecessary  for  the 
proper  management  of  the  patient,  but  it  is  also 
especially  hazardous  because  infection  is  much  more 
likely  to  develop  under  these  conditions  and  tends 
to  be  more  severe.” — ARNOLD  S.  RELMAN,  ibid., 
p.  369. 

11.  “Even  when  all  the  evidence  points  to  a uni- 
lateral ischemic  kidney,  I believe  one  should  be 
cautious  in  advising  surgery  if:  (a)  the  patient  is 
elderly  and  arteriosclerotic,  or  (b)  the  hypertension 
is  mild  and  has  not  been  adequately  tried  on  drug 
therapy,  or  (c)  the  contralateral  kidney  is  not  at 
least  normal  in  size  and  function.”— A.  S.  RELMAN, 
ibid.,  p.  395. 

12.  “If  the  unilateral  ischemia  is  due  to  pyelone- 
phritic  contraction  of  the  kidney  the  physician  would 
also  do  well  to  proceed  with  great  caution.  While 
it  is  undoubtedly  true  that  nephrectomy  has  been 
eminently  successful  in  some  cases,  it  must  be  re- 
membered that  pyelonephritis  is  more  often  bilateral 


than  not,  and  what  may  appear  to  be  unilateral 
ischemia  may  really  be  asymmetrical  bilateral  dis- 
ease. Nephrectomy  in  such  cases  may  not  only  prove 
to  be  unavailing,  but  may  deprive  the  patient  of 
functioning  renal  tissue  that  he  can  ill  afford  to  lose." 
—ARNOLD  S.  RELMAN,  ibid.,  p.  395. 

13.  “In  the  much  larger  group  in  whom  chronic 
and  asthmatic  bronchitis  and  infection  are  important 
factors,  the  severity  of  airway  obstruction  may  vary 
considerably  from  morning  to  afternoon,  from  day 
to  day,  from  one  season  to  another,  and  with  chang- 
ing infection  and  cardiac  decompensation.  Control 
values,  therefore,  cannot  be  accepted  unless  they 
are  the  result  of  repeated  studies  and  unless  they 
have  been  obtained  after  elimination  of  all  other 
variables  by  optimal  therapy.” — EDWARD  A. 
GAENSLER  and  WILLIAM  G.  B.  GRAHAM, 
ibid.,  p.  400. 

14.  “It  is  concluded  that  chemoprophylaxis  should 
not  be  used  in  emphysema  patients  except  in  those 
who  have  severe  bronchitis  and  frequently  purulent 
sputum  and  who,  habitually,  have  more  than  one 
lower  respiratory  tract  infection  each  winter.” — 
E.  A.  GAENSLER  and  W.  G.  B.  GRAHAM,  ibid., 
p.  404. 

15.  “Corticosteroids  have  no  effect  in  patients  with 
emphysematous  chronic  obstructive  lung  disease; 
and  complications  as  the  result  of  medication  are 
probably  more  common  here  than  elsewhere  because 
patients  with  emphysema  are  more  prone  to  duo- 
denal ulcers,  cardiac  failure,  and  respiratory  tract 
infection  even  without  corticosteroids.  However, 
steroids  should  not  be  completely  interdicted  be- 
cause of  the  difficulties  of  differentiating  between 
various  degrees  of  bronchial  asthma,  chronic  bron- 
chitis and  anatomic  emphysema.  They  should  be 
used  only  if  an  asthmatic  component  is  strongly 
suspected  and  then  only  after  maximal  clinical  im- 
provement with  other  forms  of  therapy.  The  ventila- 
tory status  should  be  followed  by  objective  tests  and, 
if  no  improvement  is  noted  after  a week  or  two,  ste- 
roids should  be  discontinued.” — E.  A.  GAENSLER 
and  W.  G.  B.  GRAHAM,  ibid.,  p.  406. 

16.  “Short-term  tracheostomy  for  acute  respiratory 
failure  and  CO2  narcosis  may  be  life-saving,  and  its 
advantages — particularly  of  access  to  the  airways  for 
bronchial  toilet  and  for  pressure  breathing — far  out- 
weigh the  disadvantages  and  occasional  complica- 
tions. In  contrast,  long-term  or  permanent  trache- 
ostomy in  persons  crippled  by  chronic  bronchitis 
and  emphysema  creates  problems  which  are  greater 
than  any  possible  benefits.  Further,  there  is  no  evi- 
dence that  such  a stoma  promotes  patient  com- 
fort, prolongs  life,  or  improves  lung  function.” — 
E.  A.  GAENSLER  and  W.  G.  B.  GRAHAM,  ibid., 
p.  416. 

17.  “I  am  unaware  of  evidence  that  any  program 
of  treatment,  however  rigidly  applied  and  however 
faithfully  followed,  offers  hope  of  postponing  vas- 
cular degenerative  disease  much  beyond  the  thir- 
tieth year  of  diabetes.” — PHILIP  K.  BONDY,  ibid., 
p.  499. 
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A cotwiion  cold!  I thought  everything  was  a virus'’  these  days. 


Although  he'd  prefer  a more  exotic  name  for  it,  you  know 
he’s  suffering  from  an  ordinary,  old  common  cold.  And, 
he's  congested.  He’ll  breathe  easier  when  you  prescribe 
Novahistine  LP. 

Two  long-acting  tablets  in  the  morning  and  two  in  the 
evening  will  provide  around-the-clock  relief  by  helping 
to  keep  congested  air  passages  clear,  thus  enabling 
your  cold  patient  to  enjoy  normal  and  free  breathing. 
This  action  of  long-acting  Novahistine  LP  helps  restore 
normal  mucus  secretion  and  ciliary  activity— physiologic 
defenses  against  infection  of  the  respiratory  tract. 

Use  cautiously  in  individuals  with  severe  hypertension, 


diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Tell  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine 
hydrochloride,  25  mg.,  and  chlorpheniramine  maleate, 
4 mg. 

Komrip 

For  relief  of  nasal  congestion. 

^ PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


OF  ALL  BLINDNESS 


IT  IS  ESTIMATED  THAT: 

41 6,400  Americans  are  already  blind. 

During  the  next  1 2 months  another  32,700  persons 
will  lose  their  sight. 

More  than  one  and  a half  million  Americans  over 
age  35  are  threatened  with  blindness  from  glau- 
coma. 

^ More  than  12,235,900  school  children  need  some 
form  of  eye  care. 

Only  1 0 percent  of  the  97,900  partially  seeing  stu- 
dents have  the  proper  educational  facilities. 

^ 1 61 ,500  school  children  are  threatened  with  blind- 
ness or  vision  damage  from  eye  injuries  each  year. 


To  meet  this  challenge  the  National  Society  carries  on  a comprehensive  program 
of  community  services,  public  and  professional  education  and  research. 

Our  objective  is  to  save  sight  and  to  prevent  blindness.  However,  this  cannot  be 
done  alone.  WE  NEED  THE  HELP  OF  ALL  PHYSICIANS. 

The  Society  has  a range  of  pamphlets  on  eye  health  and  safety  for  the  lay  public 
which  can  be  distributed  to  your  patients.  Write  to  the  National  Society  for  the 
Prevention  of  Blindness,  16  East  40th  Street,  New  York,  N.Y.  10016  for  a free 
catalogue. 
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LASS  VBCASS 


Convention  site  “extraordinaire"  that's  Las  Vegas.  America’s  entertainment 
capital  becomes  the  classroom  for  America's  practicing  physicians — offer- 
ing you  a comprehensive,  compact,  postgraduate  course  in  recent  develop- 
ments in  medical  science.  A magnificent  Convention  Center,  fine  hotels 
and  motels,  excellent  restaurants  plus  star  studded  entertainment  await 
you  and  your  family. 

The  AMA's  first  clinical  convention  in  Las  Vegas  offers  a top  notch  scientific 
postgraduate  program. 

Scientific  sessions  will  be  held  on  the  following  topics;  Scintillation  Scan- 
ning • Radiation  and  Cancer  • Clinical  Pulmonary  Physiology  • Gastroenter- 
ology • Futuristic  Diagnostic  and  Therapeutic  Tools  • Neck  Pain  • Anti- 
biotics • Urology  • Aerospace  Medicine  • Unconsciousness  • Dermatology 

• Juvenile  Diabetes  • Endocrine  and  Metabolic  Diseases  • Pediatrics  • 
Surgery  • Hematology  • Psychiatry  • Otolaryngology. 

Three  Postgraduate  Courses  will  be  presented;  Obstetrics  and  Gynecology 

• Fluid  and  Electrolyte  Balance  • Cardiovascular  Disease.  Each  Course  will 
consist  of  three  half-day  sessions,  and  there  will  be  a registration  fee  of 
$10.00  for  each  course,  payable  with  your  advance  registration. 

Four  Breakfast  Round  Table  Conferences  will  be  held  on  the  following 
topics;  The  Management  of  Metabolic  Bone  Disease  • Indication  for  Cardio- 
version • The  Problems  and  Potential  of  L.S.D.  • An  Agonizing  Reappraisal 
of  Cancer  Chemotherapy  • Closed  Circuit  Television  • Medical  Motion 
Picture  Programs  • Over  275  Scientific  and  Industrial  Exhibits. 

The  complete  scientific  program,  plus  forms  for  advance  registra- 
tion and  hotel  accommodations,  will  be  featured  in  JAMA  October  24. 
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New  hooks  received  ore  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 

Accident  Surgery:  By  Herbert  F,  Moseley,  v.3.  New  York, 

1965,  Appleton.  362  p.  Price:  $12.00. 

Acute  and  Chronic  Iliac  Pain  in  Women:  By  Harold  B. 
Atlee.  2d  ed.  Springfield,  111.,  1966.  Thomas.  195  p.  Price: 
$7.75. 

Arthritis  and  Allied  Conditions:  By  Joseph  L.  Hollander. 
7th  ed.  Philadelphia.  1966,  Lea  & Febiger.  1355  p.  Price: 
$32.50. 

Allas  of  Keratectomy  and  Keratoplasty:  By  Ramon 
Castroviejo.  Philadelphia,  1966,  Saunders.  462  p.  Price:  $27.00. 

Bleeding  Disorders:  By  R.  M.  Hardisty.  Philadelphia,  1965, 
Davis.  376  p.  Price:  $9.50. 

Canine  Surgery:  Edited  by  James  Archibald.  5th  ed.  Wheaton, 
111.,  1965,  American  Veterinary  Pub.  1024  p.  Price:  $25.00. 

Carcinoma  of  the  Alimentary  Tract:  Edited  by  Walter  J. 
Burdette.  Salt  Lake  City,  1965,  Univ.  Utah  Pr.  233  p. 

Chemistry  and  Therapy  of  Peptic  Ulcer:  By  David  C.  H.  Sun. 
Springfield,  111.,  1966,  Thomas.  238  p.  Price:  $8.50. 

Clinical  Roentgenology  of  Collagen  Diseases:  By  Charles  M. 
Nice,  Jr.  Springfield,  111.,  1966,  Thomas.  205  p.  Price:  $10.75. 

Closing  the  Gap  Between  Medicine  and  Psychiatry:  By 
Wilfred  Dorfman.  Springfield,  111.,  1966,  Thomas.  209  p. 

Price : $8.50. 

The  Comparative  Morphology  of  the  Carotid  Body  and  Carotid 
Sinus:  By  William  E.  Adams.  Springfield,  111.,  1958,  Thomas. 
Price : $10.50. 

Congestive  Heart  Failure:  By  Raymond  T.  Benack.  Spring- 
field,  111.,  1966,  Thomas.  117  p.  Price:  $5.50. 

Current  Diagnosis:  Edited  by  Howard  F.  Conn.  Philadelphia, 

1966,  Saunders.  843  p.  Price:  $20.00. 

Current  Pediatric  Therapy:  Edited  by  Sydney  S.  Gellis.  2d.  ed. 
Philadelphia,  1966,  Saunders.  956  p.  Price:  $17.50. 

Diseases  of  the  Heart:  By  Charles  K.  Friedberg.  3d  ed.  Phila- 
delphia, 1966,  Saunders.  1787  p.  Price  $22.00. 

Diseases  Transmitted  From  Animals  to  Man:  Edited  by 
Thomas  G.  Hull.  5th  ed.  Springfield,  111.,  1963,  Thomas.  967  p. 
Price:  $17.75. 

Encyclopedia  of  Sexual  Behavior:  Edited  by  Albert  Ellis,  2 v. 
New  York,  1961,  Hawthorn  Bks.  Price:  $30.00. 

The  Essentials  of  Roentgen  Interpretation:  By  Lester  W. 
Paul.  2d  ed.  New  York,  1965,  Hoeber.  902  p.  Price:  $25.00. 

Feminine  Forever:  By  Robert  A.  Wilson.  New  York,  1966,  M. 
Evans.  224  p.  Price:  $5.95. 

Genetics  in  Medicine:  By  James  S.  Thompson.  Philadelphia, 
1966,  Saunders.  300  p.  Price:  $7.50. 

Histology:  By  C.  Roland  Leeson.  Philadelphia,  1966  Saunders. 
492  p.  Price : $8.00. 

The  History  of  Psychiatry:  By  Franz  G.  Alexander.  New 
York.  1966,  Harper  & Row.  471  p.  Price:  $11.95. 

Hypnotic  Susceptibility:  By  Ernest  R.  Hilgard.  New  York, 
1965,  Harcourt,  Brace  & World.  434  p.  Price:  $9.50. 

Inborn  Errors  of  Metabolism;  Pt.  1;  By  David  Y.  Hsia.  2d  ed. 
Chicago.  1966,  Year  Bk.  396  p.  Price:  $11.00. 

Insight  vs.  Desensitization  in  Psychotherapy:  By  Gordon  L. 
Paul.  Stanford,  Calif..  1966,  Stanford  Univ.  Pr.  148  p.  Price: 
$5.00. 


Lung  Function;  By  John  E.  Cotes.  Philadelphia,  1965,  Davis. 
541  p.  Price:  $12.50. 

Manual  of  Contraceptive  Practice;  Edited  by  Mary  S. 
Calderone.  Baltimore,  1964.  Williams  & Wilkins.  300  p.  Price: 
$9.95. 

The  Maturational  Processes  and  the  Facilitating  Environment; 
By  Donald  W.  Winnicott.  New  York.  1965,  International  Univ. 
Pr.  295  p.  Price;  $6.75. 

The  Merck  Manual:  By  Merck  & Co.  11th  ed.  Rahway,  N.  J., 
1966,  Merck.  1850  p.  Price:  $7.50. 

A New  Protozoon:  Its  Relation  to  Malignant  and  Other  Dis- 
eases: By  Roger  Wyburn-Mason.  Springfield,  111.,  1964, 

Thomas.  104  p.  Price:  $6.75. 

On  Character  and  Libido  Development:  Six  Essays,  Karl 
Abraham;  Edited  by  Bertram  D.  Lewin.  New  York,  1966, 
Norton.  206  p.  Price:  $1,65. 

The  Pediatrician’s  Ophthalmology:  Edited  by  Sumner  D. 
Liebman.  St.  Louis,  1966,  Mosby.  352  p.  Price:  $19.50. 

The  Porphyrias:  By  Geoffrey  Dean.  Philadelphia,  1963,  Lip- 
pincott.  117  p.  Price:  $7.00. 

Primary  Hepatoma:  Edited  by  Walter  J.  Burdette.  Salt  Lake 
City,  1965,  Univ.  Utah  Pr.  150  p. 

Principles  of  Internal  Medicine:  Edited  by  Tinsley  R. 
Harrison.  5th  ed.  New  York,  1966,  Blakiston.  1874  p.  Price: 
$22.50. 

Promoting  Mental  Health  of  Older  People  Through  Group 
Methods:  By  Wilma  H.  Klein.  New  York,  1966,  Mental  Health 
Materials  Ctr.  156  p.  Price;  $4.50. 

Psychoanalytic  Pioneers:  Edited  by  Franz  Alexander.  New 
York,  1966,  Basic  Bks.  616  p.  Price:  $15.00, 

Psychopathology  of  Childhood:  By  Jane  W.  Kessler.  Engle- 
wood Cliffs,  New  Jersey,  1966,  Prentice-Hall.  533  p.  Price: 
$11.00. 

Radiologic  Diagnosis  in  Infants  and  Children:  By  Armand 
E.  Brodeur.  St.  Louis,  1965,  Mosby.  503  p.  Price:  $26.50. 

Radioisotopes  and  Circulation:  Edited  by  Gunnar  Sevelius. 
Boston,  1965,  Little,  Brown.  307  p.  Price:  $13.00. 

Renal  Tubular  Dysfunction:  By  L.  I.  Woolf.  Springfield,  111., 
1966,  Thomas.  253  p.  Price:  $9.50. 

Resuscitation  of  the  Newborn  Infant:  By  Harold  A. 
Abramson.  2d  ed.  St.  Louis,  1966,  Mosby.  411  p.  Price: 
$16.50. 

The  Self  and  the  Object  World:  By  Edith  Jacobson.  New 
York,  1964,  International  Univ.  Pr.  250  p.  Price:  $5.00. 

The  Sexual  Behavior  of  Young  People:  By  Michael  Schofield. 
Boston,  1965,  Little,  Brown.  316  p.  Price:  $10.00. 

Splenoportography:  By  Lucien  H.  Leger.  Springfield,  111., 
1966,  Thomas.  121  p.  Price:  $8.50. 

Standard  Nomenclature  of  Diseases  and  Operations:  By 
American  Medical  Association.  5th  ed.  New  York,  1961, 
Blakiston.  964  p.  Price:  $10.50. 

Symposium  on  Surgery  of  the  Ocular  Adnexa:  Transactions 
of  the  New  Orleans  Academy  of  Ophthalmology.  St.  Louis, 
1966,  Mosby.  245  p.  Price:  $16.00. 

The  Theory  and  Practice  of  Psychiatry:  By  Fredrick  C. 
Redlich.  New  York,  1966,  Basic  Bks.  880  p.  Price:  $12.50. 

Transformations:  Change  From  Learning  to  Growth:  By  Wil- 
fred R.  Bion.  New  York,  1965,  Basic  Bks.  183  p.  Price:  $4.50. 

Unsafe  at  Any  Speed;  The  Designed-in  Dangers  of  the 
American  Automobile:  By  Ralph  Nader.  New  York,  1965, 
Grossman.  384  p.  Price:  $5.95. 

The  Vestibular  System  and  Its  Diseases:  Transactions:  Edited 
by  Robert  J.  Wolfson.  Philadelphia.  1966,  Univ.  Pennsylvania 
Pr.  557  p.  Price:  $12.00. 

Viruses  Inducing  Cancer:  Edited  by  Walter  J.  Burdette.  Salt 
Lake  City,  1966,  Univ.  Utah  Pr.  498  p. 

The  Why  Report,  A Book  of  45  Interviews  With  Psychi- 
atrists, Psychoanalysts,  and  Psychologists:  Edited  by  Lucy 
Freeman.  New  York.  1964,  Pocket  Bks.  485  p.  Price:  $.95. 
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Book  Reviews 

The  Use  of  Diagnostic  Ultrasound  in  Brain  Disorders;  By 
Charles  C.  Grossman,  Springfield,  111.,  1966,  Thomas.  155  p. 
Price;  $9.00. 

This  book  is  a good  summary  of  present  day  as- 
pects of  Echoencephalography.  It  covers,  in  a read- 
able manner,  the  basic  principles,  equipment,  and 
both  A and  B scan  techniques.  Most  important,  it 
also  deals  with  the  errors  and  problems  in  recording 
and  deciphering  the  scans.  Criticisms  are  minor.  For 
example,  in  places  it  seems  unnecessarily  drawn  out. 
It  might  have  been  better  to  have  more  reproductions 
of  scans  rather  than  microscopic  and  angiographic 
pictures.  Although  probably  few  people  would  wish 
to  buy  the  book,  it  is  clear  and  readable  and  some- 
one wishing  a quick  introduction  to  the  field  would 
do  well  to  peruse  it. 

Willy  J.  Weinstein,  MD 

Unsafe  at  Any  Speed;  The  Designed-in  Dangers  of  the 
American  Automobile;  By  Ralph  Nader.  New  York.  1965, 
Grossman.  384  p.  Price:  $5.95. 

Safety  Last;  An  Indictment  of  the  Auto  Industry;  By  Jeffrey 
O’Connell  and  Arthur  Myers.  New  York,  1966,  Random 
House.  227  p.  Price:  $4.95. 

Highway  Homicide;  By  Paul  W.  Kearney.  New  York,  1966, 
Thomas  Y.  Crowell,  25  photos,  many  line  drawings.  Index. 
224  p.  Price:  $5.95. 

When  the  competent  and  disinterested  authors  of 
three  books  probe  the  traffic  accident  in  depth  and 
come  up  with  the  same  facts,  the  same  reasons,  and 
the  same  conclusions,  it  is  time  for  somebody  to  take 
notice,  and  that  somebody  is  Mr.  John  Q.  Public 
and  all  his  family  and  relatives. 

This  is  not  to  say  that  these  three  books  are  carbon 
copies  of  each  other,  but  they  come  to  the  same  con- 
clusions: (1)  the  safety  establishment  is  “hand  in 
glove”  with  the  motor  vehicle  industry  and  repre- 
sents its  point  of  view  precisely,  and  will  go  no 
farther  in  traffic  safety  than  the  industry  wants  to 
go;  (2)  the  motor  car  industry  emphasizes  “style” 
and  not  safety,  because  it  conceives  its  responsi- 
bility is  to  sell  cars — safety  gets  lip  service,  but  not 
into  production;  (3)  Detroit  has  had  all  the  oppor- 
tunity in  the  world  to  give  us  a safe  car  and  has 
not  done  so;  the  way  to  safe  cars  in  this  country  is 
for  the  Federal  Government  to  set  mandatory 
safety  standards,  as  it  has  done  in  many  other  fields, 
drugs,  meat,  mines,  shipping,  railroads,  aviation, 
etc.,  etc. 

Nader,  who  is  a lawyer  and  does  not  own  a car, 
presents  case  records  concerning  defective  cars, 
with  the  explosive  effect  that  is  now  a legend. 
O’Connell,  who  is  Professor  of  Law  at  the  Univer- 
sity of  Illinois,  specializing  in  automobile  law,  went 
with  his  co-author,  Arthur  Myers,  to  Detroit  and 
interviewed  many  people  in  and  out  of  the  industry. 
They  also  interviewed  the  Cornell  group,  Senator 
Speno  of  the  New  York  Legislature,  the  U.  S.  Public 
Health  Service,  and  many  others.  The  sub-title  of 
their  book  is  “An  Indictment  of  the  Auto  Industry.” 


Kearney’s  book  is  much  more  a personal  record. 
He  is  the  “old  pro”  in  the  automobile  safety  field. 
For  five  years,  he  had  assayed  the  safety  features — 
or  lack  of  them — in  the  next  year’s  models  for  the 
annual  automobile  issue  of  Popular  Science.  His 
article,  HOW  SAFE  ARE  THE  NEW  CARS?,  in 
Harper’s  Magazine  for  February,  1957,  was  the 
clarion  note  in  the  current  safety  moveroent.  Detroit 
tried  to  scare  him  ofl'.  He  is  jealous  that  he  did  not 
get  the  full  Nader  treatment.  He  has  had  three 
hair-raising  accidents  due  to  defective  cars,  in  three 
different  makes.  He  has  crossed  the  country  18  times 
by  motor  car.  He  is  an  auto  “buff,”  still.  An  aspect 
which  none  of  the  others  touch  upon  is  highway 
lighting,  to  which  he  devotes  an  entire  “illuminating” 
chapter.  He  dispels  the  myths  about  former  Gover- 
nor Ribicoff’s  crack-down  on  drivers  in  Connecticut. 
The  strongly  personal  note  of  this  hook  makes  it 
particularly  appealing. 

This  reviewer  desires  to  direct  all  interested  to  the 
most  significant  review  by  Lewis  Mumford  in  the 
NEW  YORK  REVIEW  for  April  28,  1966.  In  his 
book.  The  City,  he  considered  at  length  the  influence 
of  the  motorcar  on  the  growth  and  development  of 
the  city.  In  his  review  of  the  first  two  books  in  our 
list  here,  he  asks  the.se  important  questions,  “What 
is  the  place  of  the  car  in  a rational  scheme  of  trans- 
portation? By  what  system  of  control  at  the  source 
can  we  handle  the  motorcar  explosion,  which  is  as 
badly  in  need  of  birth  control  as  the  population 
explosion?” 

These  are  two  questions  which  I have  never  heard 
discussed  at  any  traffic  safety  conference. 

The  Japanese,  a very  civilized  people,  have  openly 
said  that  they  are  not  going  to  let  the  motorcar  ruin 
their  country.  They  are  providing  marvelous  mass 
transportation  facilities,  and  will  place  the  motorcar 
as  an  important  but  not  a dominating  link  in  their 
transportation  system.  We  hear  rumblings  of  this 
same  concept  in  Washington,  and  trust  the  hardware 
will  not  be  too  long  out  of  being.  We  need  a good 
rapid  transit  system  in  Denver,  badly. 

Every  legislator,  both  Federal  and  regional,  should 
read  all  three  of  these  books.  The  facts  are  all  here. 
Who  is  going  to  act  upon  them? 

Horace  E.  Campbell.  MD 
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if 

1.JL  you’ve  ever  had  to  hunt  for 

your  EGG  cables,  straps,  electrodes 
. . . pull  out  the  wall  plug 
and  reverse  it... struggle  with 
paper  that  wouldn’t  thread 
...  or  needed  a faster  chart 
speed  or  different  sensitivity... 


you 

should  have  a 500  Viso 
to  save  you  time. 


All  electrodes,  straps,  Reverse  power  line  polar-  Reload  Permapaper  chart  All  500  Visa’s  have  25  and 

Redux  Creme  and  cables  ity  on  500  by  pushbutton,  rolls  with  no  threading,  in  50  mm/sec.  chart  speeds 

store  conveniently  inside  seconds  (one  roll  makes  ...  Va,  1 or  2X  sensitivity 

500  Viso.  25  12-lead  tests).  settings  for  optimum  trace 

amplitude. 

HEWLETT  ^ 

PACKARD  ^ SANBORN 
tm  DIVISION 


Measuring  /or  Medicine  and  the  Life  Sciences 


Englewood  Hewlett-Packard,  Neelti  Sales  Division,  Denver  Technological  Ctr., 
796.5  East  Prentice,  (303)  755-1233,  Englewood,  Colorado  80110 
S.\i.T  Lake  City  Hewlett-Packard  Neely  Sales  Die.,  1482  Major  Street,  (801 ) 486-8166 

Salt  Lake  City,  Utah  84115 
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WILL  YOUR  PERSONAL  SECURITY  STOP  WHEN  YOU'RE  SICK  OR 
HURT  AND  CAN'T  PRACTICE  YOUR  PROFESSION? 

Maybe  not  right  away.  But  even  a short-term  illness 
or  injury  can  take  much  of  your  savings  and  disrupt 
your  financial  program.  And  what  if  your  disability 
is  serious?  It  might  take  years  and  thousands  of 
dollars  later  before  you  could  return  to  your  profession. 

HOW  WILL  YOU  PROVIDE  FOR  YOUR  FAMILY? 

There's  a low-cost  way-through  the  Medical  Society's 
Approved  Income  Protection  Plan. 

PAYS  UP  TO  $800.00  A MONTH! 


RETURN  THE  COUPON  FOR  FULL  DETAILS 


Underwritten  by 


OF  OMAHA 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

Life  Insurance  Affiliate:  United  of  Omaha 
Home  Office—Omaha,  Nebraska 

4-9-64 


VINCENT  ANDERSON  COMPANY,  INC. 

Second  Floor,  Railway  Exchange  Building 
Denver,  Colorado  80202 

Please  send  full  details  about  the  Income  Protection  Plan  of  the 
Colorado  Medical  Society. 

NAME  

ADDRESS  

CITY  STATE 


Zip  Code 


/ 

( LAKEWOOD 
I 2530  Youngfield 
\ 233-9093 


218  16th  St. 
222-2611 


More  important,  you  can  rest  assured  because 
we  consider  our  service  an  extension  of  your 
professional  care  and  concern.  That's  why  we'd 
never  gamble  with  your  Rx  and  shortchange 
your  patients'  vision  by  compromising  with 
quality.  We  dispense  only  the  finest — 
Shadford-Fletcher  Quality!  ^ 


RECOMMEND  WITH  CONFIDENCE 


LITTLETON  \A  777-2424 
/ 6200  S.  Broadway  \ 

798-6888 


/ 2465  s Downing!  Shadforcl  * FI  ctc  H 6 T 


EYEWEAR 


jor  September,  1966 
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Colorado  Medical  Society 

OFFICERS— 1965-66— Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
September  28,  1966  at  the  Annual  Session  in  Colorado  Springs. 
President:  Paul  R.  Hildebrand,  Brush 
President-elect:  Myron  C.  Waddell,  Denver 
Vice  President:  Walter  C.  Herold,  Colorado  Springs 
Treasurer:  William  A.  Day,  Colorado  Springs,  1968 
Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966 
Additional  Trustees:  J,  Alan  Shand,  La  Junta,  1966;  Carl  H. 
McLauthlin,  Denver,  1967:  Kenneth  A.  Platt,  Westminster. 
1967;  J.  Robert  Spencer,  Denver,  1968. 

Judicial  Council:  District  No.  1 — Daniel  H.  Buchanan,  Jr.. 
Denver,  1966;  District  No.  2 — John  Simon,  Englewood,  1968; 
District  No.  3 — Kenneth  E.  Gloss,  Colorado  Springs,  1967; 
District  No.  4 — James  G.  Price,  Brush,  1966;  District  No.  5 — 
William  S.  Curtis,  Boulder,  1966:  District  No.  6 — Heman  R. 
Bull,  Grand  Junction,  1967;  District  No.  7 — Tullius  W.  Halley, 
Durango,  1967;  District  No.  8 — Herman  W.  Roth,  Monte  Vista, 
Chairman,  1968;  District  No.  9 — Scott  A.  Gale,  Pueblo,  Vice 
Chairman.  1968. 

Grievance  Committee:  John  B,  Griffith,  Aurora,  Secretary, 
1966;  Dwight  C.  Dawson,  Colorado  Springs,  1966:  Ray  G. 
Witham,  Craig,  Chairman,  1966;  Clayton  K.  Mammel,  Den- 
ver, 1966:  Robert  B.  Richards,  Fort  Morgan,  1966;  Joseph  A. 
i.eonard,  Lakewood,  1966;  Joel  R.  Husted,  Boulder,  1967: 
James  A.  Henderson,  Englewood,  1967;  Robert  J.  Bliss,  Fort 
Collins.  1967;  John  A.  McDonough,  Ordway,  1967;  H.  Harper 
Kerr,  Pueblo.  1967;  Edward  E.  Tennant.  Sterling,  1967. 
Delegates  to  the  American  Medical  Association:  Kenneth 
C.  Sawyer,  Denver,  Dec.  31,  1966  (Alternate,  Robert  E. 
McCurdy,  Denver,  Dec.  31,  1966);  Gatewood  C.  Milligan, 
Englewood.  Dec.  31,  1967  (Alternate,  Ray  G.  Witham,  Craig, 
Dec.  31,  1967);  Harlan  E.  McClure,  Lamar,  Dec.  31,  1967 
(Alternate,  Vernon  L.  Bolton,  Colorado  Springs,  Dec.  31,  1967). 
Speaker,  House  of  Delegates:  Marvin  E.  Johnson,  Denver. 

Vice  Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora. 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Paul  J.  Gans,  Lewistown. 

President-elect:  Albert  L.  Vadheim,  Bozeman. 

\ ice  President:  Alfred  M.  Fulton.  Billings. 
Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney 
Assistant  Secretary-Treasurer:  Robert  K.  West,  Cut  Bank. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Bil- 
lings. 

Executive  Committee:  Paul  J.  Gans,  Lewistown:  Albert  L. 
Vadheim,  Bozeman:  Alfred  M.  Fulton,  Billings;  Oscar  A 
Swenson,  Sidney;  Robert  K.  West,  Cut  Bank;  S.  C.  Pratt. 
Miles  City:  Herbert  T.  Caraway,  Billings:  M.  A.  Gold,  Butte: 
David  Gregory,  Glasgow. 

Scientific  Editor.  Rocky  Mountain  Medical  Journal:  Warren  D. 
Bowman.  Billings 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 


Nevada  State  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1966  Annual  Session. 

President:  Joseph  M.  George,  Jr.,  Las  Vegas 
President-Elect:  William  M.  Tappan,  Reno 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno 
Immediate  Past  President:  John  M.  Read,  Elko 
AMA  Delegate:  Leslie  A.  Moren,  Elko 
Alternate  Delegate;  Thomas  S.  White,  Boulder  City 
Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal; 
Wesley  W.  Hall,  Reno 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1967  Annual  Session. 

President:  Tom  L Carr,  Albuquerque. 

President-Elect:  Emmit  M.  Jennings,  Roswell. 

Vice  President:  Earl  B.  Flanagan,  Carlsbad. 
Secretary-Treasurer:  John  D.  Abrums.  Albuquerque. 
Immediate  Past  President:  Robert  P.  Beaudette,  Raton. 
Speaker,  House  of  Delegates:  Hugh  B.  Woodward.  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albu- 
querque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M-A.:  James  C.  Sedgwick,  Las  Cruces. 
Councilors  for  Three  Years;  Don  R.  Clark.  Roswell;  Alvin  S. 
Hartz,  Farmington:  Samuel  E.  Neff.  Clovis. 

Councilors  for  Two  Years:  Harry  D.  Ellis,  Santa  Fe;  Armin 
T.  Keil,  Raton. 

Councilors  for  One  Year:  W.  W.  Kridelbaugh,  Albuquerque; 
Richard  C.  Sherman.  Alamogordo. 

Scientific  Editor  tor  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith.  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
505. 

Committees 

GENERAL  CONVENTION  COMMITTEE:  Harry  D.  Ellis,  Santa 
Fe  (Chairman)  (1967):  Andrew  M.  Babey,  Las  Cruces  (1968); 
Richard  M.  Angle,  Santa  Fe  (1969);  Fred  R.  Brown,  Roswell 
(1969);  Solomon  Papper,  Albuquerque  (1968);  Robert  S. 
Stone,  Albuquerque  (1967). 

NEW  MEXICO  PHYSICIANS’  SERVICE:  Mr.  L.  J.  Lagrave, 
Executive  Director,  Albuquerque;  William  J.  Hossley,  Deming, 
(Chairman)  (1967);  George  M.  Boyden,  Albuquerque  (1967); 
William  L.  Minton.  Lovington  (1967);  Frank  W.  Parker, 
Gallup  (1967);  John  J.  Smoker,  Raton  (1967):  H.  P.  Borgeson, 
Alamogordo  (1968):  J.  J.  Corcoran,  Jr.,  Albuquerque  (1968); 
Robert  S.  Grier,  Los  Alamos  (1968);  Norton  R.  Ritter,  Grants 
(1968);  Eugene  P.  Szerlip,  Albuquerque  (1968);  James  Messer, 
Clovis  (1969);  James  W.  Wiggins,  Albuquerque  (1969); 
Alfred  S.  Blauw,  Roswell  (1969);  Bentley  B.  Altizer.  Portales 
(1969);  John  D.  Abrums,  Albuquerque  (1969). 
NOMINATING  COMMITTEE:  Armin  T.  Keil,  Raton— District 
1 (Colfax,  San  Miguel);  H.  Richard  Landmann,  Santa  Fe — 
District  II  (Los  Alamos,  Santa  Fe.  Taos);  Vaun  T.  Floyd, 
Albuquerque — District  III  (Bernalillo);  Allan  L.  Haynes, 
Clovis  (Chairman) — District  IV  (Curry,  DeBaca,  Quay, 
Roosevelt);  C.  Pardue  Bunch,  Artesia — District  V (Chaves, 
Eddy,  Lea);  James  C.  Sedgwick,  Las  Cruces — District  VI 
(Dona  Ana,  Grant.  Luna,  Otero,  Sierra):  Matt  A.  Connell, 
Grants — District  VII  (McKinley,  Mid-Rio  Grande,  San  Juan, 
Valencia). 

ACCIDENT  PREVENTION  COMMITTEE:  Harold  A.  Fenner, 
Jr.,  Hobbs  (Chairman);  Henry  C.  Hosford,  Alamogordo: 
Gerald  Parkes,  Sante  Fe:  William  G.  MePheron.  Hobbs; 
Henry  L.  Wall,  Artesia:  Gottrell  H.  Wright,  Las  Cruces. 
ADVISORY  COMMITTEE  TO  DEPARTMENT  OF  PUBLIC 
WELFARE:  Irving  Klein,  Albuquerque  (Chairman);  Earl  L. 
Malone,  Roswell;  Reynaldo  Deveaux,  Taos;  Jesse  L.  Wallace, 
Tucumcari;  Armin  T.  Keil,  Raton:  Henry  R.  Hyslop.  Roswell: 
Laszlo  G.  Zold,  Las  Vegas,  New  Mexico. 
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ADVISORY  COMMITTEE  TO  NEW  MEXICO  MEDICAL  AS- 
SISTANTS’ SOCIETY:  Herbert  S.  Friedman,  Albuquerque 
(Chairman):  Nicholas  H.  Zeller,  Albuquerque;  Don  R.  Clark, 
Roswell;  John  M.  McGuire,  Alamogordo;  Edward  B.  Burke, 
Jr.,  Hobbs. 

BUDGET  COMMITTEE:  John  D.  Abrums.  Albuquerque 
(Chairman):  Omar  Legant,  Albuquerque;  W.  W.  Kridelbaugh, 
Albuquerque. 

CONSTITUTION  AND  BYLAWS  COMMITTEE:  David  B.  Post, 
Albuquerque  (Chairman);  J.  C.  Dotson,  Los  Alamos;  Bobby 
W.  Williams,  Las  Cruces. 

GRIEVANCE  COMMITTEE:  Lewis  M.  Overton,  Albuquerque, 
(Chairman)  (1967);  Omar  Legant,  Albuquerque  (1969);  Earl 
L.  Malone,  Roswell  (1968). 

FEE  COMMITTEE:  John  J.  Corcoran,  Jr.,  Albuquerque 
(Chairman);  John  D.  Abrums,  Albuquerque;  John  F.  Boyd, 
Albuquerque;  Frank  G.  Hesse,  Albuquerque;  H.  Richard 
Landmann,  Santa  Fe;  Frederick  R.  Brown,  Roswell;  Martin 
B.  Goodwin,  Clovis:  Howard  B.  Peck,  Albuquerque;  John  B. 
Roberts,  Albuquerque;  Karl  L.  Bergener,  Roswell;  Owen  C. 
Taylor,  Jr.,  Artesia;  David  L.  Kendall,  Farmington;  J.  Paul 
Turner,  Carrizozo;  Randolph  V.  Seligman,  Albuquerque: 
Robert  E.  McComas,  Las  Cruces. 

INSURANCE  COMMITTEE:  John  D.  Abrums.  Albuquerque 
(Chairman);  Albert  G.  Simms  II,  Albuquerque;  U.  G.  Hodgin, 
Albuquerque. 

LEGISLATIVE  AND  PUBLIC  POLICY  COMMITTEE:  Harry 
D.  Ellis.  Santa  Fe  (Chairman):  Bernalillo — O.  D.  Johnson, 
Albuquerque;  Chaves — Emmit  M.  Jennings.  Roswell;  Colfax — 
Armin  T.  Keil,  Raton;  Curry-Roosevelt — Lynn  W.  Abshere, 
Clovis;  Dona  Ana — William  D.  Sedgwick,  Las  Cruces:  Eddy — ■ 
Joseph  A.  Bradley,  Carlsbad;  Grant — Theodore  T.  Draelos, 
Silver  City:  Lea — Rex  G.  Quigley,  Hobbs;  Los  Alamos — Paul 
H.  Noth,  Los  Alamos;  Luna — W.  J.  Hossley,  Doming; 
McKinley — Vincent  Accardi,  Gallup;  Mid-Rio  Grande — 
Eugene  L.  Coulson,  Socorro;  Otero — Leland  L.  Fellows, 
Alamogordo:  Quay — Thomas  B.  Hoover,  Tucumcari;  San 
Miguel — J.  J.  Johnson,  Jr.,  Las  Vegas;  San  Juan — Alvin  S. 
Hartz,  Farmington;  Sierra— H.  B.  Johnson,  Truth  or  Conse- 
quences; Taos— David  R.  Ashmun,  Taos;  Valencia— Matt  A. 
Connell,  Grants;  State  Auxiliary— Mrs.  Marshall  J. 
Rowdabaugh.  Albuquerque. 

MEDICAL-LEGAL  COMMITTEE:  John  K.  Torrens,  Albuquer- 
que (Chairman);  Earl  L.  Malone,  Roswell;  J.  Hunt  Burress, 
Albuquerque;  A.  Daniel  Maddox,  Las  Cruces;  Albert  G. 
Simms  II,  Albuquerque;  Margery  U.  Whipple,  Santa  Fe: 
Murray  M.  Friedman,  Santa  Fe;  Clifford  E.  Molholm,  Al- 
buquerque; Eric  W.  Best,  Albuquerque;  Peter  Van 
Schoonhoben,  Albuquerque;  Louis  Levin,  Albuquerque. 
COMMITTEE  ON  MEDICINE  AND  RELIGION:  William  S. 
Lovekin,  Albuquerque  (Chairman):  John  A.  Craig.  Albuquer- 
que: Brian  S.  Moynahan,  Santa  Fe;  A.  Daniel  Maddox,  Las 
Cruces;  William  L.  Minton,  Lovington. 

COMMITTEE  ON  MEDICARE  FOR  THE  ODMC:  John  J. 
Corcoran,  Jr..  Albuquerque  (Chairman):  George  C.  Anison, 
Albuquerque:  Irvine  G.  Jordan,  Albuquerque;  Bert  Kempers, 
Albuquerque;  Louis  F.  Kuehn,  Albuquerque:  James  T. 
McGuckin,  Albuquerque;  Clifford  E.  Molholm,  Albuquerque; 
Theodore  A.  Sadock,  Albuquerque;  Albert  L.  Schonberg,  Al- 
buquerque: Sidney  Schultz,  Albuquerque;  James  S,  Shortle, 
Albuquerque:  James  W.  Wiggins,  Albuquerque:  Lawrence  H. 
Wilkinson,  Albuquerque. 

MENTAL  HEALTH  AND  ALCOHOLISM  COMMITTEE:  C.  P. 

Bunch,  Artesia  (Chairman);  J.  C.  Hallford,  Las  Vegas,  New 
Mexico;  Fred  W.  Langner,  Albuquerque;  E.  Mary  Mostyn, 
Albuquerque;  Lee  R.  Chutkow,  Los  Alamos. 

NEMPAC  BOARD  OF  DIRECTORS:  Jack  A.  Dillahunt,  Al- 
buquerque (Chairman);  Mrs.  Louise  Rowdabaugh.  Albuquer- 
que (Secretary);  Francis  M.  Middlebrook,  Hobbs;  Omar 
Legant,  Albuquerque;  Armin  T.  Keil,  Raton;  J.  J.  Johnson, 
Jr.,  Las  Vegas:  Mrs.  Audrey  Connell,  Grants;  Sewell  K. 
Starcke,  Carlsbad;  Bob  W.  Williams.  Las  Cruces:  Morton  W. 
Dann,  Roswell;  Gustave  G.  Rhodes,  Albuquerque;  Irving 
Klein,  Albuquerque. 

LIAISON  COMMITTEE  WITH  UNIVERSITY  OF  NEW  MEXI- 
CO SCHOOL  OF  MEDICINE:  Merril  W.  Brown.  Albuquerque 
(Chairman);  Richard  B.  Streeper,  Santa  Fe;  Emmit  M. 
Jennings,  Roswell:  William  J.  Hossley,  Deming;  Clarence  M. 
Kemper,  Albuquerque;  John  C.  McCulloch,  Farmington; 
Harold  Mortimer,  Las  Vegas. 

LIAISON  COMMITTEE  TO  ALLIED  PROFESSIONS  AND 
VOLUNTARY  HEALTH  AGENCIES:  Herbert  S.  Friedman, 
Albuquerque  (Chairman);  Donald  F.  Seelinger,  Albuquerque; 
Gerald  Parkes,  Santa  Fe. 

PARLIAMENTARIAN:  David  B.  Post,  Albuquerque. 


PUBLIC  HEALTH  COMMITTEE:  R.  C.  Derbyshire,  Santa  Fe 
(Chairman);  William  C.  Gorman,  Albuquerque;  Louis  Levin, 
Albuquerque:  H.  Richard  Landmann,  Santa  Fe;  Robert  E. 
Cutler,  Espanola;  Robert  S.  Stone,  Albuquerque. 

PUBLIC  RELATIONS  COMMITTEE:  Omar  Legant,  Albuquer- 
que (Chairman);  Fred  Hanold,  Albuquerque;  John  M. 
McGuire,  Alamagordo;  Irving  Klein,  Albuquerque;  Mrs.  John 
D.  Abrums,  Albuquerque. 

HOSPITAL  UTILIZATION  COMMITTEE:  R.  C.  Derbyshire, 
Santa  Fe  (Chairman);  Ronald  V.  Dorn,  Jr.,  Albuquerque; 
Vaun  T.  Floyd,  Albuquerque;  John  F.  Griffin,  Albuquerque. 
ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  CONTINUING 
COMMITTEE:  Marcus  J.  Smith,  Santa  Fe  (Chairman): 
William  Hentel,  Albuquerque;  Walter  J.  Hopkins,  Lovington; 
Richard  B.  Streeper,  Santa  Fe;  James  S.  Clarke,  Albuquerque. 
AD  HOC  COMMITTEE  FOR  BASIC  SCIENCE  STUDY; 
Emmit  M.  Jennings,  Roswell  (Chairman);  John  F.  Conway, 
Clovis;  George  M.  Boyden,  Albuquerque:  Everet  H.  Wood, 
Albuquerque;  O.  D.  Johnson,  Albuquerque. 

ADJUDICATION  AND  LIAISON  COMMITTEE  TO  HEALTH 
INSURANCE  CARRIERS:  John  J.  Corcoran,  Albuquerque 
(Chairman);  Lorry  C.  Delambre,  Albuquerque;  Robert  O. 
Gathings,  Albuquerque;  Fred  H.  Hanold,  Albuquerque;  James 
A.  Koch,  Albuquerque:  John  B.  Roberts,  Albuquerque. 

AD  HOC  COMMITTEE  ON  STAFF  PERSONNEL;  Omar 
Legant,  Albuquerque  (Chairman);  John  D.  Abrums,  Al- 
buquerque; Harry  D.  Ellis,  Santa  Fe. 

Utah  State  Medical  Association 

OFFICERS — 1965-66— Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  L.  V.  Broadbent,  Cedar  City. 

President-elect:  Paul  A.  Clayton,  Salt  Lake  City. 

Past  President;  Stanley  R.  Child,  Salt  Lake  City. 

Honorary  President:  Henry  C.  Stranquist,  Ogden. 

Secretary  ’67 : Russell  M.  Nelson,  Salt  Lake  City. 

Treasurer  ’66:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo. 
President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan. 
Alternate  Speaker,  House  of  Delegates:  William  R.  Christensen. 
Salt  Lake  City. 

Additional  Trustees:  Box  Elder  County  Med.  Soc.  ’66,  S.  L. 
Moskowitz,  Brigham  City:  Cache  Valley  Med.  Soc.  ’66,  Robert 
S.  Budge,  Smithfield;  Carbon  Co.  Med.  Soc.  '66,  William  M. 
Gorishek,  Price;  Central  Utah  Med.  Soc.  ’67.  Halvard  J. 
Davidson,  Manti;  Salt  Lake  Co.  Med.  Soc.  ’66,  John  H.  Clark, 
Salt  Lake  City:  Southeastern  Utah  Med.  Soc.  ’67,  Jerrold  C. 
Smith,  Monticello;  Southern  Utah  Med.  Soc.  ’67,  Joseph  J. 
Sannella,  Kanab;  Uintah  Basin  Med.  Soc.  ’67,  R.  V.  Larson, 
Roosevelt;  Weber  Coimty  Med.  Soc.  ’67,  Douglas  C.  Barker, 
Ogden. 
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Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City.  Telephone  EL5-7577. 

Wyoming  State  Medical  Society 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Thomas  Nicholas,  Buffalo 
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Vice  President:  James  W.  Barber,  Cheyenne 

Secretary:  Laurence  W.  Greene,  Jr.,  Laramie 
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Journal;  Mr.  Arthur  R.  Abbey,  Cheyenne 
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Public  Relations  Consultant:  Mr.  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Arthur  R.  Abbey,  P.  O.  Box  2266,  Chey- 
enne. Telephone  632-5525 
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Cinemicrography*of  living  tissue  shows 
that  Synalar  works  at  the  cellular  level  to  stop 
the  inflammatory  chain  reaction 


\ 


water  escapes 
into  the  tissue, 
causing  edema 


white  blood 
cells  escape 
through  permeable 
capillary  walls, 
invade  injured 
tissue  and  become 
macrophages 


capillaries 
absorb  'water 
and  swell 


Inflammatory  reaction  after  injury 


perithelial  cells 
swell,  break  off  from 
outside  capillary 
walls  and  become 
macrophages 


mast  cells 
are  breaking  up 
and  releasing 
cytotoxins 


macrophages 
are  ingesting 
toxic 

substances 


fibroblasts 
are  in  a 
high  state 
of  activity, 
much  distorted 


*A  New  View  of  Corticosteriod  Action  in  Inflammatory  Dermatoses 
A 16  mm.  film  utilizing  time-phase  cinemicrographic  techniques.  Available  for  showing  on  request  to  Syntex  Laboratories. 


In  contact  dermatitis 

!$jnalar 

(fluocinolone  acetonide) 

stabilizes  cell  and  capillary  walls 
protects  against  the  chemical  impact  of  cytotoxins 

interrupts  the  chain  reaction  of  destructive 
changes  at  the  cellular  level 

permits  inactivation,  absorption  and  transportation 
of  toxins  away  from  the  injured  area  by  natural 
processes... edema  is  absorbed  and  cells  return 
to  normal  size,  shape,  and  activity 


In  inflammatory  dermatoses  choose  a steroid  syn- 
thesized specifically  for  topical  use.  Synalar  (fluocin- 
olone acetonide)  provides  therapeutic  results  often 
comparable  to  those  of  systemic  and  intralesional 
corticosteroids  with  fewer  hazards.'"^ 


when  complicated  by  infection 

iieo-sy^iialar^ 

(fluocinolone  acetonide-neomycin  sulfate  cream) 


For  initiation  of  therapy:  Cream  0.025%,  5 and  15  Gm. 
tubes,  425  Gm.  jars;  for  emollient  effect:  Ointment 
0.025%,  15  Gm.  tubes;  for  maintenance  therapy:  Cream 
0.01%,  15  Gm.  tubes,  45  Gm.  tubes,  120  Gm.  jars;  for 
intertriginous  or  hairy  sites:  Solution  0.01%,  20  cc.  and 
60  cc.  plastic  squeeze  bottles;  for  infected  inflammatory 
dermatoses:  Neo-Synalar®  Cream  (0.025%  fluocinolone 
acetonide,  neomycin  sulfate,  equivalent  to  0.35%  neo- 
mycin base),  5 and  15  Gm.  tubes. 

Contraindications:  Tuberculous,  fungal,  and  most  viral 


lesions  of  the  skin,  (including  herpes  simplex,  vaccinia, 
and  varicella).  Not  for  ophthalmic  use.  Contraindicated 
in  individuals  with  a history  of  hypersensitivity  to  any  of 
its  components.  Precautions:  Synalar  preparations  are 
virtually  nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when  applied 
to  denuded  or  fissured  areas.  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dryness,  scaling  or 
itching.  The  neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions.  Prolonged  use  of  any  anti- 
biotic may  result  in  overgrowth  of  nonsusceptible  orga- 
nisms; if  this  occurs,  appropriate  therapy  should  be 
instituted.  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should 
be  considered,  based  on  susceptibility  testing.  While 
topical  steroids  have  not  been  reported  to  have  an 
adverse  effect  on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amounts,  orfor  prolonged  periods 
of  time.  Side  Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corticosteroids.  As 
with  all  drugs,  however,  a few  patients  may  react  un- 
favorably to  Synalar  under  certain  conditions. 

References : 1.  Kanee,  B.iCanadNIed  Ass  J 88:999  (May  18)  1963.  2.  Scholtz, 
J.  R.:  Calf  Med  95:224  (Oct.)  1961.  3.  Jansen,  G-  T. , Dillaha,  C.  J.,  and 
Honeycutt.  W.  M . : Arch  Derm  92:283  (Sept.)  1965. 


fluocinolone  acetonide — an  original  steroid  from 

SYNTEXS 


LABORATORIES  INC.,  PALO  ALTO,  CALIF. 


WANT  ADS 


WANTED — MD  to  take  over  practice  of  our  deceased  doctor 
at  Eckley,  Colorado.  Three  room  office,  fully  equipped  in- 
cluding x-ray.  Phone  781-0385  in  Denver  for  details.  9-6-lB 


GENERAL  PRACTICE  available  in  the  Denver  area.  Fully 
equipped  office.  Laboratory  and  x-ray  available.  Easy  terms; 
good  income  from  the  first  day.  Write  Box  9-5-2,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Avenue,  Denver, 
Colorado  80218.  9-5-2 


WANTED : SURGEON — Associate  in  busy  general  practice. 

Wyoming  community  in  excellent  recreation  area.  Good 
family  living.  Accredited  hospital.  Reply  to  Box  9-4-3,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Avenue.  Denver, 
Colorado  80218.  9-4-3 


FOR  SALE  OR  LEASE — New  modern  medical  building  in 
good  area  with  plenty  of  space  for  parking.  Three  rooms 
plus  waiting  room  and  reception  room.  Plumbing  and  wir- 
ing to  specification.  Located  across  from  Montrose  Memorial 
Hospital  in  Montrose,  Colorado.  For  information,  contact  Mrs. 
Glen  C.  Doudy,  290  Mt.  View  Street,  Grand  Junction,  Colo- 
rado. Phone  243-1898.  9-3-lB 


INTERNIST — For  70  bed  general  hospital,  pre-payment  plan, 
inpatient  and  outpatient  care.  Board  certified  or  eligible. 
Hospitalization  plan,  annual  vacation,  sick  leave,  and  retire- 
ment plan.  Salary  open.  Reply  to  Administrator,  A.T.  & S.F. 
Memorial  Hospitals.  Inc.,  Albuquerque,  New  Mexico.  9-2-lB 


GENERAL  PRACTITIONER  wanted  for  established  group 
practice.  Contact  Max  L.  Weissmann,  MD,  Southwest 
Denver  Medical  Group,  1930  So.  Federal  Blvd.,  Denver,  Colo. 
80219.  Phone  303  934-5591.  9-1-1 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-5-TFB 


INTERNIST — For  402  bed  general  medical  and  surgical  hos- 
pital, preferably  board  certified  or  eligible,  salary  $14,250  to 
$19,252  depending  on  qualifications;  life  and  hospitalization 
insurance:  annual  and  sick  leave;  retirement  plan;  cost  of 
moving  will  be  paid;  license  (any  state)  required.  Equal  op- 
portunity employer.  Write  Chief  of  Staff,  Veterans  Admin- 
istration Hospital,  Tucson,  Arizona  85713.  7-3-4B 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office.  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502,  Denver. 

9-7-TFB 


GENERAL  MEDICINE — 402  bed  general  medical  and  surgical 
hospital,  excellent  opportunity  for  young  physician  who  de- 
sires temporary  employment  in  Internal  Medicine  prior  to 
military  service;  salary  $8,961  to  $12,510  depending  on  quali- 
fications. Equal  opportunity  employer.  Write  Chief  of  Staff, 
Veterans  Administration  Hospital,  Tucson,  Arizona  85713. 

7-2-4B 


INTERNIST  for  5-man  department  in  busy  and  steadily 
growing  northcentral  Kansas  13-member  multispecialty 
group.  Partnership  after  salary  for  two  years.  Board  eligible 
or  Certified.  Reply  to  Box  11-9-TFB,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Ave.,  Denver,  Colorado  80218.  11-9-TFB 


FOR  SALE — Rx  Master  A.O.  refracting  phoropter;  chair 
bracket,  lenses.  Excellent  condition.  Price  $900.00.  Contact 
Von  H.  Brobeck,  MD,  106  E.  St.  Vrain,  Colorado  Springs, 
Colorado.  Phone  633-5161.  9-8-3 


GENERAL  SURGEON : Certified  or  board  eligible  general 
surgeon,  qualified  for  some  orthopedics.  Ten  man,  long  es- 
tablished group,  southeastern  Montana.  Busy  surgical  prac- 
tice immediately  available.  Potential  net  $45,000  within  three 
years.  Partnership  after  first  year.  Please  reply  to  Box  8-4- 
2B,  Rocky  Mountain  Medical  Journal,  1809  E.  18th  Avenue, 
Denver,  Colorado  80218.  8-4-2B 


EXCLUSIVELY 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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ST.  JOHNS,  County  Seat  of  Apache  County,  located  midway 
between  Phoenix  and  Albuquerque,  population  1800  with 
town  serving  area  of  3000.  The  town  has  excellent  schools, 
new  modern  airport,  municipal  swimming  pool  and  many  fa- 
cilities for  the  family.  Medical  facilities  include  fully  equipped 
clinic  with  large  waiting  room,  offices,  treatment  rooms, 
emergency  rooms  and  maternity  wing.  Also  city  owned  and 
operated  x-ray  and  laboratory  facilities  with  percent  of  in- 
come going  to  the  Doctor.  Hospitals  currently  operating  in 
towns  nearby,  the  closest  about  a 25-minute  drive.  Contact 
Medical  Services  Committee,  P.  O.  Box  296,  St.  Johns,  Ari- 
zona. 7-1-3B 


INTERNIST-CARDIOLOGIST,  certified  in  both,  age  48.  In- 
terested in  internist  group,  multi-specialty  group,  director 
of  medical  education,  or  a practice  combined  with  some 
teaching  or  some  research.  Mountain  west  or  Pacific  coast 
preferred.  Academic  or  culture-oriented  community  desired. 
Reply  to  Box  6-1-4B,  Rocky  Mountain  Medical  Journal, 
1809  E.  18th  Avenue,  Denver,  Colorado  80218.  6-1-4B 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to  fit 
the  most  difficult  cases. 

An  expert  eye-maker  is 
in  our  office  at  all  times 
to  give  your  patients  the 
satisfaction  they  must 
have.  In  business  since 
I90&. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  825-0229 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 

309  16th  Street  f \ Telephone 

Denver  2 534-8714 


MEDICAL  OFFICE  SPACE 
560  GARRISON  ST. 

Doctors  office  space  serving  well  popu- 
lated area.  Contains  approx.  1,505 
square  feet  adjoining  Meadowlark  Shop- 
ping Center.  Air  conditioned,  heated, 
well  lighted,  plenty  of  parking,  next  to 
drug  store.  Occupied  by  successful 
General  Practitioners  since  built  in  1 959. 
For  appointment  to  see  and  further  in- 
formation call  Mr.  Thomas. 

GARREH-BROMFIELD  & CO. 

222-8621  Security  Bldg. 


EARNEST  DRUG 

217  1 6th  Street 
Denver,  Colorado 
Prescription  Specialists 

Telephones  KEystone  4-7237— KEystone  4-3265 
FRESH-CLEAN-COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC 

4925  EAST  38TH  AVE.-TEL.  388-5731 -DENVER  7,  COLORADO 


Offices  also  in: 

Colorado  Springs,  Colorado 
1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 
21  Kensington  Street,  485-8262 


Medical  X-Ray  Equipment 
Accessories  & Film 


Albuquerque,  New  Mexico 
113  Sierra  Dr.,  S.E.,  255-1288 


Medical  and  Laboratory 
Nuclear  Instrumentation 
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WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 

That's  why  we're  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS,  FEES,  PERSONNEL,  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you — without  obliga- 
tion— how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it's  worth  the  time  to  investigate! 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 
Denver,  Colorado  80215 

MEMBER 


PREMIUM 

QUALITY 

AT  ITS  BEST... 

Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 

Meadow  Gold 

HOME  DELIVERY 

OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 

TELEPHONE  388-1641 
Denver,  Colorado 
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Clinical  Convention 87 

Ames  Company,  Inc. 

Labstix 5 
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Dramamine  79 
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Smith,  Kline  & French  Laboratories 
Stelazine 27 

Squibb,  E.  R.  & Sons 

Naturetin  12 

Syntex  Laboratories 

Synalar 94-95 

Norinyl 6-7 

Ulmer  Pharmacal  Co. 

Cogel 34 

Wine  Advisory  Board 

California  Wines 13 

Winthrop  Laboratories 

T ranco-Gesic 3 
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THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 


100 


Libraiy 

College  of  Physicians 

19  South  22nd  Street  ^ 

Philadelphia,  Pennsylvania  1910, 
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Where  Have  All  the  Young  Men  Gone? 


Air  Pollution 
Silver  Nitrate  and  Burns 
The  Role  of  Hormones  in  Acne 
Hearing  Loss  and  Ear  Disease 

and  other  articles 
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some 
allergens 
are  red... 


whatever  their 
color,  shape, 
or  size... 


Benadryf 

(diphenhydramine 

hydrochioride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


Whether  the  allergen  is  red  and  round,  or  unseen 
and  unknown,  BENADRYL  provides  relief  of 
symptomatic  distress  through  its  antihistaminic 
and  antispasmodic  actions.  PRECAUTIONS: 
Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles 
or  engage  m other  activities  requiring  keen 
response  v/hile  using  this  product.  Hypnotics, 
sedatives,  or  tranquilizers  if  used  with 
BENADRYL  should  be  prescribed  with  caution 


because  of  possible  additive  effect.  Diphenhy- 
dramine has  an  atropine-like  action  which  should 
be  considered  when  prescribing  BENADRYL. 

SIDE  EFFECTS:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and  generally 
mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions 
are  drowsiness,  dizziness,  dryness  of  the  mouth, 
nausea,  and  nervousness.  BENADRYL  is  available 
in  Kapseals®  of  50  mg.  and  Capsules  of  25  mg.  ootes 


PARKE-DAVIS 


PARKE.  DAVIS  i COMPANY,  Delroil,  Michigan  48232 
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For  adolescents,  acne  is  “...an  af- 
fliction which  immediately  separates 
these  people  from  their  confreres.”* 
Washing  with  pHisoHex,  from  the 
first  sign  of  acne,  can  help  your  pa- 
tients  — even  with  severe  forms-— 
through  the  “acne  decade"  (12-22). 
Three  or  four  thorough  daily 
washes  with  powerful,  antibacterial 
pHisoHex  enhance  any  acne  regi- 
men. Faster,  better  results  help  re- 
store self-confidence. 
pHisoHex  builds  a cumulative  bac- 
teriostatic film  of  hexachlorophene 
to  protect  acne  skin  between  wash- 
ings, helps  check  the  "infection  fac- 


tor." pHisoHex  is  especially  effec- 
tive against  Staph  — a frequent  in- 
vader of  acne  lesions. 

A much  more  surface-active  deter- 
gent than  soap,  pHisoHex  removes 
dirt,  emulsifies  oil  and  cleanses 
acne  skin  rapidly  and  thoroughly, 
including  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  fol- 
licles. pHisoHex  is  nonalkaline,  hy- 
poallergenic and  “kind"  to  skin. 
pHisoAc®,  a keratolytic  skin-toned 
cream,  is  recommended  with 
pHisoHex  for  local  treatment  in 
acne.  pHisoAc  dries,  peels  and 
masks  lesions,  helps  prevent  come- 


dones, pustules  and  scarring.  It  con- 
tains colloidal  sulfur  6 per  cent, 
resorcinol  1.5  per  cent  and  hexa- 
chlorophene 0.3  per  cent.  Odorless, 
nongreasy  and  pleasant  to  use. 
pHisoHex  is  supplied  in  squeeze 
bottles  of  5 oz.  and  1 pint  and  in 
unbreakable  bottles  of  1 gal. 
pHisoAc  is  supplied  in  tubes  of  IV2 
oz.,  also  available  in  a combination 
package  with  a 5-oz.  squeeze  bot- 
tle of  pHisoHex. 

♦Kligman,  A.  M.,  in  Ludwig,  G.  D.,  and 
Elsom,  Katherine  O.  (Eds.):  Am.  Pract. 
13:200,  March,  1962, 

pHisoHex  and  pHisoAc,  frademar}<s  reg.  U.S.  Pat,  Off. 

Winthrop  Laboratories.  New  York.  N,Y.  10016 


antibacterial  skin  detergent  with  3*/o  hexachlorophene 

is  always  “right” 


new  small  size 


15  Qm. 

fOR  TOPICAL  USE  OHlI 

SYNALAR* 

[FLUOCINOLONE 

ACETONIDE] 

CREAM 


$yiialar'04>i% 

(fluocinolone  acetonide)  ereani 


SYNTEX 

LABORATORIES.  INC. 
Palo  Alto,  Calif. 


CAUTION 
Fedsral  law 


without  prascrtirtion 

MADE  IN  USA. 


15  Gm. 

for  even  greater 
economy  in 
office  or  hospital 
practice 


the  superiority! 

topical! 
with  the 


Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
0.01%  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient.  The  new 
15  Gm.  tube,  for  example,  is  best  suited  for  short-term  therapy 
and  for  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube— a size  that's  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  for  hospital  use.  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone'"^ plus  the  economy  that  makes  therapy  practical  for  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement. 

Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic 
use  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to  any 
of  its  components.  Precautions:  1.  Generaf-Synalar  Cream  0,01"/o  is  virtually 
nonsensitizing  and  nonirritating.  Where  severe  local  Infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids  have  not  been  reported  to 


have  an  adverse  effect  on  pregnancy,  the  safety  of  their  use  on  pregnant  » 
females  has  not  absolutely  been  established.  Therefore,  they  should  not  be  ,i 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  for  prolonged  ^ 
periods  of  time.  2.  Occlusive  dressing  method— With  occlusion  of  extensive  i 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  suitable  f 
precautions  should  be  taken.  Occasional  patients  may  show  contact  sensi-  « 
tivity  to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculitis,  or  , 
pyodermas  have  been  seen  infrequently  with  the  use  of  this  technique.  The  ' 
development  of  infection  requires  appropriate  antibacterial  therapy  and  dis-j', 
continuation  of  the  occlusive  dressing  method.  Local  atrophy  and  striae  j 
have  been  reported  with  protracted  occlusive  dressing  therapy.  While  lesion  ! 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients,  remissions 
may  persist  lor  several  weeks  lo  several  months  in  favorable  cases.  The  .' 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance  of  new  L 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse.  Some 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  in  their 
use.  Similarly,  caution  should  be  employed  when  such  films  are  used  on  or  'J' 
left  near  children  to  avoid  the  possibility  of  accidental  suffocation.  Side  I 
Effects:  Side  effects  are  not  ordinarily  encountered  with  topically  applied  I 
corticosteroids.  As  with  all  drugs,  however,  a few  patients  may  react  unfa-’-^ 
vorably  to  Synalar  under  certain  conditions.  References:  1.  Cahn,  M.  M..  and  ’jj' 
Levy.  E.  J.:  J New  Drugs  1:262  (Nov. -Dec.)  1961.  2.  Meenan,  F.  O.:  J Irish;. 
Med  Ass  52:75  (Mar.)  1963.  3.  Robinson.  H.  M.,  Jr.,  Raskin.  J.,  and  Dunseath.' L 
W.  J.  R..  Southern  Med  J 56:797  (Jul.)  1963. 


of  a modern 
corticosteroid 
economy  of 
hydrocortisone 


Now... a choice  of  3 
economical  sizes 


"‘S’ 


m iir 


120  Gm.  jar  15  Gm.  tube  45  Gm.  tube 


fluOCinolone  acetonide  — an  original  steroid  from 

SYNTEX® 

laboratories  INC  . PALO  ALTO.  CALIF. 


In  acute  bursitis, 
what  happens  when  you  add 
Butazolidiri? 

phenylbutazone 


Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug  allergy;  his- 
tory of  blood  dyscrasia.  Because  of  the  increased  pos- 
sibility of  toxic  reactions,  the  drug  should  be  used  with 
greater  care  in  the  elderly  and  should  not  be  given 
when  the  patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently.  Large  doses 
of  Butazolidin  alka  are  contraindicated  in  patients  with 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch  for  exces- 
sive increase  in  prothrombin  time.  Pyrazoie  compounds 
may  potentiate  the  pharmacologic  action  of  sulfonyl- 
urea, sulfonamide-type  agents  and  insulin.  Patients  re- 
ceiving such  concomitant  therapy  should  be  carefully 


observed  for  this  effect.  Use  with  caution  in  the  first 
trimester  of  pregnancy. 

Precautions:  Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a complete  physi- 
cal and  laboratory  examination,  including  a blood  count. 
The  patient  should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin  reactions; 
black  or  tarry  stools.  Regular  blood  counts  should  be 
made  to  guard  against  blood  dyscrasias. 

Adverse  Reactions:  The  most  common  adverse  re- 
actions are  nausea,  edema  and  drug  rash.  Moderately 
lowered  red  cell  count  may  sometimes  occur  due  to 
hemodilution.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
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”The  response  in  most  cases 
is  dramatic...” 

Lowell, J.B.: New  Englifitl4.Maci.269: 798,1963. 


When  Lowell  added  phenylbutazone  to  enty-two  hours,  and  occasionally  as  early 
his  usual  immobilization  and  rest  meas-  as  twenty-four  hours,  There  is  rapid  loss 
ures  for  the  treatment  of  acute  shoulder  of  pain  and  concomitantincrease  in  avail- 
bursitis,  he  found  “The  response  is  dra-  able  motion”, 
maticand  occurs  within  forty-eight  to  sev- 


quently,  agranuiocytosis,  exfoliative  dermatitis,  Stevens- 
Johnson  syndrome  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vertigo  or  languor  may 
occur.  Leukemia  and  leukemoid  reactions  have  been 
reported  but  cannot  definitely  be  attributed  to  the  drug. 
Thrombocytopenic  purpura  and  aplastic  anemia  are  also 
possible  side  effects. 

Confusional  states,  hyperglycemia,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  transient  hearing 
loss  have  been  reported,  as  have  hepatitis,  jaundice 
and  several  cases  of  anuria  and  hensaturia.  With  long- 
term use.  reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage:  Initially,  give  400  mg.  daily  (one 
tablet  or  capsule  q.i.d.),  reducing  this,  if  possible,  when 


a favorable  therapeutic  effect  has  been  obtained.  If 
after  one  week  there  has  been  no  response,  discontinue 
the  drug. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6509-V(B) 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  QU-4513 

Butazolidiri  alka  Geigy 

Each  capsule  contaiits:  Butazolidiri®,  phenylbutazone,  100 
rng.;  dried  aluminum  hydroxide  gel,  109  mg.;  magnesium 
trisilicaSe,  1§9  mg.;  homatropine  niethylbromide,  1.25  mg. 


for  October,  1966 
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An  eight-year<old  may  not 
need  digestive  enzymes... 

BUT  troublesome  gas,  belching  and  cramps  are 
common  complaints  of  many  patients  regardless  of 
age.  Pentazyme  will  give  these  patients  fast  relief 
when  the  diagnosis  is  enzyme  insufficiency. 

Pentazyme  offers  5 supplemental  digestive  en- 
zymes in  one  enteric-coated  tablet  for  release  at  the 
natural  sites  of  action.  Three  tablets,  the  usual  daily 
dose,  will  digest  50%  of  the  starch,  40%  of  the  protein 
and  20%  of  the  fat  in  a balanced  2500  calorie  diet. 

For  patients  with  short-term  or  chronic  digestive 
problems,  prescribe  Pentazyme. 

For  complete  information  and  samples, 
write  to  Dept.  RM-105 


THE  ULMER 
PHARMACAL 
COMPANY 

1400  Harmon  Place. 
Minneapolis,  Minn. 
55403 
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wonder 
about  a 
drug  for 
your 
forgetful 
patient 


-more  convenient 

-more  easily 
remembered 


DECLOMYCIN^ 

DEMETHYLCHLORTETRACYCLINE 
300 mg  FILM  COATED  TABLETS 

are  made  for  hid. 


Effective  in  a wide  range  of  everyday  infections— respiratory, 
urinary  tract  and  others— in  the  young  and  aged— the  acutely  or 
chronically  ill— when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication— History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and  short 
exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations. 

In  a smaller  proportion,  photoallergic  reactions  have  been 
reported.  Patients  should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Precautions  and  Side  Effects- Overgrowth  of  nonsusceptible 
organisms  may  occur.  Constant  observation  is  essential.  If  new 
infections  appear,  appropriate  measures  should  be  taken. 

Use  of  demethylchlortetracycline  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period  and  early  childhood) 
may  cause  discoloration  of  the  teeth  (yellow-grey-brownish). 

This  effect  occurs  mostly  during  long-term  use  but  has  also  been 
observed  in  short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels  has  been  observed. 
All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If  adverse 
reaction  or  idiosyncrasy  occurs,  discontinue  medication  and 
institute  appropriate  therapy.  Anaphylactoid  reactions 
have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption 
is  impaired  by  the  concomitant  administration  of  high  calcium 
content  drugs,  foods  and  some  dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,  and  75 
mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

422.6.4071 


I New 

I low-cost  tetracycline/ antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida: 


2.  nonpregnant  women  with  a history  of  recent 

diabetic  patients  or  recurrent  monilial  vaginitis  3.  elderly  or  debilitated  patients 


5.  patients  on  long-term  tetracycline  or  cortico- 
patients  with  a past  history  of  moniliasis  steroid  therapy 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  in- 
formation  consult  Official  Package  Circular.  Indications: 
Infections  of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetiacycline*sensi- 
tive  organisms,  in  patients  with  increased  susceptibility 
to  monilial  infections.  Contraindications : The  drug  is  con- 
traindicated in  patients  hypersensitive  to  its  components. 
Warnings : Photodynamic  reactions  have  been  produced  by 
tetracyclines.  Natural  and  artificial  sunlight  should  be 
avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and 
hepalotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may 
be  induced  during  tooth  development  (last  trimester  of 
pregnancy,  neonatal  period  and  childhood).  Precautions : 
Bacterial  superinfection  may  occur.  Infants  may  develop 
increased  intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions : Glossitis,  stomatitis,  nausea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis,  dermatitis,  and  allergic  reactions 
may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue 
therapy  for  10  days  in  beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before  or  2 hours  after  mcal-^. 
Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tet- 
racycline phosphate  complex  equivalent  to  250  mg.  tetra- 
cycline HCl  activity  and  250,000  units  of  nystatin. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


Tetrex-F 

Each  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units. 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


new 


a new  formulation 
that  relieves  pain 
in  tension  headache 
and  neuraigia 

2/3453  MK-3 


Dialog  is  a combination  of  15  mg  allobarbital  and 
300  mg  acetaminophen.  Allobarbital,  a proven  bar- 
biturate, provides  desirable  sedation  in  patients 
experiencing  pain  and  discomfort.  Acetaminophen 
is  a nonsalicylate  analgesic-antipyretic,  well  tolerated 
and  useful  in  a wide  range  of  mildly  painful  and 
febrile  conditions. 

Dialog  is  well  tolerated,  even  by  those  sensitive  to 
aspirin.  It  is  nonirritating  to  the  gastrointestinal  tract 
and,  in  recommended  dosage,  has  no  adverse  effects 
on  the  kidneys. 

• Raises  the  pain  threshold 

• Suppresses  the  pain-producing  mechanism 

• Reduces  emotional  tension 


Dialog 

(allobarbital  and  acetaminophen  CIBA) 

Indications:  For  relief  of  pain  and  discomfort  of 
simple  headache;  neuralgia,  myalgia,  and  musculo- 
skeletal pain;  dysmenorrhea;  bursitis;  sinusitis; 
fibrositis.  Also  indicated  to  reduce  fever  and  to 
relieve  discomfort  due  to  respiratory  infections,  influ- 
enza, and  other  febrile  conditions. 

Contraindication;  Not  recommended  during  pregnancy. 

Caution:  May  be  habit-forming.  Do  not  use  in  patients 
sensitive  to  barbiturates  or  in  those  with  moderate 
to  severe  hepatic  disease. 


Side  Effects:  Nausea,  transftory  dizziness,  rash.  Over- 
dosage of  allobarbital  produces  symptoms  typical 
of  acute  barbiturate  excess. 

Dosage:  Adults:  1 or  2 tablets  every  4 hours.  Not  to  exceed 
8 tablets  in  24  hours.  Children  6 to  12:  V2  to  1 tablet  every 
4 hours.  Not  to  exceed  4 tablets  in  24  hours. 

Supplied:  Tablets  (white,  scored),  each  containing 
15  mg  allobarbital  and  300  mg  acetaminophen;  units  of 
3 bottles  of  30. 

For  your  convenience  — prescription-size  bottle  of  30. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J. 

CIBA 


SQUIBB  NOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.^  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,-  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.-' 

ft  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.^  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic. 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.''  dhe  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium."  And.  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.'' 

The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1/  10th  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.’'  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase. 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.'  * It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate."  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active."  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.'^ 

Natiirefin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas:  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium. i- 

One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide . . 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  (bendroflumethiazide ) has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindications:  Severe  renal  impairment; 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.l.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethia- 
zide) 5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bendroflumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 
References:  1.  Southworth,  H.:  Proc.  Soc. 
Exper.  Biol.  & Med.  36:58,  1937.  2.  Mann,  T. 
and  Keilin,  D.:  Nature  /46;164,  1940.  3.  Pitts, 
R.  F.,  and  Alexander,  R.  S.:  Am.  J.  Physiol. 
744:239,  1945.  4.  Schwartz,  W.  B.:  New  Eng- 
land J.  Med.  240:173,  1949.  5.  Friedberg, 
C.  K.,  in  Moyer,  J.  H.,  and  Fuchs,  M.:  Edema 
Mechanisms  and  Management,  Philadelphia, 
W.  B.  Saunders  Co.,  1960,  p.  259.  6.  Cum- 
ming,  J.  R.;  Tabachnick,  E.,  and  Seelig,  M.,  in 
Moyer,  J.  FI.,  and  Fuchs,  M.:  op.  cit.,  p.  254. 
7.  Werko,  L.,  in  Moyer,  J.  H.,  and  Fuchs,  M.: 
op.  cit.,  p.  188.  8.  Beyer,  K.  H.,  Jr.,  in  Moyer, 
J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  274.  9.  Maren, 
T.  H.,  and  Wiley,  C.  E.:  J.  Pharmacol.  & 
Exper.  Therap.  743:230,  1964.  10.  Earley, 

L.  E.,  and  Orloff,  J.:  Ann.  Rev.  Med.  75:149, 
1964.  11.  Fuchs,  M.,  and  Mallin,  S.  R.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  276. 
12.  Ford,  R.  V.,  in  Moyer,  J.  H.,  and  Fuchs, 

M. :  op.  cit.,  p.  290.  13.  cited  in  Fuchs,  M.,  and 
Mallin,  S.  R.  (ref.  11):  op.  cit.,  p.  283. 


Naturetin* 

SQUIBB  BENDROFLUMETHIAZIDE 

to  reduce  excess  fluid 

or  high  blood  pressure 


Squibb 


The  Priceless  Ingreidient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 


Soyalac  solves  the  problem 


...and  BABY  APPROVES  ! 

Baby  has  a thing  or  two  to  say  about  a hypo-allergenic,  milk- 
free  diet! 

Soyalac  is  the  good-tasting,  fibre-free  formula  that  infants  read- 
ily accept.  The  exclusive  Soyalac  process  results  in  a consist- 
ency much  like  milk,  with  a light,  creamy  color  — and  nut-like 
flavor  but  without  a trace  of  sediment. 

Soyalac  satisfies  the  infant.  Strikingly  similar  to  mother’s  milk, 
it  provides  protein  of  high  biologic  value  and  balanced  nutri- 
ents. Clinical  data  furnish  evidence  of  Soyalac’s  excellence  in 
promoting  normal  growth  and  development. 
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A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


Soyalac 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.  A. 


Preludin® 

phenmetrazine 
hydrochloride  i 


helps  keep 
calories  at 
arm's  length 


In  one  double-blind  program 
involving  diet,  close  doctor/patient 
cooperation,  exercise,  posture 
instruction,  and  follow-up  visits,  93 
obese  patients  received  Preludin  or 
a placebo. Thedrug  and  placebo  were 
alternated  every  four  weeks.  This 
procedure  lasted  from  8 to  35  weeks. 

Sixty-one  percent  of  the  patients 
lost  more  weight  on  Preludin 
than  on  placebo.  In  fact,  they  lost 
an  average  1.9  pounds  per  week— 


almost  four  times  as  much  as  when 
they  were  on  placebo! 

For  a decade  Preludin  has  demon- 
strated similar  results.  Its  effective- 
ness has  been  described  in  more  than 
300  published  clinical  reports  in- 
volving more  than  10,000  patients. 

Preludin  curbs  appetite  without 
excessive  stimulation.  It  will  work 
in  your  weight-control  programs  too. 

^Barnes,  R,  H. : J.A.M.A.  166:898, 1958. 


Preludin®  tablets  of  25  mg. 

Endurets®  prolonged-action  tablets  of  75  mg. 
Dosage  .'One  25  mg.  tablet  two  or  three  times  daily, 
orone75  mg.  Endurets  tablet  once  daily. 
Contraindications:  Severe  coronary  artery  disease, 
hyperthyroidism,  severe  hypertension,  nervous 
instability,  and  agitated  prepsychotic  states.  Do 
notusewith  otherCNS  stimulants,  including 
MAO  inhibitors. 

Warning:  Do  not  use  during  the  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh 
possible  risks. 

Precautions:  Use  with  caution  in  moderate  hyper- 
tension and  cardiac  decompensation.  Excessive 


use  may  result  in  a psychotic  illness  manifested  by 
restlessness,  mood  or  behaviorchanges,  hallu- 
cinations, or  delusions. 

Side  Effects:  Dryness  or  unpleasant  taste  in  the 
mouth,  urticaria,  and  (rarely)  overstimulation, 
insomnia,  dizziness,  nausea,  or  headache. 

For  details,  see  full  Prescribing  Information.  6544-111  (B) 

Under  license  from  Boehringer  Ingelheim  G.m.b.H. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsiey,  N.  Y. 
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B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  8|  (Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  85  (Pyridoxine  HCI)  2 mg 

Vitamin  B 1 2 Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES, 


A Division  of  American 


Cyanamid  Company,  Pearl  River,  New  York 


627-6-3613 
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UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp’  Extentabs^ 

(Dimetane*  Ibrompheniramine  maleate],  12  mg.;  phenylephrine  HCI,  15  mg,;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  orall  night, 
usually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
histamine reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,* 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10-  to  12-hour  form. 

•Schiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
J.  Med. ^1:478,  1959, 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 
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The..full'V4  grain  of  phenobarb  in  the  form-ula 
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Phenaphen 
lith  Codeine 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (%  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (272  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate % gr.  (No.  2), 


V2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation. 


and  drowsiness  have  been  reported. 

A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 
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Blood-glucose 
screening  for  ^ 
your  patients? 


i 


DEXTROSTiX- 

provides  a clinically  useful 
determination  when  performed 
according  to  directions^ 


'i'DEXTROSTlX  is  not  intended  to  replace 
the  more  precise  analytical  laboratory  methods. 


...because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostix®  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance  — for  “The  precision 
and  accuracy  of  Dextrostix 
...meet  the  need  for  an  always 
available  simple  screening 
method....”*  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 


and  a globular  drop  of 
capillary  or  venous  blood. 
Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 


*Marks,  V.,  and  Dawson.  A.: 
Brit.  M.  J.  7:293,  1965. 


Yes— ^ your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


AIVIES 
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How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


Does  she  really  care? 

Is  she  alert,  encouraged, 
positive  and  optimistic 
about  getting  completely 
well  soon? 

Or  has  she  given  in  to 
the  demoralizing  impact 
of  confinement,  disability 
and  dependency? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Atertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Be),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline,!  100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 


■ N THE  WM.  S.  MERRELL  COMPANY 

Merrell  ) Division  of  Richardson-Merrell  Inc. 

y Cincinnati,  Ohio  45215 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the  gamut  of 
home  remedies  without  success,  pleasant-tasting 
CREMOMYCiN  Can  answer  the  call  for  help.  It  can  be 
counted  on  to  consolidate  fluid  stools,  soothe  intes- 
tinal inflammation,  inhibit  enteric  pathogens,  and 
detoxify  putrefactive  materials  — usually  within  a 
few  hours. 


CREMOMYCIN  combines  the  bacteriostatic  agents, 
succinyisulfathiazole  and  neomycin,  with  the  ad- 
sorbent and  protective  demulcents,  kaolin  and  pec- 
tin, for  comprehensive  control  of  diarrhea. 

INDICATIONS:  Diarrhea. 

CONTRAINDICATIONS:  Do  not  use  in  intestinal  obstruction,  ex- 
tensive ulceration  of  bowel,  or  diverticulosis;  in  hypersensitivity 
to  sulfonamides  or  neomycin;  in  pregnancy  at  term,  in  premature 
infants,  or  during  first  week  of  life  in  the  newborn. 

WARNINGS:  Use  only  after  critical  appraisal  in  patients  with 
hepatic  or  renal  damage,  urinary  obstruction,  or  blood  dyscra- 
sias.  Fatal  hypersensitivity  reactions  and  blood  dyscrasias  re- 
ported with  use  of  sulfonamides.  Consider  periodic  blood  counts, 
hepatic  and  renal  function  tests  during  intermittent  or  chronic 
use. 

PRECAUTIONS:  Succinyisulfathiazole:  Use  with  caution  if  there 
is  history  of  significant  allergies  and/or  asthma.  Continued  use 
requires  supplementary  vitamins  Bj  and  K.  Neomycin:  Watch  for 


your  for 
Cremomycin 
can  provide  relief 


where  today’s  theory  is  tomorrow’s  therapy 


curare-like  neuromuscular  block  during  anesthesia  if  neomycin 
is  used  preoperatively  in  large  doses  when  renal  function  is 
poor;  watch  for  overgrowth  of  nonsusceptible  organisms.  Con- 
sider possibility  of  ototoxicity  and  nephrotoxicity  with  prolonged 
high  dosage. 


promptly  relieves  diarrheal  distress 

Crempmyciir 


Composition;  Each  30  cc.  contains  neomycin  sulfate  300  mg. 
(equivalent  to  210  mg.  of  neomycin  base),  succinylsulfathiazol© 
3.0  Gm.,  colloidal  kaolin  3.0  Gm.,  pectin  0.27  Gm. 


©MERCK  SHAiP&DOHiiE 


Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 


SIDE  EFFECTS:  As  with  all  sulfonamides:  Headache,  malaise,  an- 
orexia, G.l.  symptoms,  hepatitis,  pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  rash,  conjunctiva!  and  scleral  injection, 
petechiae,  purpura,  hematuria,  and  crystalluria  have  been  noted. 
Reduced  fecal  output  of  thiamine  and  decreased  synthesis  of 
vitamin  K have  been  reported.  Neomycin:  Nausea,  loose  stools. 


Before  prescribing  or  administering,  read  package  circular  with 
product  or  available  on  request. 


CONSIDER 


DEXAMYr 


FIRST 


brand  of  dextroamphetamine  sulfate  and  amobarbital 


Often  within  the  hour,  ‘Dexamyl’  works 
to  help  dispel  such  symptomsas  apathy, 
pessimism,  loss  of  interest  and  initia- 
tive, and  lack  of  ability  to  concentrate. 


Formulas:  Each  'Dexamyl'  Spansule®  capsule  (brand  of  sustained  release  capsule)  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  [Warning,  may  be  habit  forming].  Each  'Dexamyl'  Spansule  capsule 
No.  2 contains  15  mg.  of  Dexedrine  (brand  of  dextroamphetamine  sulfate)  and  IV2  gr.  of 
amobarbital  [Warning,  may  be  habit  forming]. 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be 
familiar  with  the  complete  prescribing  information  in  SK&F  literature  or  PDR. 

Precautions:  Use  with  caution  in  patients  hypersensitive  to  sympathomimetics  or  barbiturates 
and  in  coronary  or  cardiovascular  disease  or  severe  hypertension.  Do  not  use  in  patients 
taking  MAO  inhibitors.  Excessive  use  of  the  amphetamines  by  unstable  individuals  may 
result  in  a psychological  dependence;  in  these  instances,  withdraw  the  medication.  Use 
cautiously  in  pregnant  patients,  especially  in  the  first  trimester.  Side  effects:  Insomnia,  excita- 
bility and  increased  motor  activity  are  infrequent  and  ordinarily  mild. 
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Use  this  statistic  to  help  convince  your  patients  to  stop  smoking. 


Presentation  of  a famiiiar  point  of  reference  giving  some 
indication  of  the  amount  of  tar  in  cigarette  smoke  could 
help  influence  your  cigarette  smoking  patients  to  quit. 
Let  Tar  Gard  help,  in  an  independent  study  by  Curtis  and 
Tompkins,  Analytical  Chemists,  San  Francisco,  it  was 
estimated  that  over  a 365  day  period,  using  twenty  filter 
cigarettes  a day  as  a base,  the  average  amount  of  tar 
trapped  in  the  unique*  Tar  Gard  filter  holder  was  0.29 
lb.,  more  than  the  weight  of  four  packs  of  cigarettes.** 
Use  this  statistic  to  give  your  patients  a more  concrete 
grasp  of  the  amount  of  tar  in  cigarette  smoke. 

Support  with  visual  demonstration.  Combine  reference 
to  thisstatistic  with  a visual  demonstration  in  your  office. 
Show  tar  actually  being  isolated  from  cigarette  smoke. 


^Technically,  Tar  Gard  is  not  a filter.  It  is  a patented  tar 
trapping  device  based  on  the  principle  of  the  Venturi  tube, 
such  as  is  employed  in  the  bedside  respirator  used  in  critical 
respiratory  management,  the  vaporizer  and  the  aspirator.  In 
Tar  Gard,  as  cigarette  smoke  is  drawn  into  the  mouthpiece, 
the  pressure  energy  of  the  tar-filled  smoke  is  accelerated  (to 
approximately  200  mph)  and  then  stopped  abruptly  by  an 
impingement  barrier,  where  tars  are  trapped. 


**36  sealed  packs  of  a leading  filter  cigarette  were  weighed 
and  divided  by  9 to  give  an  average  four  pack  weight  of  .23  lb. 


All  you  have  to  do  is  have  a patient  smoke  four  cigarettes 
through  the  Tar  Gard  Demonstration  Unit.  When  he  sees 
the  amount  of  tar  trapped  in  the  transparent  mouthpiece 
chamber  and  realizes  that  normally  this  would  stay  in 
the  mainstream  of  the  smoke  — the  smoke  he  inhales  — 
this,  related  to  the  number  of  cigarettes  he  has  smoked 
over  a 365  day  period  couid  prove  to  be  the  most  dra- 
matic visual  proof  of  the  health  hazards  of  smoking  you 
could  show  him  . . . enough  to  force  him  to  draw  his  own 
conclusions  as  to  whether  the  smoking  habit  is  worth 
the  price  he  might  have  to  pay...  enough  to  convince 
him  to  quit. 

Complete  and  mail  coupon  for  your  free  Tar  Gard 
Demonstration  Unit. 


Tar  Gard  Company,  2 Pine  Street,  San  Francisco,  Calif.  94111 

□ Please  send  me  free  professional  Tar  Gard  demonstration 
unit. 

□ Please  send  me doz.  regular  Tar  Gard  retail  units  at 

special  professional  price  of  $10.00  per  V2  doz.;  minimum 
order.  {$1.67  each  — usually  retails  at  $2.95.) 

□ Check  enclosed.  □ Please  bill  me. 

Name 

Type  of  Practice 

Address 

City State Zip 


morning 


one  in 


Now 

b.i.d.  convenience 

plus 

even  greater  patient  savings 
over  q.i.d.  tetracycline  therapy 

/ plus  all  the  advantages  of  \ 
yetracycline  phosphate  complexy 


newTetrex  bidOVPS* 

(tetracycline  phosphate  complex) 


Maximum  patient  savings.  New 

^CAPS  now  enable  you  to  pre- 
scribe tetracyclinein  an  even  more 
economical,  more  convenient 
form.  Your  patient’s  prescription 
dollar  gets  maximum  value:  a 
daily_^CAPSdose  is  priced  lower 
than  any  other  leading  brand  of 
tetracycline— b.i.d.  or  q.i.d. 

Well  tolerated.  Tetrex  (tetracy- 
cline phosphate  complex)  is  well 
tolerated.  Gastrointestinal  side 
effects  are  few;  photodynamic 
reactions  are  extremely  rare. 


More  of  the  active  antibiotic  in 
the  blood.  The  basic  tetracycline 
in  Tetrex  (tetracycline  phosphate 
complex)  is  less  bound  to  serum 
protein  than  is  demethylchlortet- 
racycline.^  Result:  Tetrex  (tetracy- 
cline phosphate  complex)  pro- 
vides a higher  percentage  of 
active  antibiotic  in  the  blood. 

Available  in  bottles  of  16  and  50. 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  infor- 
motion  consult  Official  Package  Circular.  Indications: 
Infections  of  respiratory,  gostrointesfinol  and  genito- 
urinary tracts  and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms.  Con/roinc/icotions;  The  drug 
is  contraindicated  In  individuals  hypersensitive  to  tetra- 
cycline. Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sun- 
light should  be  avoided  during  therapy.  Stop  treatment 
if  skin  discomfort  occurs.  With  renal  impairment,  sys- 
temic accumulation  and  hepatotoxicity  may  occur.  In 
this  situation,  lower  doses  should  be  used.  Tooth  stain- 
ing and  enamel  hypoplasia  may  be  induced  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions;  Mycotic  or  bac- 
terial superinfection  may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions:  Glossitis,  stomotitls,  nausea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis,  dermatitis  and  allergic  reac- 
tions may  occur.  Usual  Adult  Dose.-  500  mg.  b.i.d. 
Continue  therapy  for  10  days  in  beta-hemolytic  strep- 
tococcal infections.  Administer  one  hour  before  or  two 
hours  after  meals. 

Reference:  1.  Roberts,  C.  E.,  Jr.;  Perry,  D.  M.;  Kuharic, 
H,  A.,  and  Kirby,  W.  M.  M.:  A.  M.  A.  Arch.  Int.  Med. 
107:204  (Feb.)  1961. 


BRISTOL 


*Each  bidCAP  contains:  Tetrex  (tetracycline  phosphate  complex  equivalent  to  500  mg.  tetracycline  HCI  activity). 


for  all  you  cold  sufferers  who’ve  been  looking  for  a cure-all 

They  can’t  cure  a cold.  We  can’t  cure  a cold.  You  can’t  cure  a cold.  But  what  you  can  do  is  relieve  the  symptoms, 
making  the  patient  comfortable  and  the  cold  bearable. 

The  patient  suffering  from  head  cold  congestion,  for  instance,  should  breathe  easier  when  you  prescribe 
Novahistine  LP. 

Novahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physi- 
ologic mechanisms  which  prevent  infection  of  the  respiratory  tract.  Two  tablets  in  the  morning  and  two  in  the  evening 
will  provide  around-the-clock  relief  by  helping  to  keep  congested  air  passages  clear,  thus  enabling  your  cold  patient 
to  enjoy  normal  and  free  breathing. 

Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention.  Tell 
patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenyle- 
phrine hydrochloride,  25  mg.,  and  chlorpheniramine 
maleate,  4 mg. 


PITMAN-MOORE 

Division  of  The  Dow  Chemical  Company,  Indianapolis,  U.S.A. 


For  relief  of  nasal  congestion. 


Norinji^^, 

(norethindrone  2 mg.  c mestranol  0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus^-i^  and  an  acceleration 
of  endometrial  changes.i-3.7-i6  with 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


I 


;l 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 
An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  1 ntermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE;  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration : One  Norinyl 
tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187*664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goidzieher,  J.  W,:  Med  Clin  N Amer 
48:529  (Mar.)  1964  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15.  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5-  Hammond,  D.  0.:  Ibtd.  6.  Rice-Wray,  E., 
Goidzieher,  J.  W.,  and  Aranda • Resell,  A,;  Fertil  Stenl 
14:402  (Jul.-Aug.)  1963-  7.  Goidzieher,  J.  W.,  Moses, 
L.  E,,  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964  9.  Tyler,  E.  T.; 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W.,  Mar- 
tinez-M ana  utou,  J.,  and  Maqueo-Topete,  M.:  Fertil  Stenl 
16:158  (Mar. -Apr.)  1965  11-  Flowers,  C.  E.,  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goidzieher.  J. 
W.i  AppI  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E,,  Jr.:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt,  R.  I.:  AppI  Ther 
6:427  (May)  1964.  16.  Newland,  D.  0.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 


norethindrone— 313  original  steroid  from 

SYNTEXS 
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for  multiple  contraceptive  action 


The  synthesis  of  cortisone  was 
accomplished  by  Merck  Sharp  & 
Dohme  in  1948— the  famous  “Com- 
pound E”  used  by  Dr.  Philip  Hench 
in  his  historic  experiment  at  the 
Mayo  Clinic. 

But  proud  as  we  are  of  our  role  in 
the  development  of  cortisone  and 
subsequent  corticosteroids,  we 
have  continued  to  seek  a greater 
understanding  of  arthritic  disorders 


and  new  drugs  for  their  treatment. 

One  such  drug  — INDOCIN”  (indo- 
methacin),  a nonsteroid,  anti- 
inflammatory agent  fundamentally 
different  in  structure  and  activity 
from  other  drugs  in  use  — was  re- 
cently made  available  for  the  treat- 
ment of  arthritic  conditions.  It 
opens  new  possibilities  for  the  long- 
term management  of  arthritis  and 
inflammatory  disease. 


@ MERCK  SHARP  & DOHME  I where  today’s  theory  is  tomorrow’s  therapy 

Division  of  Merc^<iCo. INC. West  Pent.  Pa.  | 
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INDOCIN 

INDOMETHACIN 


Indications:  Chronic  and  acute  rheumatoid  arthritis, 
rheumatoid  (ankylosing)  spondylitis,  degenerative 
joint  disease  (osteoarthritis)  of  the  hip,  and  gout. 
Contraindications:  Active  peptic  ulcer,  gastritis, 
regional  enteritis,  or  ulcerative  colitis.  Safety  in 
pregnancy  has  not  been  established.  Not  recom- 
mended for  pediatric  age  groups. 

Warning:  Patients  who  experience  dizziness,  light- 
headedness, or  feelings  of  detachment  on 
INDOCIN  should  be  cautioned  against  operating 
motor  vehicles,  machinery,  climbing  ladders,  etc. 
Use  cautiously  in  patients  with  psychiatric  dis- 
turbances, epilepsy,  or  parkinsonism. 

Precautions  and  Adverse  Reactions:  Most  com- 
monly, headache,  dizziness,  lightheadedness,  G.l. 
disturbances.  The  C.N.S.  effects  are  often  tran- 
sient and  frequently  disappear  with  continued 
treatment  or  reduced  dosage.  The  severity  of  these 
effects  may  occasionally  require  cessation  of 
therapy.  G.l.  effects  may  be  minimized  by  giving 
the  drug  with  food  or  with  antacids  or  immedi- 
ately after  meals.  Ulceration  of  the  stomach,  duo- 
denum, or  small  intestine  has  been  reported  and, 
in  a few  instances,  severe  bleeding  with  perfora- 
tion and  death.  Gastrointestinal  bleeding  with  no 
obvious  ulcer  formation  has  also  been  noted; 
INDOCIN  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  G.l.  bleeding,  some  patients 
may  manifest  anemia,  and  for  this  reason  periodic 
hemoglobin  determinations  are  recommended. 
Rare  reports  of  effects  not  definitely  known  to 
be  attributable  to  INDOCIN  include  bleeding  from 
the  sigmoid  colon  (either  from  a diverticulum  or 
without  a known  previous  pathologic  condition), 
perforation  of  preexisting  sigmoid  lesions  (di- 
verticulum, carcinoma),  and  hematuria.  In  other 
rare  cases,  a diagnosis  of  gastritis  has  been  made 
while  the  drug  was  being  given.  One  patient  de- 
veloped ulcerative  colitis,  and  another,  regional 
ileitis,  while  receiving  INDOCIN;  when  the  drug 
was  given  to  patients  with  preexisting  ulcerative 
colitis,  there  was  an  increase  in  abdominal  pain. 
Infrequently  observed  side  effects  may  include 
drowsiness,  tinnitus,  mental  confusion,  depression 
and  other  psychic  disturbances,  blurred  vision, 
stomatitis,  pruritus,  edema,  and  hypersensitivity 
reactions.  Slight  BUN  elevation,  usually  transient, 
has  been  seen  in  some  patients,  although  the  pre- 
ponderance of  evidence  indicates  that  INDOCIN 
does  not  adversely  affect  renal  function,  even  in 
patients  with  preexisting  renal  disease.  Neverthe- 
less, renal  function  should  be  checked  periodically 
in  patients  on  long-term  therapy.  Leukopenia  has 
been  seen  in  a few  patients.  Transient  elevations  in 
alkaline  phosphatase,  cephalin-cholesterol  floccu- 
lation, and  thymol  turbidity  tests  have  been  ob- 
served in  some  patients  and,  rarely,  elevations  of 
SGOT  values;  the  relationship  of  these  changes  to 
the  drug,  if  any,  has  not  been  established.  As  with 
any  new  drug,  patients  should  be  followed  carefully 
to  detect  unusual  man  ifestations  of  drug  sensitivity. 
Before  prescribing  or  administering,  read  prod- 

uct circular  with  package  or  available  on  request 


To  the  Editor: 

In  my  opinion,  no  MD  can  give  a patient  a thor- 
ough physical  examination  M'ithout  at  least  mention- 
ing glaucoma  and  without  either  testing  for  it,  him- 
self, or  referring  the  patient  to  an  ophthalmologist 
who  will  perform  the  test,  especially  in  the  case  of 
patients  who  are  approaching  middle  age  or  older. 

More  than  three  million  people  in  America  are 
blind  today,  many  of  them,  1,375,000  over  40,  be- 
cause of  glaucoma,  and  others  are  getting  the  disease 
but  without  knowing  it.  The  only  way  I can  envision 
to  prevent  this  from  becoming  a blind  nation  is  to 
enlist  the  support  of  every  Doctor,  every  one. 

No  one  man  can  be  all  things  to  all  men,  but  the 
Surgeon  General  of  the  Air  Force — called  the  man 
with  a million  patients.  Just  before  he  retired  one 
of  his  main  rules  was  every  man  in  the  Air  Force 
report  for  a glaucoma  check-up  every  six  months.  I 
fear  that  some  dislike  making  the  test,  or  for  some 
reason  won't  refer  a patient  to  another  doctor  for 
the  test.  It  would  seem  to  me  as  a layman  to  your 
profession  that  any  general  practitioner  or  surgeon 
or  doctor  practicing  internal  medicine,  or  any  mem- 
ber of  the  many  specialties,  would  profit  from  recip- 
rocal referrals  if  he  would  refer  patients  40  years  old 
or  older  to  an  ophthalmologist  for  these  tests.  This 
would  reduce  the  number  of  potential  blind  persons 
tremendously,  before  their  incipient  glaucoma  has 
become  too  serious  and  beyond  professional  help. 

Glaucoma  is  truly  called  a “thief  in  the  night”  be- 
cause it  gives  no  warning,  no  pain,  no  inconvenience 
until  suddenly  one  day  you  realize  that  something 
serious  is  wrong  with  one  or  both  eyes.  Then,  even 
with  the  most  expert  care  and  medication  and  even 
surgery,  it  is  frequently  too  late  and  sight  is  mostly 
if  not  entirely  gone. 

I realize  it  is  no  longer  true  of  a majority  of  your 
profession,  but  I have  discussed  this  with  many  doc- 
tors of  my  acquaintance,  and  at  least  25  of  them 
have  admitted  never  discussing  glaucoma  with  their 
patients. 

Sincerely  yours, 

Harry  E.  Huffman* 


* Recently  elected  to  the  Board  of  Directors  of  the  Colorado 
Society  for  the  Prevention  of  Blindness. 
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You  can  have  a system  “tailored”  to  your  needs 
— using  standard  HP  Sanborn  monitoring  mod- 
ules — whether  it  involves  a few  conditions  for 
a few  patients  ...  or  many  patient  conditions, 
eight  or  more  beds,  and  complete  central  station 
aJarm/display/recording  facilities.  Start  with 
780-series  modules  for  monitoring  the  ECG  and 
heart  rate,  for  example  (shown  above),  and  as 
needs  and  budget  enlarge,  add  “780”  modules 
to  monitor  more  functions,  more  patients  or 
both.  (Illustration  below  shows  the  addition  of 
temperature,  respiration  rate,  systolic  and  di- 
astolic pressure  monitoring  functions,  plus  pace- 
maker, to  the  original  two  functions.)  System 
suitability,  economy,  future  functional  and  loca- 
tion adaptability,  and  rapid  staff  training  are  the 
continuing  benefits  of  modular  “780”  systems. 


able  to  free  space  around  beds,  or  two  styles  of 
“780”  carts  give  complete  instrumentation  mo- 
bility. For  Central  Station  use,  a wide  choice  of 
units  is  available  for  visual  display,  audible 
alarm,  signal  switching,  graphic  and  tape  re- 
cording. 

When  complete  cardiac  function  monitoring  is 
needed,  with  automatic  ECG  recording  at  se- 
lected intervals  or  on  distress,  the  780B  Viso- 
Monitor  provides  it  in  a single  bedside  unit. 
Indicators  display  heart  rate,  QRS  event,  brady- 
cardia, tachycardia,  pulse  loss  and  arrest;  in- 
ternal/external  pacemaker  is  built  in.  Com- 
panion unit  supplies  visual  display  and  audible 
alarm  of  all  conditions  monitored  by  the  Viso- 
Monitor. 


Specific  capabilities  of  these  units,  in  addition  to 
those  mentioned,  include  venous  pressure  mon- 
itoring . . . intemal/external  DC  defibrillation 
. . . and  continuous  ECG  recording  on  endless 
loop  magnetic  tape  units,  with  automatic  read- 
out on  alarm  of  data  immediately  preceding  dis- 
tress condition.  Wall  Mount  Brackets  are  avail- 
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HP/Sanborn  field  offices  can  give  you  valuable 
help  in  system  planning,  installation  and  staff 
training  — and  provide  continuing,  local  service. 
For  details,  send  the  coupon  to  Hewlett-Packard 
Company,  Sanborn  Division,  Waltham,  Mass. 
02154.  In  Europe,  H.P.S.A.,  54  Route  des 
Acacias,  Geneva. 

HEWLETT  » 

PACKARD  M SANBORN 
mt  DIVISION 

Meas^^rmg  for  Medicine  and  she  Life  Sciences  0-740 


Send  detailed  data  on  Sanborn  780  Series  Patient  Monitoring  Systems  to: 


(name) 


(hospital) 


(address) 


(city) 


(state) 


(zip  code) 


Englewood  Hewlett-Packard,  Neely  Sales  Division,  Denver  Technological  Ctr., 
7965  East  Prentice,  (303)  755-1233,  Englewood,  Colorado  80110 
Salt  Lake  City  Hewlett-Packard  Neely  Sales  Div.,  1482  Major  Street,  (801)  486-8166 

Salt  Lake  City,  Utah  84115 


i 
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SaUIBB  NOTES  ON  THERAPY 


Behind  continued  high  blood  pressure  readings 
lies  the  possibilitg  of  organic  damage 


Many  of  the  aspects  of  essential  hypertension  are 
unpredictable—either  because  there  are  a number 
of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanisms^ 

There  is  one  aspect  of  hypertension,  however,  that 
seems,  in  many  cases,  predictable.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
the  syndrome  with  resulting  vascular  damage  through- 
out the  body. ”14  All  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs:  the 
heart,  the  kidney,  the  brain. 


‘‘Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity.”^ 

‘‘[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies. 

‘‘.  . . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage. ”i 
“In  short,  treatment  is  indicated. 

Antihypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels. ^ 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started. i4 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  early  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 
Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypertensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy, 15-17  since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 

References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs  in  the 
Treatment  of  Hypertension,  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.;  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  95.  2.  Hollander,  W.;  The  Evaluation  of  Antihypertensive  Therapy 
of  Essential  Hypertension  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.;  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  97.  3.  Nickerson,  M.;  Antihypertensive  Agents  and  the  Drug  Therapy 
of  Hypertension,  in  Goodman,  L.  S.,  and  Gilman,  A.;  The  Pharmacological 
Basis  of  Therapeutics,  ed.  3,  New  York,  The  Macmillan  Co.,  1965,  p.  727. 
4.  Berkson,  D.  M.:  Indust.  Med.  & Surg.  32:371,  1963.  5.  Cohen,  B.  M.: 
M.  Times  91:645,  1963.  6.  Lee,  R.  E..  et  al.:  Am.  1.  Cardiol.  11:738,  1963. 
7.  Moyer,  J.  H.:  Am.  J.  Cardiol.  9:821,  1962.  8.  Moser,  M.:  New  York  J. 
Med.  62:1177,  1962.  9.  Wood,  J.  E.,  and  Battey,  L.  L.:  Am.  J.  Cardiol.  9:675, 
1962.  10.  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol.  9:920,  1962.  11. 
Moser,  M.,  and  Macaulay,  A.  I.:  New  York  State  J.  Med.  60:2679,  1960. 
12.  Judson,  W.  E.:  Nebraska  M.  J.  44:305,  1959.  13.  Hodge,  J.  V.;  McQueen, 
E.  G.,  and  Smirk,  H.:  Brit.  M.  J.  1:5218,  1961.  14.  Moyer,  J.  H.,  and  Brest, 
A.  N.:  Hypertension  Recent  Advances,  Philadelphia,  Lea  & Febiger,  1961, 
p.  633.  15.  Berry,  R.  L.,  and  Bray,  H.  P.:  J.  Am.  Geriatrics  Soc.  10:516, 
1962.  16.  Reid,  W.  J.:  J.  Am.  Geriatrics  Soc.  13:365,  1965.  17.  Feldman, 
L.  H.:  North  Carolina  M.  J.  23:248,  1962. 

Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plementally.  Stop  medication  if  abdominal  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents,  vera- 
trum  or  hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
surgery  is  possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
tions may  cause  reversible  extrapyramidal  symptoms  and  emotional  depres- 
sion, diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendroflumethia- 
zide may  cause  increases  in  serum  uric  acid,  unmask  diabetes,  increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  - capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg.  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  information,  see  Product  Brief. 


R AUTR  AX-  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 


Squibb 


The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 


% 

must  penicillin 
be  a bitter  pill 
to  swallow? 

not  if  it  is 
V-Cillin  K.  I 


V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the  taste 
buds),  the  coating  dissolves  and  the  penicillin 
is  ready  for  immediate  absorption  into  the 
bloodstream.  The  patient  still  gets  all  the  spe- 
cial benefits  of  V-Cillin  K,  including  consistent 
dependability  . . . even  in  the  presence  of  food. 
Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  streptococcus,  pneumococcus,  and  gono- 
coccus infections  and  infections  caused  by  sensitive 
strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sensi- 
tivity reactions  are  much  less  common  after  oral  than 
after  parenteral  administration,  V-Cillin  K should  not 
be  administered  to  patients  with  a history  of  allergy 


to  penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during  treat- 
ment is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful, 
in  40,  80,  and  150-cc.-size  packages. 


V-Cillin  K 


® Six-Second 
Barrier  to 
Bitterness 


Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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E D I'T  O R i-A  L S 


Where  Have  All 
The  Young  Men  Gone?* 


± HE  TITLE  OF  THIS  editorial  comes  from  a pop- 
ular Folk  Song  of  the  protest  variety  that  has  been 
currently  popular  on  many  radio  disc  jockey  pro- 
grams. Apart  from  any  current  political  sig- 
nificance it  may 
have  regarding 
our  foreign  pol- 
icy, it  strikes  a 
deep  chord  of 
concern  to  me.  This  is  a concern  I have  for  the 
future  of  medicine  in  our  society  today. 

I am  speaking  from  a rather  shaky  rostrum 
for  I am  in  my  mid-thirties  and  have  been  in  the 
private  practice  of  medicine  for  not  quite  five 
years.  I am  short  of  experience  and  long  on  con- 
cern. However,  I feel  compelled  to  state  this 
feeling,  to  make  some  wild  suggestions,  to  chide 
my  contemporaries,  and  to  give  thanks  to  the 
preceding  generation  of  physicians  who  are  giv- 
ing of  their  time  and  energies  in  my  behalf. 

Over  the  past  several  years,  it  has  been  obvious 
at  our  meetings  of  state  and  county  medical  soci- 
eties, that  90  per  cent  of  the  attendance  is  com- 
posed of  men  a generation  removed  from  mine. 
Why  should  this  be?  I know  scores  of  young 
practitioners  like  myself  and  see  them  daily,  but 
not  at  any  functions  of  organized  medicine. 

What  do  I mean,  and  whom  do  I mean,  when 
referring  to  organized  medicine?  I mean  those 
men  who  compose  the  endless  committees  which 
meet  at  night,  instead  of  resting  at  home  with 
their  families.  Those  committees  which  meet  on 
Saturday  afternoon  instead  of  attending  the  local 
football  game  or  round  of  golf!  I mean  those  men 
who  devote  a portion  of  their  time  doing  some- 
thing about  the  course  of  medicine  within  a hos- 
pital, within  a city,  within  our  state  and  country, 
and  spend  less  time  with  empty  complaining  about 
their  dissatisfaction  with  the  current  course  of 
policy. 

Where  have  all  the  young  men  gone?  All  too 
often,  they  are  complaining  about  the  way  things 
are  now  or — worse  yet — they  don’t  care.  And 

* This  contributed  editorial  discusses  an  excellent  point.  An 
alternate  title  might  be  “What  Has  Become  of  the  Good  Old 
Days?” — Ed. 


yet,  who  has  more  at  stake  in  medicine’s  future 
than  our  generation?  No  one  has  more  to  gain 
or  lose  than  we  do,  and  we  are  doing  the  least 
about  it. 

Whose  fault  is  it?  I would  be  wrong  to  lay  the 
mantle  of  blame  on  any  specific  shoulders.  I 
would  rather  lay  it  at  the  doorstep  of  tradition 
and  default.  From  the  beginning,  when  we  enter 
medical  school,  the  “pecking  order’’  is  firmly  en- 
trenched in  our  minds.  Those  who  have  survived 
the  longest  are  at  the  head,  and  ours  is  not  to 
question  their  decisions.  This  is  all  to  the  good, 
to  a point.  Experience  and  judgment  are  only  to 
be  gained  through  time  and  work — it  cannot  be 
conferred  in  a moment  or  by  the  granting  of  a 
degree. 

This  brings  us  to  the  crux  of  this  rambling  dis- 
cussion. How  can  this  problem  of  the  separation 
of  generations  in  organized  medicine  be  remedied? 

More  and  more,  medicine  today  is  faced  with 
challenge  and  innovation  from  every  conceivable 
government  agency,  by  insurance  companies,  and 
by  other  professions.  I believe  it  is  important  to 
meet  these  challenges  with  innovations  and  open 
thinking  of  our  own.  This  can  only  be  done  by 
having  medicine’s  “Establishment’’  built  on  the 
broadest  base  possible.  Include  the  non-conform- 
ist, include  all  age  groups  and  lines  of  thought, 
and  we  can’t  help  increase  our  effectiveness  with 
all  whom  we  meet.  We  must  shed  the  aura  of  a 
“closed  union”  with  equally  “closed  minds.”  We 
have  to  meet  change  openly,  examine  it  as  a re- 
searcher does  in  his  laboratory;  keep  the  good, 
discard  the  bad,  and  pray  that  we  can  discern 
the  difference.  We  must  help  control  the  changes 
that  are  occurring  by  meeting  with,  and  calmly 
trying  to  educate,  those  who  base  their  urge  for 
change  on  half  understanding  and  half  truths. 

Finally,  how  can  this  be  achieved?  We  must 
have  an  active  training  program  for  the  young 
physician.  We  must  seek  him  out,  open  the  door, 
accept  him  as  a novice  with  many  ideas — some 
good,  some  bad,  but  give  him  an  opportunity  to 
express  them  constructively.  Above  all,  give  him 
the  opportunity  to  learn  how  to  be  effective  in 
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organized  medicine  and  how  to  make  organized 
medicine  more  effective.  Perhaps  each  component 
medical  society  needs  a “junior  organization” 
within  it.  A junior  duplicate  to  each  committee 
chairman,  one  to  the  state  organization,  and  one 
to  the  AMA  committees.  Give  him  a training 
ground  now.  Teach  him  from  your  experience. 
Give  him  the  tools  and  knowledge  necessary  to 
make  his  views  felt  when  the  opportunity  pre- 
sents itself. 

Give  him  the  tools  and  experience  while  he  is 
yet  young,  so  he  may  more  effectively  represent 
medicine  while  he  still  has  a vital  interest  in  his 
and  our  collective  futures! 

CHARLES  A.  DAFOE,  MD 
Denver 


T. 


Community  Health 
Week 


HE  Board  of  Trustees  of  the  AMA  has  of- 
ficially designated  the  week  of  October  16-22  as 
Community  Health  Week — 1966  and  established 
the  corresponding  week  for  the  observance  of 
Community  Health  Week  in  future  years.  We  urge 

all  state  and 
county  medical 
societies  to  de- 
velop appropri- 
ate programs 
marking  this  fourth  annual  observance  of  Com- 
munity Health  Week  and  to  encourage  other  mem- 
bers of  the  community  health  team  to  join  with 
them  in  planning  and  carrying  out  activities. 

Community  Health  Week  is  a time  for  all  local 
members  of  health  professions  and  health  organi- 
zations— public,  private  and  voluntary — to  con- 
duct communitywide  activities  emphasizing  the 
continuing  theme  of  the  observance — “Teaming 
Up  for  Better  Health.”  Primary  objectives  of  this 
nationwide  observance  are  to  stimulate  greater 
public  awareness  and  appreciation  of  the  wealth 
of  health  facilities  and  services  which  are  avail- 
able at  the  community  level  and  to  stress  the 
health  progress  and  medical  advances  which  have 
been  made  locally  through  the  united  efforts  of  all 
members  of  the  community  health  team. 


0 UR  editorial  eye  was  taken  by  some  para- 
graphs in  the  Staff  News  Letter  for  May  from 
Denver’s  Children’s  Hospital.  They  comprised  a 
portion  of  the  report  of  the  President  of  the  Med- 
ical Staff,  Dr. 
Alvin  P.  Miller: 


Manners,  Good  and  Bad  week  I had 

the  pleasure  of 
hearing  one  of 
our  elder  statesmen  of  Pediatrics  talking  to  some  of 
our  residents.  Much  to  my  surprise,  he  was  not 
discussing  a medical  problem  of  a patient,  but  was 
discoursing  at  length  on  the  Art  of  Medicine.  The 
part  that  caught  my  attention  had  to  do  with  what 
he  called  one  of  the  sins  of  Medicine,  namely  bad 
manners.  In  a way,  he  pointed  out,  bad  manners  are 
a reflection  of  a deteriorating  society  in  which  author- 
ity and  discipline  no  longer  have  the  force  of  past 
decades.  The  point  he  was  making  was  that  man- 
ners are  the  mark  of  the  good  physician  and  that 
good  manners  are  simply  a matter  of  mutual  respect. 
Toward  patients  he  advocated  regard  for  their  sen- 
sibilities and  privacy.  Toward  nurses  he  suggested 
remembering  that  they  are  the  creators  of  many  of 
the  graces  of  the  medical  way  of  life  and  at  times, 
when  we  least  expect,  the  quiet  conscience  of  med- 
icine. Toward  medical  colleagues  his  watchwords 
were  courtesy,  charity,  and  understanding. 

As  I reflected  on  these  words  of  wisdom  and  the 
question  of  manners,  I could  find  no  better  advice 
than  that  which  Professor  Higgins  gave  to  Eliza  in 
Shaw’s  play,  Pygmalion: 


“The  great  secret,  Eliza,  is  not  having  bad  manners 
or  good  manners  or  any  other  particular  sort  of 
manner,  but  having  the  same  manners  for  all 
human  souls:  in  short,  behaving  as  if  you  were 
in  Heaven,  where  there  are  no  third  class  car- 
riages, and  one  soul  is  as  good  as  another.” 


Well  said.  Dr.  Miller!  Never  has  this  message 
been  more  appropriate  than  now.  We  are  beset 
by  indifference,  inconsideration,  and  thoughtless- 
ness wherever  services  are  dispensed.  And  no- 
where are  these  traits — perhaps  a by-product  of 
the  lush  Great  Society  with  the  won’t-work  atti- 
tude of  many  of  its  votaries — more  inappropriate 
than  in  dealing  with  the  sick  and  injured.  We  hope 
that  all  of  our  colleagues,  as  well  as  the  ancillary 
helpers,  will  take  your  message  to  heart! 
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-ANY  OF  US  PHYSICIANS  have  strong  emotional 
resentments  at  the  paper  work  and  other  impedi- 
menta of  the  Medicare  program  with  which  we  are 
faced.  I speak,  however,  not  to  join  in  useless 
complaint  or  vituperation  (except  privately),  but 

to  call  attention 

Confused  Patient  Meets  to  what  I see  is  a 
Resentful  Doctor—  great  danger  in 

Bureaucracy  Wins  Again  the  present  situ- 

ation. 

We  are  resentful  and  annoyed  by  the  details  in- 
volved, yet  we  are  experienced  with  years  of  in- 
surance forms  and  have  an  office  staff.  Our  elderly 
patients  are  confused  and  can  easily  become  re- 
sentful. It  is  a psychologic  quirk  that  we  project 
and  express  our  resentment  toward  the  closest  con- 
tact with  the  system. 

My  fear  is  that  mutual  bitterness  at  this  compli- 
cated and  poorly  understood  system  will  cause 
physicians  and  their  elderly  patients  to  enter  a 
period  of  negative  relationship  which  will  bring  a 
new  low  in  the  public  relations  of  the  medical 
profession. 

We  have  grieved  at  the  loss  of  the  physician 
image  and  the  “sacred  doctor-patient  relation- 
ship.” If  by  “non-participation”  and  other  attitudes 
we  establish  belligerence  on  the  part  of  the  be- 
wildered patient  who  turns  to  us  for  help  in  this 
tangled  life  we  will  do  great  wrong.  The  image 
which  has  been  lost  is  that  of  a friend  in  time  of 
need.  The  elderly  patient,  confused  by  bureau- 
cratic red  tape,  who  turns  to  us  for  help  and  re- 
ceives a brusque  rejection  will  feel,  resent,  and  re- 
member that  he  was  rejected  by  his  physician.  The 
bureaucracy  is  too  distant. 

I feel,  therefore,  if  we  are  to  maintain  the  con- 
fidence of  our  elderly  patients  as  a friend,  we  must 
— distasteful  as  it  is  for  us  to  accept  the  burden 
handed  to  us — help  them  in  the  technical  details  of 
receiving  their  benefits.  If  we  thrust  them  curtly 
upon  the  social  security  worker,  we  must  not  be 
surprised  if  this  becomes  the  source  of  advice 
when  the  next  bureaucratic  plan  is  up  for  voting. 

We  have  lost  a battle.  In  our  pique,  let  us  not 
lose  the  entire  campaign  for  public  regard  and 
respect! 

CHARLES  T.  FREY.  MD 
Cedaredge,  Colorado 


The  Doctor  Shortage 


J OHNSON  Acts  to  Solve  Critical  Doctor  Short- 
age”— and  so  go  the  headlines.  And  the  short- 
age includes  also  nurses  and  other  health  person- 
nel. The  President  has  appointed  a National  Ad- 
visory Committee  on  Health  Manpower  to  speed 

up  .education  of 
physicians  and  oth- 
er highly  trained 
personnel.  He  di- 
rected the  Cabinet 
to  improve  utilization  of  health  manpower  by  fed- 
eral agencies.  Reasons  for  the  shortage:  impend- 
ing medicare,  expanded  maternal  and  child  care; 
services  to  the  crippled,  retarded,  and  mental  pa- 
tients; health  services  for  migratory  workers;  clin- 
ics for  treatment  of  heart  disease,  cancer  and 
stroke.  Quite  a list,  and  worthy  projects  all.  And, 
of  course,  the  armed  services  will  be  calling  draft- 
eligible  doctors. 

Several  months  ago  in  these  columns  we  asked, 
“Where  are  all  the  doctors  to  come  from?”  It  was 
a good  question  at  that  time  and  it  still  is.  Com- 
ment has  also  been  made  about  the  fact  that  B- 
plus  and  A students  from  the  arts  school  are 
entering  specialties  other  than  medicine.  There 
was  a time  when  14  per  cent  of  the  top  male  stu- 
dents entered  medicine;  it  subsequently  dropped 
to  0.9  of  one  per  cent.  We  are  in  competition 
with  other  specialties,  their  relatively  short  periods 
of  formal  education,  and  high  starting  salaries. 

One  of  our  contentions,  while  declaring  medi- 
care not  best  for  American  people,  has  been  that 
governmental  medicine  is  unattractive  to  students 
who  prefer  to  follow  a profession  where  rewards 
for  individual  incentive,  dedication,  and  hard 
work  will  be  consistently  rewarded.  This  is  pos- 
sible only  in  free  enterprise,  traditionally  the 
American  way — which  has  slipped. 

Again,  we  ask  the  question:  Where  will  all  the 
doctors  and  their  ancillary  helpers  come  from 
now  that  the  profession  has  been  made  unattrac- 
tive to  the  majority  of  leading  students?  Little 
or  nothing  was  said  about  this  proposition  during 
our  fight  to  forestall  medicare.  But  now  the  dream- 
ers are  asking  it  and  the  answer  is  yet  to  be 
found.  It  resides  among  the  many  new  and  as  yet 
unforeseen  questions  facing  those  of  us  still  prac- 
ticing, but  more  especially  our  children  and  grand- 
children! 
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what 
time 
is  it? 

For  the  past 
two  years 
there's  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

ifetime 
to  tine. 


Tuberculin, 
Tine  ^Test 


(Rosenthal) 


Lederle 

Available  in  5’s  and  25's. 
Order  now/ 

from  your  pharmacist 
or  your  Lederle 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

4N.C— 40-16R 
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Percutaneous  pulmonary  biopsy 

Richard  A.  Krebs,  MD  and  Billy  J.  Neal,  MD,  Denver® 


A technic  of  definitive  diagnosis  of 
pulmonary  pathology  is  lucidly  described. 

Biopsy  of  the  pulmonary  parenchyma  is  oc- 
casionally necessary  to  establish  a diagnosis.  This 
has  most  commonly  been  done  as  a surgical  pro- 
cedure under  general  anesthesia  using  the  small 
thoracotomy  incision  described  by  Klassen.^  An 
alternate  method  is  use  of  a biopsy  needle,  such 
as  the  Franklin-Silverman,  to  obtain  specimens  of 
lung  tissue.  In  diffuse  pulmonary  infiltrative  dis- 
ease the  usual  diagnostic  techniques  short  of  bi- 
opsy are  inconclusive  in  35%  to  45%  of  cases.--  ^ 
Other  types  of  pulmonary  disease  as  appreciated 
on  roentgenogram  are  more  accurately  diagnosed, 
but  the  need  for  pathological  material  exists  in 
certain  of  these. 

Case  reports 

Case  1.  A 76-year-old  Negro  man  had  complaints 
of  back  pain,  weakness  and  weight  loss.  He  had  no 
cough  or  hemoptysis,  but  did  have  dyspnea  on  ex- 
ertion. He  appeared  chronically  ill,  but  physical  ex- 
amination was  otherwise  unremarkable.  Chest  film 
revealed  a large  peripheral  mass  (Fig.  1).  Skull 
films,  intravenous  pyelograms,  and  gastroduodenal 
films  were  normal.  Barium  enema  revealed  exten- 
sive pneumatosis  cystoides  intestinalis.  Electrocardio- 
gram, electroencephalogram  and  brain  scan  were 
normal.  Only  abnormalities  of  the  laboratory  data 
were  normocytic,  normochromic  anemia  with  hema- 
tocrit of  33%,  and  urine  culture  positive  for  E.  coli. 
Sputum  culture  was  negative  for  pyogenic  organisms, 
mycobacteria  and  other  fungi.  Percutaneous  pulmo- 
nary biopsy  was  performed  to  establish  a diagnosis. 
A small  tissue  specimen  was  obtained  which  on  cul- 
ture grew  coagulase  negative  staphylococci.  The  pho- 
tomicrographs of  the  specimen  (Fig.  2)  show  two 
areas  of  invasive  carcinoma.  The  pulmonary  mass 
was  considered  a cavitary  carcinoma,  probably  pri- 
mary, with  secondary  staphylococcal  infection. 

Case  2.  A 48-year-old  white  man  entered  the  hos- 
pital with  complaint  of  intermittent  upper  abdominal 
pain  increased  on  deep  inspiration.  Associated  symp- 
toms included  moderate  cough  with  no  hemoptysis, 
and  40-pound  weight  loss.  Physical  examination  re- 

* From  the  Medical  Service.  Denver  General  Hospital. 
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vealed  retraction  of  the  right  hemithorax  with  de- 
creased breath  sounds.  X-ray  of  the  chest  showed 
opacification  of  the  lower  portion  of  the  right  lung 
(Fig.  3).  An  intravenous  pyelogram,  abdominal  films 
and  bone  survey  films  were  all  normal.  Skin  tests  for 
tuberculosis,  histoplasmosis  and  coccidiomycosis  were 
all  negative,  as  were  cultures  for  the  same.  Labora- 
tory data  were  normal  except  for  elevated  leukocyte 
count  of  12,500/cu.mm,  with  normal  differential 
count.  Thoracentesis  was  attempted,  but  no  fluid  was 
obtained.  Bronchoscopy  revealed  edematous  mucosa. 
Sputum  specimens  cultured  for  fungi  were  negative. 
Pulmonary  needle  biopsy  obtained  tissue  showing  a 
“sulfur  granule”  (Fig.  4),  and  diagnosis  of  actino- 
mycosis was  made. 

Case  3.  The  major  problem  of  this  73-year-old 
Chinese  man  was  severe  disability  due  to  cough, 
fever,  and  leg  ulcerations.  Physical  examination  re- 
vealed a cachectic  male  with  bilateral  basilar  rales, 
chronic  venous  insufficiency  and  ulcerations  of  the 
legs.  Chest  films  showed  a widely  disseminated,  bi- 
lateral, nodular  infiltration  (Fig.  5).  X-rays  of  the 
skull,  spine,  upper  and  lower  G.I.  tracts  were  nega- 
tive. Skin  test  for  tuberculosis  was  negative,  as  were 
sputum  cultures  for  pyogenic  organisms,  mycobac- 
teria and  other  fungi.  Routine  laboratory  tests  were 
normal  except  for  urine  cultures  positive  for  E.  coli 
and  acid  phosphatase  of  1 1.6  Bodansky  units.  Tissue 
from  the  percutaneous  needle  biopsy  showed  adeno- 
carcinoma (Fig.  6).  Tissues  from  transurethral  re- 
section of  the  prostate  showed  prostatic  adenocarci- 
noma. 

Case  4.  A 23-year-old  Spanish-American  man  with 
history  of  diabetes  mellitus  was  admitted  to  the  hos- 
pital for  evaluation  because  of  an  abnormal  x-ray 
of  his  chest  (Fig.  7).  On  close  questioning  he  admit- 
ted to  right  upper  back  pain  increased  with  cough. 
Physical  examination  was  normal  except  for  bilateral 
aphakia  secondary  to  previous  cataract  surgery. 
While  in  the  hospital,  he  developed  a cardiac  mur- 
mur at  the  pulmonic  area.  This  murmur  was  holo- 
systolic,  harsh,  and  intensity  varied  from  grade  1 
to  grade  III.  Blood  cultures  were  negative.  Sputum 
obtained  at  bronchoscopy  cultured  coagulase  positive 
staphylococci.  Cultures  were  negative  for  mycobac- 
teria and  other  fungi,  and  skin  tests  were  negative. 
Electrocardiograms  repeatedly  showed  non-specific 
RS-T  and  T wave  changes.  A percutaneous  Vim- 
Silverman  biopsy  of  the  right  lung  showed  an  or- 
ganizing pneumonitis  (Fig.  8).  Diagnosis  of  right- 
sided bacterial  endocarditis  and  pneumonia  due  to 
staphylococci  was  made. 
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Fig.  I.  Chest  x-ray  from  Case  1 showing  large  periph- 
eral mass  in  the  right  hemithorax. 


Fig.  2.  Biopsy  specimen  from  Case  1 showing  area 
of  pleura  with  two  nests  of  tumor  cells. 


Discussion 

Percutaneous  pulmonary  biopsy  was  first  per- 
formed by  Leyden  in  1883  for  the  purpose  of 
proving  that  pneumonia  was  caused  by  parasitic 
cocci. ^ Solitary  lesions  of  the  lung,  and  more  re- 
cently diffuse  pulmonary  lesions,  have  been  ap- 
proached by  the  needle  biopsy  technic.®-  Al- 
though prevailing  opinion  is  that  open  lung  biopsy 
is  more  productive  and  results  in  fewer  complica- 
tions,-- '-  * there  is  an  increasing  interest  in  per- 
cutaneous biopsies.  The  technic,  using  a Franklin- 


Fig.  3.  Chest  x-ray  from  Case  2 showing  nearly  com- 
plete opacification  of  the  right  hemithorax. 


Fig.  4.  Biopsy  specimen  from  Case  2 showing  one  of 
several  areas  in  which  “Sulfur  Granules"  were  found. 


Silverman  needle  is  similar  to  that  used  for  liver 
biopsies. 

The  indications  for  the  use  of  pulmonary  biopsy 
(open  or  closed)  vary,  but  generally  include  in- 
ability to  make  a diagnosis  by  other  methods,  such 
as  roentgenography,  skin  testing,  bacteriology, 
cytology,  bronchoscopy,  bone  marrow  examina- 
tion, scalene  node  biopsy  or  pulmonary  function 
testing.  From  a positive  standpoint,  the  indica- 
tions have  been  the  presence  of  alveolar-capillary 
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Fig.  5.  Chest  x-ray  from  Case  3 showing  bilateral 
nodular  pattern. 


Fig.  6.  Biopsy  specimen  from  Case  3 showing  uni- 
form pattern  of  glandular  type  tumor. 


block, 3 large  lesions  against  the  chest  wall,'^  dif- 
fuse pulmonary  lesions,®’  need  to  confirm  diag- 
nosis in  non-resectable  lesions, substitution  for 
diagnostic  thoracotomy  in  localized  disease,®- 
and  miliary  diseases  of  the  lungd® 

The  contraindications  to  needle  biopsy  include 
uncooperativeness  of  the  patient,  pulmonary  hy- 
pertension, arteriovenous  fistula,  hemorrhagic  di- 
athesis,® massive  hemoptysis,®  uncontrolled  cough,® 


Fig.  7.  Chest  x-ray  from  Case  4 showing  infiltration 
in  the  right  upper  lung  field. 


Fig.  8.  Biopsy  specimen  from  Case  4 showing  area 
of  fibrosis,  infiltrated  by  macrophages  and  inflamma- 
tory cells. 


emphysema  in  area  of  the  lesion,  poorly  deline- 
ated lesions,  and  pneumonectomy  on  the  contra- 
lateral sided- 

In  a recent  series^-  of  648  percutaneous  biop- 
sies done  over  a 21 -year  period  there  was  failure 
to  obtain  a specimen  in  only  three  patients.  Biop- 
sies were  classified  as  diagnostic  in  50%,  non-diag- 
nostic in  42%  and  equivocal  in  8%.  In  this  series 
no  diagnostic  biopsies  were  obtained  when  the 
lesion  was  under  2 cm.  in  diameter.  When  needle 
biopsy  is  used  only  for  diffuse  lesions®  a diagnostic 
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biopsy  may  be  obtained  in  50%,  non-diagnostic 
biopsy  in  13%  and  insufficient  tissue  in  31%.  A 
recent  series^''  has  shown  that  in  diffuse  pulmonary 
disease  histologically  interpretable  tissue  was  ob- 
tained in  86%  of  biopsies,  and  a definitive  or 
supporting  diagnosis  could  be  made  in  75%  of 
the  cases.  These  figures  compare  favorably  with 
the  open  technic. 

Complications  include  hemoptysis,  pain,  pneu- 
mothorax, empyema,  air  embolism,  spread  of 
malignancy  along  the  needle  tract,  and  death. 
These  are  uncommon,  however.  Lauby^-  found  a 
total  complication  rate  of  11.6%,  with  pneumo- 
thorax the  most  common  at  6.1%;  mortality  was 
0.4% ; complications  were  considered  to  be  minor 
in  9.2%  and  major  in  2.4%.  In  this  large  series 
there  were  no  instances  of  spread  of  tumor  along 
the  needle  tract.  Other  authors  have  reported  the 
complication  rate  as  low  as  4.5%**  and  as  high  as 
45.8%.^ 

In  our  series  there  were  no  complications  in  the 
four  cases  reported.  The  biopsy  specimens  were 
easily  obtained  and  adequate  tissue  was  present 
in  all.  A fifth  patient  showing  on  x-ray  a diffuse 
nodular  pattern  was  biopsied  but  inadequate  tis- 
sue was  obtained  and  the  patient  suffered  a minor 
pneumothorax  which  spontaneously  resolved.  The 
biopsy  was  helpful  in  diagnosis  and  in  planning 
therapy  in  Cases  1,  2 and  3.  In  Case  4 the  biopsy 
was  not  helpful. 

Pulmonary  biopsy  may  be  useful  in  the  diag- 
nosis of  the  individual  case  and  may  be  helpful 
in  the  more  exact  definition  of  the  diseases  com- 
prising the  syndrome  of  interstitial  pneumonia. 
Recently  it  has  been  shown  that  certain  cases  pre- 
viously considered  interstitial  pneumonias  are 
really  desquamative  interstitial  pneumonia.-**  Lung 
biopsy  has  made  this  differentiation  possible,  and 
it  may  be  expected  that  pulmonary  biopsy,  per- 
haps by  the  percutaneous  route  will  be  helpful  in 
further  differentiating  these  disease  processes. 

Summary 

Percutaneous  pulmonary  biopsy  can  be  per- 
formed easily  with  a Franklin-Silverman  needle. 
This  technic  has  generally  been  successful  in 
obtaining  tissue  for  microscopic  or  bacteriological 
study. 

Four  cases  are  shown  to  demonstrate  the  use- 
fulness of  the  technic.  None  of  these  four  cases 


suffered  any  complications,  but  a fifth  patient  suf- 
fered minor  pneumothorax  after  the  procedure 
and  insufficient  tissue  was  obtained  from  the  bi- 
opsy. 

It  is  generally  considered  that  pulmonary  biopsy 
may  be  undertaken  only  after  all  diagnostic  meth- 
ods short  of  biopsy  have  failed.  The  alternative 
to  needle  biopsy  is  the  more  commonly  used  re- 
stricted thoracotomy. 

Percutaneous  pulmonary  biopsy  usually  ob- 
tains adequate  tissue  for  microscopic  examination 
and  more  often  than  not  gives  the  correct  diag- 
nosis; it  results  in  few  complications,  most  of 
which  are  minor,  and  carries  a low  mortality.  It 
is  a useful  technic  in  selected  cases.  • 
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Air  pollution* 


John  Robert  Salata,  MD,  Colorado  Springs,  Colorado 


Air  pollution  is  becoming  a major 
problem  in  all  parts  of  our  country — 
even  in  the  wide  open  spaces  of 
the  Rocky  Mountain  region.  It  concerns 
the  health  and  even  the  lives  of  all 
of  us,  our  children,  and  grandchildren. 

This  review  points  up  the  grim 
reality.  You  will  find  it  interesting  and 
thought-provoking  reading. 

Air  pollution  is  the  paramount  blight  of  our 
time.  One  can  hardly  avoid  the  subject.  Maga- 
zines, papers,  legislators,  scientists,  and  responsi- 
ble citizens  are  preoccupied  with  it.  A cry  can  be 
heard,  becoming  louder  and  more  insistent:  air 
pollution  must  be  eliminated  the  sooner  the 
better.  Why  the  fuss?  A visit  to  Tokyo,  Yoko- 
hama, Paris,  London,  Leningrad,  New  York, 
Denver,  Washington,  D.  C.,  and  Mexico  City  tells 
the  story,  or  at  least  writes  the  first  chapter. 

The  next  step  is  a visit  to  a dictionary  to 
check  the  meaning  of  the  word  pollute.  The 
dictionary  uses  strong  language.  Pollute  means  to 
make  unclean,  impure,  desecrate,  defile,  or  con- 
taminate. One  need  not  be  a Rhodes  scholar  to 
appreciate  the  definition  of  pollution.  One  look  at 
a city  hidden  under  tons  of  pollution  should  make 
us  scurry  away,  enveloped  by  a feeling  of  an 
impending  cataclysm. 

When  did  it  all  begin?  When  God  created  the 
universe  and  man.  Flowers  and  trees,  in  order  to 
reproduce,  have  to  pollinate,  and  they  pollute  as 
any  hay  fever  sufferer  realizes.  Man  discovered 
fire  and  its  uses.  History  tells  us  that  there  is  no 
record  in  tradition,  archaeology,  or  observation  of 
any  human  community  that  has  not  used  fire.  Fire, 
or  combustion,  is  our  problem  today.  The  energy 
of  civilization  is  supplied  by  burning.  Ideal  com- 
bustion results  in  carbon  dioxide  and  water,  com- 
pounds that  are  compatible  to  humans  in  their 
environment.  But  as  man  has  increased  in  num- 
bers and  his  world  has  become  industrialized, 
ideal  combustion  has  given  way  to  a type  of  com- 

*  The  paper  was  the  principal  address  to  the  El  Paso  County 
Tuberculosis  Association  School  Press  Project  for  1966. 


bustion  that  pours  tons  of  deadly  compounds  into 
the  air. 

As  early  as  1661  the  English  diarist  John 
Evelyn  wrote  this  account  about  the  city  of  Lon- 
don: “The  city  resembles  the  face  of  Mount 
Aetna,  the  court  of  Vulcan,  Stromboli.  or  the 
suburbs  of  hell  rather  than  an  assembly  of  rational 
creatures  and  the  imperial  seat  of  our  incompa- 
rable monarch.”  The  same  can  be  said  of  many 
areas  in  the  United  States  today.  But  Evelyn’s 
comments  went  unheard.  The  silence  that  followed 
through  the  passing  years  was  briefly  broken  only 
when  mysteriously  lethal  fogs  settled  on  cities 
leaving  hundreds  dead  in  their  wake.  London’s 
fogs  have  been  famous  for  years.  The  “pea 
soupers”  encountered  in  the  Sherlock  Holmes 
stories  used  to  shut  in  a brand  of  grime  and  soot 
that  properly  earned  for  them  the  name  of 
“smog,”  a term  coined  by  an  English  physician  in 
1903. 

In  our  own  generation,  deaths  resulting  from 
pollution  in  the  Meuse  Valley,  Belgium,  Donora, 
Pennsylvania,  and  London  caused  people  to 
realize  that  there  was  trouble  ahead  (Table  ! )• 


TABLE  1 

RECORDED  SMOG  INCIDENTS 


DEATHS 

Meuse  Valley,  Belgium  (1930) 

Donora,  Pa.  (1948) 

20 

London  ( 1952) 

4,000 

London  (1956) 

1,000 

London  (1957) 

800 

London  (1962)  

800 

New  York  ( 1963 ) 

400+ 

Since  the  early  1900s  residents  of  Pittsburgh 
and  most  of  the  Ohio  Valley  region  became  ac- 
customed to  the  disappearance  of  the  sun  from 
November  to  April  each  year.  Californians  be- 
came alarmed  when  the  symbol  of  that  State  and 
the  good  life  in  general  could  not  be  seen  during 
most  of  the  year,  and  then  only  through  burning, 
raw,  and  tearful  eyes.  Finally,  in  1948  the  Cali- 
fornia legislature  passed  laws  permitting  districts 
to  formulate  rules  for  curbing  smog.  Thus  the  be- 
ginning of  the  study  and  abatement  of  air  pollution 
and  smog  as  we  know  it. 
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Let’s  consider  the  pollutants  themselves.  An 
astounding  133  million  tons  of  aerial  garbage  is 
now  being  dumped  into  the  atmosphere  of  the 
United  States  each  year.  This  outweighs  the 
country’s  annual  steel  production.  Five  pollutants 
account  for  most  of  the  overall  tonnage  (Table 
2).  Not  shown  are  scores  of  other  gases  and 
stinks  that  defile  the  nation’s  air. 

TABLE  2 

SOURCES  OF  U.  S.  POLLUTANTS 

MILLION  TONS 


Transportation 85 

Manufacturing  22 

Electric  power  generation  15 

Burning  of  refuse  3 

Space  heating  8 


These  pollutants  are  eating  away  at  fabrics  and 
metals  (Table  3).  They  are  defacing  buildings  and 
spoiling  crops.  There  is  no  doubt  that  air  pollu- 
tants are  a hazard  to  health.  In  addition,  air  pol- 
lution permits  a prodigious  waste  of  potentially 
valuable  resources.  When  sulfur  dioxide  is  poured 
into  the  atmosphere  from  hundreds  of  chimneys 
and  smoke  stacks  the  sulfur  content  amounts  to 
$300  million  a year,  at  today’s  prices. 

TABLE  3 

PRINCIPAL  POLLUTANTS 


1.  Oxides  of  nitrogen 

2.  Hydrocarbons 

3.  Carbon  monoxide 

4.  Sulfur  dioxide 

5.  Particidate  matter 


Should  not  Americans  consider  among  their  in- 
alienable rights  the  right  to  pollute?  Industry 
creates  employment  and  is  good  for  the  economy. 
So  what  of  the  fact  that  stacks  belch  smoke  and 
clouds  of  dust.  Why  shouldn’t  yards  contain  an 
incinerator  to  burn  the  family’s  trash?  Who  cares 
that  after  the  trash  is  combusted  we  take  it  into 
our  lungs  with  each  breath.  Why  can’t  each 
family  have  two  or  three  automobiles  and  drive 
them  to  and  fro  as  they  wish?  On  the  surface  it 
would  seem  that  Americans  have  the  right  to  do 
these  things.  But  with  increasing  urbanization  in 
this  country,  and  soon  in  most  industrialized  na- 
tions, alterations  must  be  made  in  the  pursuit  of 
these  rights. 

It  is  forecasted  that  by  1970  the  population  of 
the  United  States  will  be  214  million.  That  is  an 
increase  of  20  million  in  five  years — 214  million 


possible  polluters  in  one  nation.  Imagine  the  pol- 
lution or  smog  that  would  accumulate  in  the  at- 
mosphere today,  not  in  1970,  if  the  800  million 
Chinese  drove  gasoline-powered  automobiles.  With 
a rising  standard  of  living  we  may  well  expect  that 
all  Chinese,  Indians,  and  Africans  will  demand  the 
same  freedom  of  mobility  that  we  Americans  have. 
Then  the  problem  will  no  longer  be  a national  one 
for  each  country  to  solve,  but  rather  a global 
crisis  with  one  country  contaminating  another. 

But  back  to  the  problem  at  home.  The  scien- 
tists tell  us  that  133  million  tons  of  dirt  and  poison 
pour  down  on  the  United  States  annually.  The 
frightening  fact  is  that  one  half  of  this  dirt  is 
emitted  from  less  than  1%  of  the  United  States 
land  area,  where  50%  of  the  population  lives.  One 
per  cent  of  the  land  area  is  approximately  equal 
to  the  state  of  South  Carolina.  Can  you  picture 
what  life  would  be  like  if  90  million  people,  one 
half  of  our  population,  were  placed  in  South 
Carolina?  The  only  thing  that  saves  us  at  the 
present  time  is  that  these  90  million  people  are 
scattered  across  the  United  States  in  separated 
urban  areas.  But  with  increased  population  the 
wide  open  spaces  are  fast  disappearing;  as  towns 
grow  industry  arrives  and  pollution  increases. 
Colorado  Springs  is  a good  example  of  this  growth 
and  its  problems.  At  one  time,  here  in  the  play- 
ground of  the  west,  only  clouds  hid  the  mountains 
and  sky  from  view.  Recently  the  citizens  of  Colo- 
rado Springs  have  noted  the  beginnings  of  smog. 
Denver,  a city  that  is  not  highly  industrialized, 
now  experiences  more  smoggy  days  than  it  would 
care  to  admit.  I arrived  in  Denver  in  June,  1963. 
In  two  years  that  I lived  in  the  “Climate  Capital 
of  the  World”  I watched  the  smog  become  worse 
with  each  passing  month.  The  future  has  worse 
in  store  for  us  because  the  planners  envision  an 
urban  area  running  from  Cheyenne,  Wyoming,  to 
the  New  Mexico  border. 

There  are  90  trillion  tons  of  air  over  the  48 
contiguous  states  at  any  one  time.  If  the  pollution 
from  one  year  was  released  at  one  instant  and 
evenly  dispersed  it  would  amount  to  only  1.5  parts 
per  million  in  the  air.  Since  contamination  is 
spread  over  a year  and  continually  falls  to  the 
ground  or  is  washed  out  by  rain  and  wind,  the 
average  concentration  is  less  than  that.  But  in 
these  growing  urban  areas  the  breezes  do  not 
always  blow,  the  rains  do  not  always  fall,  and 
lids  can  be  clamped  down  over  cities,  preventing 
the  dissipation  of  the  polluted  air. 

The  lid  that  clamps  down  is  known  as  thermal 
inversion  (Table  4).  Ordinarily  the  air  is  warmer 
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at  ground  level  and  cooler  above.  This  tempera- 
ture difference  causes  updrafts  that  clear  out  the 
polluted  air  and  bring  in  fresh.  In  a thermal  in- 
version a layer  of  warmer  air  forms  at  a higher 
altitude  and  traps  a layer  of  cold  air  at  ground 
level.  Updrafts,  or  winds  or  breezes  are  not 
created,  and  the  air  over  the  city  remains  station- 
ary. This  same  air  must  accumulate  a higher  con- 
centration of  pollutants.  And  so  this  trapped  mass 
of  air  over  a city  becomes  more  toxic,  more 
damaging,  and  more  hazardous.  This  thermal  in- 
version can  happen  at  any  season  of  the  year  to 
most  any  town.  It  is  a chronic  situation  in  Los 
Angeles  and  seems  to  be  approaching  the  chronic 
stage  in  Denver.  Thermal  inversion  can  change  a 
community’s  sloppy  little  sins  into  mortal  ones 
overnight. 

TABLE  4 
SMOG  FACTORS 


1.  Rapid  population  growth 

2.  Heavy  hydrocarbon  emission 

3.  Thermal  inversion 


As  Los  Angeles  has  had  this  problem  since  the 
early  1940s,  it  is  the  leader  of  accumulated  air 
pollution  knowledge.  Los  Angeles  passed  legisla- 
tion requiring  the  oil  refineries  to  clean  up,  and 
they  became  immaculate.  It  was  believed  that  the 
refineries  caused  the  smog.  But  the  problem  con- 
tinued unchanged.  As  a second  measure  do-it- 
yourself  trash  burning  was  eliminated.  The  smog 
continued.  Finally,  attention  was  focused  on  the 
automobile — that  inefficient  form  of  mass  trans- 
portation (Tables). 

TABLE  5 

THE  AUTOMOBILE:  KING  OF  AIR  POLLUTION 


DAILY  OUTPUT  OF  1,000  CARS 

1.  3.2  tons  of  carbon  monoxide 

2.  400-800  pounds  of  organic  vapors  (hydrocarbons) 

3.  100  to  300  pounds  of  nitrous  oxides 

4.  Small  amounts  of  sulfur  and  other  chemicals 


Although  the  chemistry  of  automobile  smog  is 
perhaps  the  most  complicated  and  incompletely 
understood  of  any,  except  biological  systems,  cer- 
tain ingredients  are  basic.  These  are  sunlight, 
hydrocarbons,  oxygen,  and  nitrogen  oxides.  These 
ingredients  are  produced  by  incomplete  burning  of 
gasoline  in  automobile  engines.  The  high  powered, 
high  performance  engines  are  not  meant  for  slow 
city  driving.  They  perform  most  efficiently,  that  is, 
with  more  complete  combustion  of  gasoline,  at 
high  turnpike  speeds.  These  chemicals  and  gases 


are  extremely  sensitive  to  sunlight.  An  incredible 
mish-mash  of  photo-chemical  reactions  begins 
with  the  morning  sunlight  and  continues  until 
sundown.  Out  of  this  sun-cooked  brew  comes 
many  lethal  compounds  (Table  6). 

TABLE  6 

COMPOUNDS  RESULTING  FROM  INCOMPLETE 
INTERNAL  COMBUSTION  (ENGINES)  AND 
PHOTOCHEMICAL  REACTIONS  (SUNLIGHT) 


1.  Ozone 

2.  Ketene 

3.  Peroxyacetylnitrite 

4.  Aldehydes 

5.  Ketones 

6.  — practically  any  compound  found  in  an  organic 

chemistry  handbook 


When  Los  Angeles  told  the  oil  refineries  to 
treat  the  smoke  coming  from  the  stacks,  they 
objected  violently  on  the  grounds  that  the  cost  of 
recovering  hydrogen  disulfide  and  sulfur  dioxide, 
poisonous  gases,  would  be  exorbitant.  But  after 
they  complied  they  found  that  the  sale  of  the  sul- 
fur recovered  more  than  paid  for  the  process  of 
its  removal  from  the  emitted  gases.  While  the 
cost  of  cleaning  up  the  nation’s  air  will  be  high. 
I’m  sure  that  there  will  be  many  savings.  But  the 
fact  remains:  the  longer  we  wait,  the  more  ex- 
pensive the  clean  up  will  become. 

The  atmosphere’s  limitations  as  a dumping 
ground  for  junk  have  already  become  obvious.  Its 
capacity  to  diffuse  and  to  remove  the  waste  may 
be  approaching  more  swiftly  than  we  estimate. 
The  atmosphere  will  grow  progressively  more 
polluted  until,  a century  from  now,  the  air  will  be 
too  toxic  to  permit  human  life.  Civilization  will 
pass  away  from  gradual  suffocation  by  its  own 
effluents. 

Untreated  air  pollution  threatens  more  than  the 
economic,  social,  and  industrial  make-up  of  the 
country.  It  may  well  change  the  geographic  con- 
figuration as  well.  The  Conservation  Foundation 
reported  an  8%  increase  (since  1890)  of  carbon 
dioxide  in  the  atmosphere.  This  seems  like  an 
insignificant  figure,  an  8%  increase  in  70  years. 
Carbon  dioxide  produces  a greenhouse  effect  on 
the  earth.  It  blocks  the  return  of  the  earth’s  heat 
to  the  atmosphere.  The  result  may  be  a gradual 
warming  of  the  northern  hemisphere  and  eventual 
melting  of  the  polar  ice  cap.  The  ocean  levels  will 
rise.  The  end  result  will  be  the  submerging  of 
some  coastal  cities. 

The  chemicals  that  we’ve  considered  are  both 
toxic  and  irritating  to  all  living  matter.  Man  is 
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protected  by  his  clothing  and  skin  from  some  of 
these  compounds,  but  other  parts  of  the  body 
are  less  protected. 

The  disease  caused  by  air  pollution  is  chronic 
bronchitis-emphysema,  the  leading  cause  of  death 
in  men  over  45  years  of  age  in  England.  In  the 
United  States  it  is  increasing  dramatically — a 90% 
increase  in  deaths  due  to  bronchitis,  and  a 125% 
increase  in  deaths  due  to  emphysema  in  the  last 
four  years.  Up  to  a point  the  damage  can  be  re- 
paired. Beyond  this  point  the  damage  can  not  be 
repaired;  it  is  here  that  emphysema  begins.  It 
means  further  damage.  The  muscles  can  now  be- 
come permanently  contracted,  causing  permanent 
narrowing  of  the  bronchi.  The  alveoli  are  de- 
stroyed, thus  reducing  the  total  area  remaining  for 
oxygen  exchange.  It  is  believed  that  this  entire 
disease  process  usually  occurs  over  a period  of  10 
to  30  years.  Symptoms  of  the  disease  can  be  non- 
existent, making  diagnosis  difficult  and  virtually 
impossible  without  special  tests.  On  the  other 
hand,  symptoms  can  occur  throughout  the  disease 
process.  The  cough  may  be  dry  or  productive  of 
mucus,  pus,  and  at  times  blood;  there  can  be 
hoarseness  of  voice;  fatigue;  loss  of  appetite  and 
weight;  poor  color;  blueness  of  the  lips  and  finger- 
nail beds;  there  can  be  shortness  of  breath  on 
minimal  exercise;  and  finally,  shortness  of  breath 
at  complete  rest. 

All  these  changes  in  the  lungs  also  affect  the 
heart  as  we  well  know,  the  blood  vessels  becoming 
narrowed  from  scarring  and  forcing  the  heart  to 
strain  and  finally  to  fail — cor  pulmonale  or  pul- 
monary heart. 

It  is  easy  to  see  a relationship  between  air  pol- 
lution and  chronic  bronchitis-emphysema,  but  too 
seldom  do  we  think  about  it.  The  hydrocarbons 
and  the  sulfuric  compounds  are  highly  irritating 
and  the  bronchi  are  continuously  exposed  to  them 
during  periods  of  high  air  pollution.  Laboratory 
experiments  and  natural  exposure  to  smog  have 
produced  tissue  damage  in  plants  and  in  cultures 
of  animal  cells.  It  has  caused  scarring  of  the  lungs 
in  animals.  Plant  and  tree  damage  has  occurred 
along  roadsides  in  Colorado.  Ozone  has  affected 
growing  tobacco  leaves  in  Connecticut.  Harvard 
scientists  have  demonstrated  that  inhalation  of 
small  amounts  of  sulfur  components  of  smog 
causes  interference  with  the  free  passage  of  air  in 
and  out  of  the  lungs  of  normal  humans.  Inhalation 
of  polluted  air  definitely  aggravates  bronchitis- 
emphysema. 

The  disease  is  more  common  among  city  dwell- 
ers than  country  people.  But  the  advantage  of 


country  living  can  be  cancelled  out  by  cigarette 
smoking  which  is  a portable  form  of  air  pollution. 
We  long  since  have  ceased  to  doubt  that  exces- 
sive cigarette  smoking  is  an  important  cause  of 
lung  cancer.  Eventually  it  may  be  shown  that  the 
carcinogens  in  cigarettes  are  identical  to  chemicals 
contained  in  our  polluted  air. 

Some  5,910  persons  were  ill  as  a result  of  the 
smog  in  Donora,  Pennsylvania.  In  the  first  nine 
years  after  the  disaster  those  who  were  ill  and  re- 
covered showed  a higher  mortality  rate  and  inci- 
dence of  illness  than  those  who  were  present  but 
unaffected  at  the  time  of  the  smog.  The  deaths  in 
Donora  and  London  occurred  almost  exclusively 
among  those  with  previous  lung  disease.  Indeed, 
the  veteran  bronchitis  patients  in  the  London 
clinics  served  a function  similar  to  the  canaries  in 
the  old  days  of  coal  mining.  These  patients  noted 
discomfort  six  to  12  hours  before  it  was  evident 
to  others  that  an  episode  of  smog  was  at  hand. 

Recently  an  asthma-like  disease  has  been  ob- 
served in  United  States  servicemen  stationed  in 
Tokyo  and  Yokohama,  highly  industrialized  cities. 
A similar  disease  has  been  reported  in  New  Or- 
leans. Breathing  and  chemical  tests  showed  speci- 
fic evidence  of  pulmonary  damage.  The  patients 
had  increased  pulmonary  airway  resistence,  de- 
ficient oxygen  uptake,  and  excessive  residual  lung 
volume.  The  physicians  caring  for  these  patients 
at  first  thought  the  disease  to  be  completely  re- 
versible, and  this  did  occur  when  the  servicemen 
left  the  Tokyo-Yokohama  area.  But  later,  the  doc- 
tors found  the  outlook  less  favorable  when  patients 
stayed  longer  in  the  area.  This  certainly  is  evi- 
dence of  permanent  lung  damage  due  to  smog  in 
once  normal  subjects. 

Another  observation  regarding  cigarettes  and 
lung  cancer:  city  smokers  exposed  to  polluted  air 
have  a higher  incidence  of  lung  cancer  than  smok- 
ers who  live  in  the  country.  Cigarettes  irritate  the 
bronchial  lining  and  may  be  an  important  factor 
in  rendering  individuals  more  susceptible  to  al- 
lergic factors  in  air  pollution.  It  impairs  the  trans- 
fer of  oxygen  to  the  blood  from  the  lungs  in 
severe  emphysema. 

It  has  been  shown  that  just  a few  days  of  air 
pollution  exposure  of  the  elderly  and  the  ill  in- 
creases the  death  rate.  Consider  the  harmful  ef- 
fects of  two  or  three  decades  of  exposure  to  those 
who  are  healthy.  Are  these  increases  today  in 
bronchitis-emphysema  the  first  signs  of  epidemic 
proportions  of  the  disease?  Some  investigators  feel 
that  it  is. 

Rachel  Carson  in  her  book  Silent  Spring  has 
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alerted  the  country  to  the  dangers  of  indiscrimi- 
nate use  of  insecticides.  Gasoline  additives  such  as 
lead,  boron,  and  nickel  are  finding  their  way  into 
our  bodies  in  increasing  amounts.  Radioactive 
fallout  is  being  blamed  for  thyroid  tumors  in  a 
large  group  of  Utah  youngsters.  And  this  is  just 
the  beginning.  We  may  not  be  around  to  see  the 
end.  For  example,  we  all  know  the  result  of  run- 
ning an  automobile  motor  in  a closed  garage.  And 
yet,  at  busy  intersections  dangerous  levels  of  car- 
bon monoxide  (30  to  120  p.p.m. ) can  be  chem- 
ically detected  daily;  120  p.p.m.  will  make  you  ill, 
and  if  exposed  to  it  long  enough,  it  will  kill  you. 
All  forms  of  combustion  (motor  vehicles  as  well 
as  electric  power  plants)  give  off  nitric  oxide. 
This  is  quickly  converted  to  nitrogen  dioxide,  a 
molasses-brown  gas  that  is  five  times  as  toxic  as 
the  parent  compound.  It  has  the  ability  to  poison 
us  directly  if  in  high  enough  concentration.  If  you 
observe  you  will  see  this  gas  floating  over  Colo- 
rado Springs  or  Denver  when  thermal  inversion 
occurs. 

Industrial  discharges  can  be  cleaned  by  electro- 
static precipitators.  Garbage  and  trash  can  be  dis- 
posed of  more  scientifically  with  minimal  pollu- 
tion. In  a short  time  automobiles  will  be  equipped 
with  “blow-by  pipes”  and  after-burner  mufflers 
that  will  limit  pollution.  There  is  even  talk  of 

Problems  in  correction 


Treatment  of  post  prostatectomy  urinary 
incontinence  by  hnplantation  of  a 
prosthesis  beneath  the  bulbocavernosiis 
muscle  is  discussed  by  the  originator 
of  the  operation. 

The  four  kinds  of  urinary  incontinence  may  be 
classified  according  to  type:  ( 1 ) stress,  (2)  over- 
flow or  paradoxical,  (3)  neurogenic,  and  (4) 
postoperative.  A short  description  of  each  will 
help  to  understand  the  specific  problems  of  dis- 
cussion. Stress  incontinence  occurs  most  common- 
ly in  parous  women  and  is  probably  due  to  an 
avulsion  of  the  moorings  of  the  urethra  and  dis- 

* From  Albany  Veterans  Hospital  and  Albany  Medical  Col- 
lege. Dr.  Berry  is  Associate  Professor  of  Urology.  Albany 
Medical  College.  This  paper  was  presented  at  the  62nd  An- 
nual Meeting  of  the  Nevada  State  Medical  Association  in 
Elko,  Nevada,  October,  1965. 


electric  automobiles.  Nuclear  reactors  as  a source 
of  energy  may  come  into  common  use. 

Something  has  to  give.  A new  way  of  living 
may  evolve  from  increased  knowledge  of  air  pol- 
lution and  its  significance.  Are  we  Americans  go- 
ing to  be  intelligent  enough  to  tackle  and  over- 
come the  problem?  Or,  are  we  so  complacent 
that  we  would  rather  die  than  fight  and  switch?  • 
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John  L.  Berry,  MD,  Albany,  New  York 

ruplion  of  the  para-urethral  muscles  and  fascia, 
namely,  the  ischiocavernosi,  the  bulbocavernosi, 
and  the  transversus  perinei;  no  doubt  there  is 
some  neuromuscular  involvement  of  the  urethra 
itself.  The  second  type,  overflow  incontinence,  is 
actually  paradoxical.  That  is,  the  incontinence  is 
due  to  obstruction  of  some  type  such  as  benign 
hyperplasia  of  prostate,  urethral  strictures,  cal- 
culi, and  even  foreign  bodies.  It  is  not  produced 
by  neurological  or  muscular  injury  but  by  a com- 
pensatory mechanism  which  forces  the  urine  from 
an  over-distended  bladder  out  past  the  sphincters, 
which  are  competent  but  only  to  a certain  point  of 
resistance.  The  third  type,  neurogenic  dysfunction 
incontinence,  is  the  result  of  complete  or  partial 
ablation  of  the  normal  nerve  pathways  resulting 
in  improper  or  absent  stimulation  of  the  muscles 
of  continence.  The  fourth  type  is  that  which  fol- 
lows prostatectomy.  It  is  this  last  type  of 
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incontinence  that  we  are  primarily  interested  in, 
and  which  will  be  the  main  theme  of  this  paper. 

Post-prostatectomy  urinary  incontinence  fol- 
lows any  type  of  prostatectomy  regardless  of  the 
experience  of  the  operator.  It  is  not  a common 
complication  of  prostatectomy,  yet  it  does  oceur 
too  frequently  for  peace  of  mind  of  both  patient 
and  surgeon.  There  are  no  aecurate  statistics  on 
frequency  of  occurrence,  mainly  beeause  of  the 
false  stigma  associated  with  the  condition  by  both 
surgeon  and  patient.  Also,  until  1958  none  of  the 
operations  devised  for  its  correetion  had  aehieved 
any  degree  of  success.  Since  then  there  have  been 
many  procedures  devised  for  the  cure  of  post- 
prostatectomy urinary  incontinence,  and  in  re- 
porting the  results  of  the  different  proeedures, 
many  cases  of  incontinence  were  also  reported 
that  might  otherwise  still  be  hidden  in  the  files. 
Today,  with  the  doctors  realizing  that  their  pa- 
tient is  not  the  only  one  with  incontinence,  and 
with  the  patient  cognizant  that  he  is  not  the  only 
man  in  the  world  who  eannot  control  his  urine, 
the  stigma  has  practically  disappeared.  Soon  more 
patients  will  come  for  corrective  measures  with  a 
spirit  of  cooperation  and  hopefulness  rather  than 
with  frustration  and  animosity. 

There  are  many  conditions  in  life  worse  than 
the  affliction  of  urinary  incontinence,  but  these 
conditions  usually  arise  in  patients  who  are  sick 
or  debilitated.  Not  so  with  the  dribbler,  who  be- 
fore prostatectomy  had  only  symptoms  of  prosta- 
tism or  at  worst  complete  obstruction,  but  now 
is  not  only  sopping  wet  but  has  a foul  odor.  His 
crotch  and  genitals  are  usually  excoriated.  He  is 
a social  outcast,  and  in  some  cases  a man  without 
a family — an  urological  cripple.  The  question 
arises  as  to  what  can  be  done  for  this  unfortunate 
individual. 

First  we  must  analyze  the  problem  and,  if  pos- 
sible, determine  the  etiology.  We  can  be  practi- 
cally certain  that  paradoxical  incontinence  is  due 
to  an  over-distended  bladder  caused  by  some 
type  of  mechanical  obstruction.  But,  we  are  not 
by  any  means  certain  of  the  etiology  of  stress  in- 
continence of  parous  women  and  of  incontinence 
following  prostatectomy.  The  urethra  is  not  a 
smooth  tube  except  when  distended;  otherwise, 
the  tissues  are  in  folds  or  rugae.  These  structures 
fall  together  in  folds,  thus  making  a water-tight 
tube — call  it  sphincter  if  you  like,  but  not  of  the 
iris  type.  So  long  as  the  innervation  to  both  the 
smooth  and  striated  muscle  fibers  is  maintained 
the  patient  will  remain  continent,  unless  some  of 


the  aforementioned  conditions  play  a part  in  dis- 
rupting this  finely-balanced  mechanism.  It  is  not 
necessary  in  this  monogram  to  go  into  the  mech- 
anism of  micturition  because  that  has  been  cov- 
ered in  many  excellent  articles,  the  most  recent 
being  “Nervous  Control  of  Micturition”  by 
Masaru  Kuru,  in  Physiological  Reviews,  July, 
1965. 

Many  excellent  students  of  the  subject  (Elliot, 
Uhle,  Stewart,  Belt,  Young  and  Wesson,  Lowsley 
and  Kirwin,  Girgas,  Marshall,  Machetti  and 
Krantz,  Beneventi,  Flacque,  Lapides,  Hock, 
Meullner,  the  Leadbetters  and  a host  of  others) 
have  made  exhaustive  studies  in  an  effort  to  estab- 
lish the  cause  of  post-prostatectomy  incontinence. 
Their  results  vary,  but  their  conclusions  have 
similarity  in  the  fact  that  the  external  sphincter 
is  not  a single  thin  layer  of  circular  muscle  ca- 
pable of  contracting  in  a puckered  circle,  but  that 
it  is  a structure  of  considerable  thickness  and  ex- 
tensiveness. I believe  that  the  urethra,  in  the 
healthy  state,  is  formed  by  mucosa  plus  both 
smooth  and  striated  muscle  and  elastic  tissue.  My 
definition  of  post-prostatectomy  urinary  inconti- 
nence, as  stated  in  1961,*  is  that  something  has 
happened  to  the  neuromuscular  mechanism  of 
continence  which  disrupts  the  resistance  of  the 
sphincters  of  the  bladder  and  urethra  in  such  a 
manner  as  to  allow  involuntary  escape  of  urine. 
Since  1958  I have  examined  by  cystourethroscope 
over  150  patients  with  post-prostatectomy  urinary 
incontinence,  75  of  whom  had  operation.  All  of 
these  patients  had  urine  cultures  performed,  all 
had  cystourethroscopic  examinations,  and,  when 
indicated,  many  had  cystograms  and  cystourethro- 
grams.  Each,  without  exception,  had  an  intra- 
venous pyelogram.  Every  patient  had  complete 
physical  examination,  whieh  includes  a rectal  ex- 
amination; all  were  given  trial  exercises;  many 
were  psyehoanalyzed.  However,  I must  admit, 
that  to  this  day  I am  still  not  certain,  in  the  great 
majority  of  cases,  why  they  are  incontinent.  With 
the  exception  of  one  or  two  cases,  I could  not  defi- 
nitely say  that  I could  see  actual  iatrogenic  defi- 
ciency in  the  region  of  the  membranous  urethra 
or  in  that  part  of  the  urethra  that  perhaps  could 
be  called  the  critical  area  for  continence.  So  that 
leaves  us  about  where  we  started  as  far  as  etiology 
is  concerned.  I say  let  us  not  be  critical  of  our 
confrerees  lest  we  find  ourselves  and  one  of  our 
patients  in  the  same  predicament. 

* Berry.  John  L.:  A New  Procedure  for  Correction  of  Urinary 
Incontinence;  Preliminary  Report.  J.  Urol.  85:771,  1961. 
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Now  comes  the  crux  of  this  discussion — what 
to  do  for  this  condition  called  post-prostatectomy 
urinary  incontinence.  I will  try  to  give  a running 
account  of  the  personal  problems  encountered  in 
my  attempts  to  control,  to  stem  the  tide,  as  it 
were,  of  this  involuntary  loss  of  urine.  I hope  that 
all  of  you  have  heard  of  the  Berry  procedure  for 
post-prostatectomy  urinary  incontinence.  In  1958 
I implanted  the  first  foreign  body  in  the  perineum 
with  the  hope  of  causing  kinking  and  compres- 
sion of  the  urethra  in  such  a manner  as  to  re- 
establish as  near  as  possible  the  original  condi- 
tion of  the  urethra.  The  first  report  of  this  pro- 
cedure was  published  in  1961.* 

The  operation  consisted  of  implantation  of  an 
acrylic  prosthesis  beneath  the  bulbocavernosus 
muscle.  At  first  we  tried  chromic  sutures  to  hold 
the  prosthesis  in  place,  but  these  disintegrated 
quickly  and  allowed  the  prosthesis  too  much  mo- 
bility. Next  we  tried  black  silk  sutures  for  moor- 
ing the  prosthesis;  only  to  have  them  fray  out 
and  permit  it  too  much  freedom.  In  both  instances 
the  kinking  and  compression  of  the  urethra  were 
lost.  Next  we  bored  holes  in  the  prosthesis  in  the 
hopes  of  granulations  forming  fibrinous  bands  in 
the  multiple  ports,  and  strange  to  say  in  most 
cases  these  fibrinous  tentacles  did  grow  through 
the  holes  but  only  served  to  keep  the  prosthesis 
from  sliding  sidewise,  and  there  was  no  compress- 
ing action.  We  changed  to  monofilament  wire  su- 
tures, of  gauges  from  27  to  18,  and  placed  the 
wire  sutures  through  the  periosteum  of  the  sym- 
physis pubis.  For  the  first  time  we  began  to  get 
good  results — in  45%  of  the  cases.  However,  all 
of  the  patients  were  improved  from  a little  to  fair, 
and  a few  were  greatly  improved  in  as  much  as 
they  could  sleep  all  night  without  wetting  the  bed. 
The  patients  we  called  good  were  continent  day 
and  night  even  under  stress.  In  May  of  1961  I 
reported  the  results  of  the  implantation  in  eleven 
persons;  five  were  good;  six  were  poor,  even 
though  they  were  improved;  none  were  made 
worse,  nor  have  they  been  since. 

The  problem  in  these  first  cases  was  the  fa- 
tiguing of  the  single  strand  wire,  and  several 
broke.  Four  developed  wound  infection  necessi- 
tating removal  of  three  of  the  prostheses,  all  of 
which  were  subsequently  replaced. 

Some  changes  had  to  be  made,  and  the  first 
was  to  change  the  size  and  shape  of  the  pros- 
thesis. Secondly  we  began  to  routinely  sterilize 
the  bowel  using  neomycin  or  succinylsulfathiazole 
and  to  scrub  the  perineum  for  three  days  pre- 


operative with  hexachlorophene.  Next  we  changed 
to  use  of  multistrand  wire  No.  2,  and  since  using 
that  gauge  not  a single  guide  wire  has  broken. 
From  the  eleventh  to  the  fortieth  case  there  were 
no  changes  in  the  procedure,  and  the  good  results 
increased  to  about  50%  of  operations. 

Since  the  fortieth  case  I have  been  placing  the 
prosthesis  directly  on  the  bulbocavernosus  mus- 
cles but  beneath  Bucks  fascia.  This  change  has 
greatly  improved  the  procedure,  and  primary  in- 
fections are  few  and  far  between.  Another  change 
has  been  to  place  the  wire  directly  through  the 
bone  of  the  symphysis  pubis  and  the  ascending 
rami  of  the  ischii.  The  prosthesis  has  been 
changed  in  shape  and  size.  In  the  fortieth  to  the 
fifty-seventh  patients  I used  a silastic  balloon  in 
combination  with  the  acrylic  prosthesis.  This 
change  improved  the  percentage  of  cures  some- 
what, but  in  every  case  wherein  the  balloon  was 
distended  with  Thixokon  there  was  a secondary 
infection,  and  this  necessitated  removal  in  six  of 
seventeen  patients.  Furthermore,  distention  of  the 
balloon  did  not  improve  the  continence,  and  some 
of  the  balloons  ruptured.  One  of  my  residents. 
Dr.  Richard  Power,  suggested  a bar-type  pros- 
thesis, which  fits  under  the  symphysis  pubis.  I 
have  implanted  ten  of  this  type  and  six  of  these 
are  good,  but  it  is  too  soon  to  tell  what  the  final 
outcome  will  be.  This  brings  us  up  to  date  on  all 
the  changes  and  modifications  of  the  Berry  pro- 
cedure, so-called  by  my  friends  and  colleagues. 

Summary 

In  treatment  of  75  patients  with  post-prosta- 
tectomy incontinence  I have  implanted  a pros- 
thesis beneath  or  upon  the  bulbocavernosus  mus- 
cle, using  the  different  types  of  procedures  and 
modifications  discussed.  The  per  cent  of  good  re- 
sults is  around  55.  The  number  of  primary  infec- 
tions since  using  hexachlorophene  scrubs  and 
bowel  preparation  have  significantly  decreased. 
It  is  my  belief,  and  that  of  a number  of  my  col- 
leagues, that  if  we  can  iron  out  a few  more  wrin- 
kles in  the  technic  and  perhaps  change  the  shape 
of  the  prosthesis  the  results  may  be  much  im- 
proved. I appreciate  all  the  comments  that  have 
been  made  about  the  procedure,  and  I am  always 
willing  to  try  suggested  improvements.  It  is  my 
hope  that  since  the  procedure  has  become  simpli- 
fied more  urologists  will  try  it  and  will  improve 
both  the  prosthesis  and  the  technic  of  implanta- 
tion. • 
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Orthopedic  service 
at  children’s  hospital 

The  amputee  center 

William  F.  Stanek,  MD,  Denver 

The  Orthopedic  Service  of  Children's  Hospital 
is  a cornerstone  in  the  medical  services  of  the  in- 
stitution. At  the  time  of  the  founding  of  the  hos- 
pital, the  triad  of  bone  and  joint  tuberculosis, 
poliomyelitis,  and  osteomyelitis  represented  the 
three  major  crippling  disease  of  childhood.  These 
conditions  have  all  but  disappeared.  Wards  previ- 
ously devoted  to  osteomyelitis  and  poliomyelitis 
no  longer  exist.  Consequently,  the  attention  of 
orthopedic  surgeons  has  turned  to  other  condi- 
tions. Now,  birth  and  developmental  defects  oc- 
cupy increasingly  the  attention  of  the  orthopedic 
surgeons  at  Children's  Hospital.  New  technics  in 
management  of  trauma  have  given  better  results 
and  have  led  to  less  hospitalization  for  the  patients. 
In  the  study  of  the  orthopedic  statistics  in  the 
hospital  the  most  striking  fact  is  the  decrease  in 
hospital  days  for  the  individual  patient. 

Today  there  are  large  daily  orthopedic  clinics 
supervised  by  members  of  the  orthopedic  staff 
which  serve  the  general  orthopedic  needs  and  to 
which  come  not  only  private  patients  but  service 
patients  referred  from  the  pediatric  clinic  or  com- 
ing directly  to  the  hospital  for  care. 

Patients  referred  largely  from  the  develop- 
mental and  evaluation  clinic  of  the  hospital  are 
seen  in  weekly  clinics  devoted  to  cerebral  palsy 


and  to  associated  conditions.  These  patients  are 
seen  by  members  of  the  orthopedic  and  pediatric 
staffs.  After  evaluation,  recommendations  for 
physical  therapy  and/or  occupational  therapy  are 
made.  Where  necessary,  operative  treatment  to 
insure  better  function  of  the  child  is  also  recom- 
mended. 

During  the  past  three  years  a pilot  study  has 
been  carried  out  to  determine  the  needs  of  the 
child  amputee  in  this  community.  A recent  grant 
from  the  Crippled  Children’s  Aid  Fund  has 
permitted  expansion  of  this  Center.  A “team  ap- 
proach’’ has  been  developed  in  which  the  child 
is  seen  not  only  by  the  attending  orthopedic  sur- 
geons but  by  a child  psychologist,  social  service 
worker,  prosthetist,  occupational  therapist,  and 
physical  therapist  with  the  intent  of  providing  the 
best  overall  care  for  the  child.  This  includes  the 
prescription  for  the  prosthesis,  its  fitting,  and 
training.  A child  may  be  referred  to  this  clinic 
by  any  physician  and  every  precaution  is  taken  to 
insure  that  the  child  remains  under  the  essential 
direction  of  the  referring  physician. 

Each  clinic  has  further  shown  the  value  of  a 
center  for  the  treatment  of  the  limb  deficient  child. 
Problems  of  the  various  organizations  concerned 
with  the  care  of  such  children  are  brought  more 
forcibly  to  our  attention.  Gradually  there  is  evolv- 
ing a more  complete  understanding  of  the  complex 
problems  and  a fund  of  information  as  to  where 
answers  can  be  obtained. 

As  a secondary  project,  the  Child  Amputee 
Center  is  establishing  a roster  of  all  limb  deficient 
children  in  the  state  of  Colorado.  It  is  surprising 
that  there  is  no  complete  roster  available  at  this 
time.  The  center  would  appreciate  a card  with  the 
name,  age,  present  address,  and  amputation  diag- 
nosis known  to  any  doctor  or  agency  in  the  state. 
It  is  anticipated  that  there  will  be  considerable 
overlap  through  reports  received  from  various 
sources.  This  list  is  for  reference  only,  not  for 
the  development  of  the  clinic. 

There  is  continued  study  within  the  hospital  of 
the  needs  of  orthopedically  handicapped  children 
throughout  the  community  with  the  intent  of  de- 
veloping further  services  to  aid  these  children  and 
to  increase  the  standard  of  the  medical  care  in 
the  community.  Important  in  this  regard  is  the 
orthopedic  residency  training  program  wherein 
orthopedic  residents  from  University  of  Colorado 
Medical  School,  Denver  General,  and  Fitzsimons 
Army  Hospital  are  given  six  months  of  intensive 
training  in  children’s  orthopedic  surgery.  • 
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Acute  childhood  leukemia 

Unusual  complications* 

Kjell  Koch,  MD,  C.  W.  Reiquam,  MD,  and 
E.  C.  Beatty,  Jr.,  MD,  Denver 

In  a review  of  all  expired  cases  of  acute  leu- 
kemia at  Denver  Children’s  Hospital  during  a 
decade,  we  had  the  opportunity  to  encounter  some 
unusual  manifestations — some  related  to  the  leu- 
kemic process  itself  and  others  related  to  the 
therapy.  These  complications  encompassed  vari- 
ous body  systems  and  involved  a variety  of  symp- 
toms, often  not  regarded  as  a part  of  leukemia. 
Some  occurred  during  the  initial  stage  of  the  dis- 
ease, others  during  the  course,  and  others  as  a 
terminal  event.  Most  are  clinically  recognizable; 
autopsy  data  has  aided  in  defining  the  clinical 
findings.  The  increase  in  survival  time  in  patients 
with  acute  leukemia  resulting  from  improved  spe- 
cific management  has  undoubtedly  permitted  ap- 
pearance of  certain  complications,  as  those  re- 
lated to  the  central  nervous  system. 

The  appearance  of  unusual  complications  dur- 
ing the  course  of  acute  leukemia  implies  that  spe- 
cific chemotherapy  and  control  of  hematological 
situations  are  not  necessarily  the  only  therapeu- 
tic decisions  which  may  confront  the  physician. 
Unexpected  situations  requiring  special  manage- 
ment may  involve  assistance  of  the  surgeon,  oph- 
thalmologist, family  physician  and  hematologist. 
These  are  not  uncommon,  but  they  are  perhaps 
uncommonly  recognized  and  treated.  Our  experi- 
ence indicates  that  many  of  them  can  be  treated 
successfully  if  recognized.  It  is  important  that 
these  patients  be  managed  as  the  situation  indi- 
cates even  though  at  the  present  moment  there  is 
no  cure  for  the  basic  disease.  New  approaches  to 
therapy  are  available  constantly,  and  we  would 
deny  no  child  his  chance  of  survival  for  lack  of 
treatment  of  a presently  treatable  complication. 
In  this  report  we  have  entirely  omitted  the  com- 
plicated, but  resolvable,  emotional  manipulations 
of  the  fatally  sick  child  and  his  family.  This  will 
be  the  subject  of  a later  communication. 

* This  presentation  is  a portion  of  a Tumor  Conference  at 
Children’s  Hospital,  Denver,  on  October  28,  1965.  Appreciation 
is  expressed  to  the  attending  staff  who  generously  allowed 
us  to  treat  their  patients  and  to  the  house  staff  for  their 
constant  vigilance  and  concern.  Dr.  Koch  was  formerly  Fellow 
in  Pediatric  Hematology  and  Oncology,  Children’s  Hospital. 


Revietv  of  192  cases  of  acute  leukemia  in 
children  reveals  many  unusual  and  challenging 
problems  of  diagnosis  and  treatment. 

Material 

Our  material  consists  of  192  expired  patients 
who  had  the  diagnosis  of  acute  leukemia  between 
January  1, 1954  and  December  3 1 , 1964.  Each  case 
was  managed  by  one  or  more  of  us,  and  autopsy 
examination  usually  was  done  by  one  of  us.  The 
age  of  these  patients  ranged  between  three  weeks 
and  17  years.  The  incidence  by  sex  was  approxi- 
mately the  same  in  males  (97  cases)  and  females 
( 95  cases ) . Of  the  192  cases,  1 3 1 were  classified  as 
lymphocytic,  39  were  granulocytic,  and  22  were 
myelomonocytic  leukemia.  The  few  monocytic 
forms  are  included  in  this  last  group.  Of  the  192 
cases,  six  did  not  receive  specific  therapy,  21  were 
treated  with  only  one  antileukemic  agent  ( steroids, 
6-mercaptopurine,  methotrexate  or  thioguanine ), 
and  the  remaining  165  patients  received  two  or 
more  antileukemic  drugs  (including  steroids,  folic 
acid  antagonists,  6-mercaptopurine,  cyclophos- 
phamide, vincristine  sulfate,  thioguanine  and 
others ) . 

Although  associated  congenital  conditions  do 
not  represent  complications  of  the  disease,  it  is 
of  interest  to  report  their  incidence.  Mongolism, 
which  has  been  the  subject  of  previous  reports 
in  relation  to  leukemia,^’  " was  found  in  five  pa- 
tients (2.6%);  three  were  classified  as  granulo- 
cytic, one  as  lymphocytic  and  one  as  monocytic 
leukemia.  One  patient  had  hypogammaglobuline- 
mia, which  was  diagnosed  prior  to  the  develop- 
ment of  leukemia;  the  possible  relation  of  these 
conditions  has  been  discussed  by  Page,  et  al.-’ 
Other  congenital  conditions  found  in  these  pa- 
tients with  leukemia  include  two  cases  of  congeni- 
tal heart  disease,  and  one  each  of  pituitary  giant- 
ism, congenital  hydrocephalus,  cystic  hygroma, 
and  incompletely  defined  brain  dysgenesis. 

Complications 

In  Table  1 are  listed  some  unusual  situations 
which  were  related  to  the  leukemic  process  and 
likely  not  to  antileukemic  therapy.  These  are 
grouped  according  to  the  predominant  pathology. 
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TABLE  1 

COMPLICATIONS  OF  LEUKEMIA 
(192  EXPIRED  CASES),  1954-1964 


ALL 

AGL 

AML 

TOTAL 

1. 

Related  to  infiltration: 

Leukemia  cutis 

2 

1 

1 

4 

Testes  enlargement  

1 

1 

Pleural  effusion 

2 

2 

Glaucoma  

1 

1 

Hypertension  

1 

1 

2 

Uremia 

1 

1 

Obesity  

3 

3 

11. 

Related  to  hemorrhage: 

Bil.  retinal  hemorrhage  . 

1 

1 

Massive  hemorrhage,  right 

eye  

1 

1 

Hemopericardium  

1 

1 

III. 

Miscellaneous: 

Intussusception  (ileocolic) 

1 

1 

Acute  typhlitis  with  early 

intussusception  

1 

1 

Ileus,  adynamic 

1 

1 

Intestinal  obstruction  . 

1 

1 

Acute  perforation  

1 

1 

Peptic  ulcer  

1 

1 

Pulm.  hyaline  membranes 

1 

1 

IV. 

Infections: 

Giant  cell  pneumonitis 

(rubeola) 

1 

1 

Varicella 

1 

1 

Hepatitis  

2 

2 

Cytomegalic  inclusion 

disease  

3 

3 

Fungal  infections  

4 

4 

Severe  cellulitis  

2 

2 

that  is,  specific  leukemic  infiltration,  hemorrhage, 
infection  or  miscellaneous.  Central  nervous  sys- 
tem involvement  is  of  such  magnitude  that  it  will 
be  discussed  separately. 

1.  LEUKEMIC  INFILTRATIONS:  Leuke- 
mia cell  proliferation  or  accumulation  in  various 
organs  or  systems  causes  some  unusual  problems. 
Cutaneous  lesions  formed  by  specific  leukemia 
infiltration  of  the  skin  occur  rather  infrequently 
in  the  acute  forms  of  leukemia.  It  is  more  frequent 
in  adults  with  chronic  lymphocytic  or  monocytic 
leukemia.  True  leukemic  infiltrative  lesions  should 
be  differentiated  from  the  so-called  non-specific 
leukemids  which  are  represented  by  petechiae, 
vesicular,  pustluar  or  urticarial  lesions.  Accord- 
ing to  Trubowitz  and  Sims,^  approximately  one- 
third  of  patients  who  die  of  leukemia  or  allied 
disease  show  specific  infiltration  in  apparently 
normal  skin,  subcutaneous  fat  being  the  primary 
site  of  involvement.  This  has  not  been  true  in 


our  experience  with  children.  In  our  material 
leukemia  cutis  was  observed  in  four  patients 
(2%).  Of  these,  two  were  lymphocytic,  one  was 
granulocytic  and  one  was  monocytic  in  type. 

The  microscopic  demonstration  of  leukemic  in- 
filtration of  the  gonads  is  not  an  unusual  necropsy 
finding.  Nevertheless,  the  involvement  of  the  go- 
nads forming  a tumor-like  enlargement  is  un- 
usual. In  our  material  there  was  one  male  pa- 
tient of  2V2  years  of  age  with  acute  granulocytic 
leukemia  who  developed  tumor  like  swelling  of 
the  testes  about  five  months  after  onset  of  the  dis- 
ease. The  lesion  regressed  to  normal  while  on  anti- 
leukemic therapy  with  6-mercaptopurine,  without 
evidence  of  subsequent  recurrence. 

Pleural  effusion  is  a rare  and  late  complication 
seen  almost  exclusively  in  adults  with  chronic 
lymphocytic  leukemia.  In  our  material  were  two 
cases  of  acute  lymphocytic  leukemia  who  devel- 
oped pleural  effusion  with  prominent  leukemic 
infiltration  of  the  pulmonary  parenchyma.  In  one 
of  these  patients  this  pleural  complication  ap- 
peared with  a relapse  after  a period  of  remission; 
in  the  other  case  it  was  a terminal  event. 

Symptoms  referable  to  specific  leukemic  infil- 
tration of  the  eyes  are  infrequent  in  acute  leu- 
kemia.® Exophthalmos  is  described  as  charac- 
teristic of  chloroma.  We  encountered  one  five- 
year-old  girl  with  acute  lymphatic  leukemia  who 
developed  the  unusual  complication  of  anterior 
chamber  leukemic  cell  infiltration  with  secondary 
glaucoma.  This  complication  responded  satisfac- 
torily to  irradiation.®  At  autopsy,  leukemic  infil- 
tration was  found  in  both  globes. 

Hypertension  is  an  unusual  manifestation  of 
acute  leukemia;  we  observed  hypertension  in  two 
patients  (1.04%).  In  a 12-year-old  boy,  blood 
pressure  of  175/125  and  uremia  were  initial 
manifestations  of  acute  lymphatic  leukemia.  His 
initial  complaint  was  vomiting  for  two  weeks. 
There  was  clinical  and  radiological  evidence  of 
renal  enlargement,  and  undoubtedly  leukemic  in- 
filtration of  the  kidney  was  responsible  for  this 
symptomatology.  After  18  days  of  antileukemic 
chemotherapy  with  6-mercaptopurine  and  pred- 
nisone, the  blood  pressure  became  normal  as  the 
patient  entered  a remission.  Hypertension  was 
also  present  during  most  of  the  course  of  leukemia 
in  an  infant  girl  with  the  acute  myelomonocytic 
type.  In  this  case  the  elevation  of  the  blood  pres- 
sure was  not  explained  clearly  though  an  associa- 
tion with  peri-aortic  node  enlargement  infringing 
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on  the  renal  blood  flow  is  suggested.  VMA,  meta- 
nephrine  and  catecholamine  studies  were  not  re- 
markable. 

2.  HEMORRHAGE;  Although  some  degree 
of  hemorrhage  may  occur  rather  frequently  in 
the  fundi  of  patients  with  acute  leukemia,  massive 
hemorrhage  at  this  site  is  unusual.  We  observed 
one  patient,  a 13-year-old  boy  with  acute  granu- 
locytic leukemia,  who  developed  severe  bilateral 
retinal  hemorrhage.  Another  patient,  a 41/2 -year- 
old  boy  with  acute  lymphatic  leukemia,  sponta- 
neously developed  massive  hemorrhage  of  the 
right  eye  requiring  enucleation.  A 13-year-old  boy 
suffering  from  acute  granulocytic  leukemia  devel- 
oped a severe  hemopericardium  secondary  to 
marked  thrombocytopenia;  cardiac  tamponade  re- 
sulted in  death. 

3.  INFECTION:  Bacterial,  viral  or  fungal  in- 
fections appear  during  the  course  of  acute  leu- 
kemia. The  patients  are  able  to  cope  satisfactorily 
with  most  of  these,  especially  when  in  hematologic 
remission.  However,  when  the  patients  are  in  re- 
lapse, the  defense  mechanisms  against  infection 
are  impaired.  This  is  partly  related  to  the  paucity 
of  granulocytes  and  normally  functioning  lympho- 
cytes. Chemotherapeutic  agents  used  in  the  con- 
trol of  leukemia  also  may  suppress  the  patient’s 
immune  response.'  This  deterioration  in  the  host’s 
capacity  to  defend  himself  against  infection  leads 
to  one  of  the  most  important  precipitating  causes 
of  death  in  acute  leukemia  patients,  and  infection 
rates  first  as  cause  of  death  in  our  patients.  The 
bacterial  organisms  most  frequently  encountered 
include  Staphylococcus,  E.  coli  and  Pseudomonas. 

Viral  infection  sometimes  produces  severe  and 
uncontrolled  complications.  Severe  rubeola  with 
marked  giant  cell  pneumonitis  was  the  cause  of 
death  in  a three-year-old  girl  with  acute  lymphatic 
leukemia;  autopsy  indicated  the  leukemic  process 
to  be  in  relapse.  Similarly,  viral  hepatitis,  which 
we  encountered  in  two  cases,  was  the  precipitat- 
ing cause  of  death  in  a three-year-old  boy  with 
acute  lymphatic  leukemia.  Our  material  includes 
three  cases  of  cytomegalic  inclusion  disease.®  Five 
cases  of  diffuse  fungal  infections  in  liver,  lung 
and  gastrointestinal  tract  were  identified;  yeast 
was  cultured  from  three;  two  others  had  Asper- 
gillus. Two  children  had  severe  cellulitis,  one  in- 
volving the  periorbital  region  and  the  other  the 
face  and  neck.  The  subcutaneous  tissue  of  the  lat- 
ter was  highly  infested  with  organisms.  Pseudo- 
monas aeruginosa  was  recovered  from  the  cul- 
tured material. 


4.  MISCELLANEOUS;  Severe  anemia  lead- 
ing to  decompensation  is  the  main  cardiac  com- 
plication in  leukemia.  Bacteremic  shock  second- 
ary to  gram  negative  rod  sepsis  with  cardiovas- 
cular decompensation  is  a fairly  common  and  dif- 
ficult problem.  Other  causes  of  heart  failure  in 
leukemia  are  infrequent. 

Involvement  of  the  gastrointestinal  tract  in 
acute  leukemia  occurs  frequently,  and  leukemic 
infiltration  and  hemorrhage  are  commonly  found 
at  necropsy.  During  the  course  of  the  disease  clin- 
ical manifestations  related  to  gastrointestinal  in- 
volvement may  include  pain,  anorexia,  nausea, 
vomiting,  diarrhea,  constipation  and  melena.  Ab- 
dominal pain  is  sometimes  most  distressing  and 
is  not  readily  relieved.  The  pain  can  be  excru- 
ciating when  secondary  to  perivascular  hemor- 
rhage and  necrosis  of  the  tract  wall.  We  encoun- 
tered six  patients  with  interesting  gastrointestinal 
manifestations  (Table  1).  In  four  of  these,  there 
was  definite  bowel  obstruction.  One  of  these  pa- 
tients was  a IV^ -year-old  girl  with  acute  lymphatic 
leukemia  who  developed  ileo-colic  intussusception 
secondary  to  a large  plaque  of  leukemia  cells 
enlarging  a Peyer’s  patch  in  the  terminal  ileum, 
and  this  complication  was  the  precipitating  cause 
of  death.  In  a four-year-old  girl  with  acute  lym- 
phatic leukemia,  acute  typhlitis  with  early  intus- 
susception developed  as  a terminal  event.  In  two 
other  cases,  both  with  acute  lymphatic  leukemia, 
signs  of  intestinal  obstruction  were  encountered 
in  the  early  stages  of  the  disease.  These  manifes- 
tations subsided  in  response  to  antileukemic  ther- 
apy and  the  patients  survived  nine  and  12  months 
respectively.  Another  complication  of  the  gastro- 
intestinal tract  was  acute  perforation  of  the  small 
intestinal  wall  secondary  to  necrotizing  colitis  of 
the  cecum  and  ascending  colon  in  a two-year-old 
boy  with  acute  lymphatic  leukemia  who  expired 
shortly.  Acute  peptic  ulcer,  not  related  to  steroid 
therapy,  was  encountered  in  15-year-old  boy  who 
was  a pituitary  giant  suffering  from  acute  lym- 
phatic leukemia;  the  ulcer  was  explained  on  the 
basis  of  stress. 

5.  THERAPEUTIC  COMPLICATIONS: 
Most  of  the  presently  used  antileukemic  drugs 
produce  side  effects  which  are  not  unusual;  many 
of  them  are  expected  to  appear  as  a sign  of  ade- 
quate action  of  the  agent.  It  is  not  our  purpose 
to  discuss  this  type  of  toxic  manifestation,  and 
only  brief  mention  will  be  made  of  them.  Severe 
marrow  depression  occurred  following  drug  ther- 
apy in  several  instances;  occasionally  there  was 


for  October,  1966 


57 


marked  hemorrhage  secondary  to  thrombocyto- 
penia. An  exfoliating  dermatitis  and  hepatitis  has 
been  related  to  methotrexate  therapy.  Hyperuri- 
cemia and  uremia  following  combined  use  of 
6 MP  and  prednisone  occurred  in  one  instance 
following  the  rapid  lysis  of  leukemia  cells. 

Therapij  of  complications 

When  a complication  is  related  primarily  to 
specific  leukemia  infiltration,  it  is  usually  possible 
to  control  the  situation  with  antileukemic  treat- 
ment only,  if  a hematologic  remission  can  be  in- 
duced. However,  in  the  current  management  of 
central  nervous  system  leukemic  involvement,  the 
symptoms  can  be  controlled  with  intrathecal 
methotrexate  or  local  irradiation,'*’  even  with  the 
patient  in  relapse.  Irradiation  is  useful  in  treating 
localized  infiltration  of  the  eyes,^®  and  in  extreme 
situations  surgical  enucleation  may  give  the  patient 
relief.  Surgical  measures  may  be  required  in  man- 
aging gastrointestinal  tract  obstruction,  and  in 
these  cases,  generous  support  with  blood  or  plate- 
let concentrates  and  antibiotic  therapy  are  essen- 
tial. 

Complications  related  to  hemorrhage  require 
special  therapy.  In  acute  leukemia,  hemorrhage  is 
related  primarily  to  thrombocytopenia,  therefore 
supply  of  platelets,  either  by  transfusion  of  fresh 
blood  or  by  platelet  concentrates  may  be  neces- 
sary.” An  acute  hemorrhagic  episode  may  be  re- 
lated, not  to  decreased  platelets,  but  to  a fibrino- 
lytic crisis — a rare  phenomenon  seen  in  patients 
with  acute  myelomonocytic  leukemia  rather  than 
the  acute  lymphocytic  type. 

Although  there  has  been  a definite  improve- 
ment in  the  management  of  infections,  patients 
with  acute  leukemia  in  relapse  continue  to  be  in 
danger  of  acquiring  severe  bacterial,  viral  or  fun- 
gal infeetions.  Those  related  to  gram  positive  cocci 
can  be  fairly  adequately  controlled  with  specific 
antibiotics.  On  the  other  hand,  infections  with 
gram  negative  bacilli,  as  Pseudomonas,  E.  coli, 
or  Proteus,  are  difficult  to  control  and  often  pro- 
duce vasomotor  collapse  and  bacteremic  shock. 
Viral  and  fungal  agents  are  likewise  difficult  to 
manage. 

Transfusion  of  granulocytes  from  normal  do- 
nors to  replace  a deficit  has  been  attempted  and 
may  eventually  prove  clinically  useful.  With  the 
use  of  plasmapheresis,  leukocytes  from  donors 
with  chronic  myelocytic  leukemia  have  been 
transfused  into  leukocyte  deficient  patients.  It  has 
been  possible  to  increase  effectively  the  number 


of  circulating  granulocytes  with  apparent  benefit 
in  the  control  of  some  infections.^-  The  main  limi- 
tation of  this  approach  is  technical  inability  of 
obtaining  large  numbers  of  granulocytes.  Also  the 
potentially  serious  problems  of  sensitizing  the  pa- 
tient to  leukocytes  is  as  yet  a real  obstacle. 

Central  nervous  system  complications 
of  leukemia 

Neurologic  aberrations  appearing  during  the 
course  of  acute  leukemia  as  a result  of  leukemic 
infiltration  in  the  central  nervous  system  have 
been  the  subject  of  many  recent  publica- 
tions.*’Our  experience  is  similar  to 
that  of  others  in  finding  increasing  incidence  of 
leukemic  involvement  of  the  central  nervous  sys- 
tem as  the  total  survival  time  increases.  Although 
adequate  chemotherapeutic  control  may  exist  in 
other  sites  of  the  body,  the  fact  that  drug  effect 
is  practically  excluded  from  the  cerebrospinal 
fluid  by  the  “blood-brain  barrier”  apparently  ex- 
plains the  development  of  leukemic  involvement 
of  this  system. 

Among  our  192  expired  cases  are  41  with  cen- 
tral nervous  system  involvement,  an  incidence  of 
26.5%.  Of  these,  28  developed  clinical  manifes- 
tations during  the  course  of  the  disease;  in  1.3 
there  were  no  obvious  clinical  manifestations  al- 
though necropsy  examination  revealed  leukemic 
involvement  of  the  central  nervous  system.  The 
survival  time  in  the  group  of  patients  who  ex- 
hibited clinical  involvement  was  17.12  months 
(mean)  with  range  of  2.8  to  37.2  months.  In  the 
group  in  which  involvement  was  only  an  autopsy 
finding  the  mean  was  9.9  months  with  a range  of 
0.46  to  27.8  months.  This  indicates  that  the  sur- 
vival time  was  almost  twice  as  great  in  the  group 
who  exhibited  clinical  manifestations  during  the 
course  of  the  disease.  The  incidence,  therefore, 
of  cases  with  clinical  evidence  of  central  nervous 
involvement  should  be  increasing  along  with  an 
increase  in  survival  time,  and  among  our  living 
patients  with  acute  leukemia,  the  incidence  of 
CNS  leukemia  is  approximately  25%.  Of  the  41 
expired  cases,  23  were  female  and  18  were  male; 
the  ages  ranged  from  3 months  to  13  years;  all 
were  Caucasian;  and  34  were  classified  as  lym- 
phocytic leukemia,  five  were  granulocytic  and 
two  were  monocytic. 

The  28  patients  who  developed  clinical  mani- 
festations of  CNS  leukemia  exhibited  a total  of 
44  episodes.  Fifteen  of  these  episodes  occurred 
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while  the  patient  was  in  remission  and  29  oc- 
curred in  relapse.  The  mean  interval  from  diag- 
nosis of  leukemia  to  the  first  episodes  of  nervous 
system  involvement  is  about  22  months.  Most  of 
the  symptoms  and  signs  are  related  to  increased 
intracranial  pressure.  In  general,  the  cerebro- 
spinal fluid  has  an  increased  cell  count,  increased 
concentration  of  protein  and  decreased  content 
of  sugar.  Nevertheless,  the  CSF  may  be  normal 
in  the  presence  of  CNS  leukemic  involvement. 

Treatment  of  these  cases  was  with  either  local- 
ized radiotherapy  to  the  head  or  with  intrathecal 
methotrexate,  and  a few  cases  had  combination 

TABLE  2 

LEUKEMIA  OE  CENTRAL  NERVOUS  SYSTEM, 
1954-1964 


Clinical  manifestations  in  44  episodes  (28  patients) 
Signs  and  symptoms  of  increased  intracranial  pressure; 


Emesis  23 

Headache 19 

Papilledema 11 

Convulsions  6 

Lethargy  5 

Hydrocephalus  2 

Separation  of  sutures  2 

Nuchal  rigidity  1 

Ocular  manifestations: 

Nystagmus  1 

Diplopia  1 

Blurred  vision  1 

Strabismus  1 

Photophobia  1 

Unequal  pupils  1 

Cranial  and  peripheral  dysfunction: 

Facial  palsy 7 

L 4-5 1 

Miscellaneous: 

Irritability  3 

Ataxia  3 

Increased  weight  3 

Hemiparesis  2 

Abdominal  pain  2 

Cheyne-Stokes  respirations  1 

Coma  1 


of  both.  Results  of  therapy  are  summarized  in 
Table  3.  Therapy  was  effective  in  90.2%  of  the 
cases,  regardless  of  the  type  employed.  Unfor- 
tunately, these  forms  of  therapy  are  only  pallia- 
tive as  evidenced  by  the  recurrence  rate  of  the 
CNS  manifestations.  Prophylactic  intrathecal 
methotrexate  is  another  approach  in  controlling 
this  complication.  Although  it  has  been  effective 
in  preventing  the  recurrences  of  meningeal  leu- 
kemic infiltration  with  increased  intracranial  pres- 
sure, it  has  not  prolonged  the  total  survival  times 
beyond  those  of  the  long  term  survivors  without 
intracranial  infiltrations. 

Among  the  28  patients  who  had  clinical  mani- 
festations of  CNS  leukemia  were  19  in  which  a 
postmortem  examination  was  done.  Of  these,  four 
did  not  show  evidence  of  leukemic  infiltration  in 
the  central  nervous  system  at  necropsy.  Table  4 
indicates  the  autopsy  findings  in  the  remaining  15 
patients  and  in  13  cases  with  no  clinical  manifes- 
tations. The  meninges  were  the  usual  site  of  in- 
volvement. Lesions  in  the  parenchyma  were  usu- 
ally perivascular  and  associated  frequently  with 
perivascular  hemorrhage  of  varying  amounts. 

Perineural  leukemic  infiltration  has  manifest 
itself  in  radicular  pain  and  in  paralysis  of  the  low- 
er extremities.  Here  also  intrathecal  methotrexate 
usually  gives  prompt  relief. 

Of  special  interest  was  unexpected  gain  in 
weight,  not  related  to  steroid  therapy,  observed  in 
three  additional  patients  with  acute  lymphatic 
leukemia.  This  unusual  manifestation  was  ex- 
plained on  the  basis  of  leukemic  infiltration  of 
the  hypothalamic  area.  This  explanation  is  sup- 
ported by  the  beneficial  response  to  intrathecal 
methotrexate  in  one  case,  irradiation  to  the  head 
in  another,  and  combined  therapy  (intrathecal 
methotrexate  and  irradiation)  in  a third  case. 
Serial  sections  through  the  hypothalamic  areas 
failed  to  reveal  a nidus  of  leukemia  cells,  although 
the  obesity  was  not  a clinical  problem  at  death. 


TABLE  3 

LEUKEMIA  OF  CENTRAL  NERVOUS  SYSTEM,  1954-1964 
Therapy  (44  episodes) 


NO.  EPISODES 

Unknown 

None 

RESPONSE  TO  THERAPY 

Partial  Good 

Effective  % 

No  therapy  

3 

X-Ray  

18 

1 

1 

16 

94.4 

IT  Mtx*  

19 

1 

4 

14 

94.7 

X-Ray  + IT  Mtx 

4 

2 

50.0 

Total  treated  

41 

1 

3 

5 

32 

90.2 

* IT  Mtx  = intrathecal  methotrexate. 
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Complications  during  the  course  of  acute  leu- 
kemia in  childhood  are  documented  in  192  ex- 
pired cases  in  eleven  years  at  Denver  Children’s 
Hospital.  These  cases  present  many  unusual  and 
challenging  problems  of  diagnosis  and  therapy. 
Infection  and  hemorrhage  are  two  major  prob- 
lems. Vigorous,  specific  therapy  of  both  are  re- 
warding and  aid  in  continually  extending  the  sur- 
vival times. 

TABLE  4 

LEUKEMIA  OF  CENTRAL  NERVOUS  SYSTEM, 
1954-1964 

Autopsy  findings  (28  cases  with  CNS  Leukemia) 


Cases  with  Cases  without 
previous  clinical  clinical 

CNS  leukemia  CNS  leukemia 

Total 

Number  of  cases 

15 

13 

28 

Location  of  lesions: 

Brain  parenchyma  10 

7 

17 

Meninges 

11 

11 

22 

Medulla 

2 

2 

Cord  . 

2 

2 

Pituitary  

3 

2 

5 

Peri-pineal 

1 

1 

Intracranial  leukemic  inhltration  is  a major 
problem  but  can  be  well  controlled  with  intra- 
thecal chemotherapy  or  loealized  irradiation  to 
the  head. 

That  many  treatable  problems  occur  during 
the  course  of  leukemia  is  not  widely  recognized. 
Treatment  should  be  specific  and  vigorous  and  is 

Ambulatory  pediatrics 

Some  practical  considerations 

Richard  W.  Olmsted,  MD,  Portland,  Oregon'*^ 

In  an  address  delivered  on  the  occasion  of  the 
Centennial  Anniversary  of  the  Children’s  Hospital 
of  Philadelphia,  Dr.  Grover  Powers,  in  comment- 
ing on  the  then  urgent  question  of  whether  pe- 
diatries should  be  a specialty,  said  . . . “To  min- 
ister to  the  child  . . . should  be  the  responsibility 
of  a physician  specially  interested  in  children  and 
understandingly  aware  of  their  peculiar  physical, 
mental  and  emotional  characteristics  in  sickness 
and  in  health.”** 

Dr.  Olmsted  is  Chairman  of  Department  of  Pediatrics,  Uni- 
versity of  Oregon  Medical  School,  Portland,  Oregon.  This 
address  was  presented  Feb.  3,  1966,  at  Denver. 

'**  Powers,  G.  F.:  American  Pediatrics:  The  Coming  Years, 
Pediatrics,  16:688,  1955. 


increasingly  successful  with  specific  blood  com- 
ponent therapy,  the  proper  use  of  antibiotics,  ra- 
diation and  chemotherapy.  • 
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Fourth  Emanuel  Friedman  Lecture, 

Denver  Children’s  Hospital. 

In  preparing  this  lecture,  I was  reminded  of 
these  remarks  because  they  described  so  well 
those  qualifications  that  Dr.  Friedman  possessed. 
In  addition  to  interest  and  understanding,  Dr. 
Friedman  exhibited  in  his  lifetime  the  even  great- 
er attributes  of  the  pediatrician — love  and  com- 
passion, not  only  for  his  patient  but  for  his  pa- 
tient’s family.  It  is  entirely  fitting  that  the  occasion 
of  this  Fourth  Annual  Emanual  Friedman  lecture 
coincides  with  the  imminent  establishment  of  an 
expanded  Outpatient  Department  of  the  Chil- 
dren’s Hospital.  The  heritance  that  Dr.  Friedman 
left  will  strongly  influence  the  future  of  this  clinic. 
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I am  deeply  honored  to  have  been  invited  to  de- 
hver  this  address  in  honor  of  a great  man  and  a 
fine  pediatrician. 

I have  chosen  to  confine  my  remarks  to  the 
more  practical  aspects  of  outpatient  practice.  I 
think  Dr.  Friedman  would  have  approved  of  this 
choice  for  what  will  be  considered  is  the  care  of 
patients,  and  their  families,  and  the  provision  of 
learning  experiences  for  physicians.  Indeed,  these 
would  have  been  the  two  subjects  closest  to  Dr. 
Friedman's  heart. 

The  past  few  years  have  witnessed  dramatic 
changes  in  the  role  of  the  Outpatient  Department 
as  a source  of  patient  care  and  as  a center  for 
teaching.  The  ill-equipped,  under-staffed  dispen- 
sary, caring  for  multitudes  of  indigent  patients,  is 
changing,  although  gradually  in  many  instances,  to 
the  efficiently  planned  clinic  offering  a variety  of 
services  to  patients  of  all  economic  groups.  The 
Outpatient  Departments,  once  staffed  by  junior 
physicians,  are  now  attracting  highly  qualified 
clinicians.  The  Outpatient  Departments,  once 
relatively  ignored  in  the  design  of  teaching  pro- 
grams, are  now  regarded  by  students  and  teachers 
alike  as  the  “new  frontiers”  of  pediatric  education. 

The  Children’s  Hospital  is  embarking  on  the 
establishment  of  an  essentially  new  Outpatient 
Department.  It  is  appropriate,  therefore,  to  dis- 
cuss certain  considerations  relative  to  effective 
outpatient  practice.  There  are  three  considerations 
which  are  essential:  (1)  An  analysis  of  the  pur- 
poses for  which  the  clinic  has  been  established. 

(2)  The  selection  of  personnel  of  the  clinic;  and 

(3)  The  classification  of,  and  approach  to,  the 
patients  who  will  look  to  the  clinic  for  varying 
proportions  of  their  health  care. 

There  is  one  more  important  consideration 
which  belongs,  perhaps,  in  the  category  of  philos- 
ophy. When  one  examines  the  strengths  and 
weaknesses  of  the  Outpatient  Department  today, 
he  cannot  avoid  the  realization  that  the  true  basis 
of  medical  practice  must  always  lie  in  the  rela- 
tionship between  the  doctor  and  his  patient.  Un- 
less its  essential  purpose  is  the  achievement  of  this 
doctor-patient  relationship,  the  clinic  will  be  a 
sterile,  meaningless  experience  for  patients  and 
physicians.  It  is  my  hope  that  those  entrusted  with 
the  development  of  this  clinic  will  make  the 
achievement  of  this  concept  the  true  basis  of  their 
planning. 

Let  us  turn  now  to  the  first  of  the  three  major 
considerations — the  purposes  for  which  the  clinic 


has  been  established.  Is  the  fundamental  purpose 
of  this  clinic  to  provide  a service  to  the  community 
which  is  needed  but  not  available,  or  is  the  pur- 
pose to  provide  a learning  experience  for  phy- 
sicians? Will  the  clinic  serve  primarily  as  a re- 
ferral and  consultation  unit  or  as  a general  med- 
ical care  facility?  Is  the  clinic  to  provide  emergen- 
cy care  and,  if  so,  to  what  population?  Will  the 
clinic  be  self-supporting  and,  if  not,  what  funds 
will  be  available  to  meet  the  deficit? 

Answers  to  all  of  these  questions  are  obviously 
not  forthcoming  at  this  time.  On  them,  however, 
depends  the  basis  of  the  design  and  planning  of 
the  clinic.  For  example,  one  can  readily  envision 
the  differences  in  space  requirements  and  staffing 
of  a clinic  which  offers  24-hour  emergency  care 
as  contrasted  to  the  clinic  which  accepts  patients 
only  on  an  appointment  basis.  The  personnel  re- 
quired for  the  clinic  will  also  be  influenced  by  the 
relative  emphasis  given  to  teaching  versus  patient 
care.  I leave  this  first  consideration  after  touch- 
ing on  it  only  briefly.  These  questions  must  be 
asked  of  those  responsible  for  the  planning  of 
this  clinic.  However,  the  answers  must  be  antic- 
ipated. 

We  turn  now  to  the  second  consideration — the 
personnel  of  the  clinic.  First,  and  of  great  im- 
portance, is  recognition  of  the  need  for  a full-time 
Director.  Progress  made  in  outpatient  pediatrics 
has  been,  in  large  measure,  due  to  the  acceptance 
of  not  only  the  need  for  full-time  Directors  of 
Clinics,  but  of  the  need  for  highly  qualified  ones. 
This  position  has  too  often  been  regarded  as  a 
subordinate  one  in  hospital  organization,  and  has 
been  delegated  to  younger,  less  experienced  men. 
It  follows  that  serious  thought  be  given  to  the 
selection  of  the  individual  for  this  position.  It 
should  be  recognized  that  there  is  an  increasing 
number  of  individuals  trained  for  these  positions, 
and  although  the  best  qualified  individual  may  be 
right  in  one's  own  backyard,  a hasty  appointment 
should  not  be  made  just  because  someone  is 
available.  The  hospital  administration  must  be 
thoroughly  cognizant  of  the  importance  of  the 
position  and  make  available  an  appropriate  salary 
to  attract  the  best  candidate.  Frank  discussion 
should  be  undertaken  with  potential  applicants 
regarding  philosophy  of  the  hospital  toward  the 
clinic,  financial  commitments  and  opportunities 
for  development  of  new  programs.  It  is  a tragic 
error  to  obtain  a qualified  individual  for  certain 
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purposes,  for  example,  teaching  of  house  staff, 
only  to  find  that  he  becomes  just  another  pair  of 
hands. 

Without  one  individual  available  and  respon- 
sible at  all  times  for  solving  problems,  for  direc- 
tion of  patient  flow,  and  for  many  other  duties, 
it  is  virtually  impossible  for  the  clinic  to  run  ef- 
ficiently. Thus  it  follows  that  almost  at  the  same 
time  that  the  services  of  the  Director  are  being 
sought,  an  aid  or  assistant  for  him  must  be  con- 
sidered. 

What  are  other  considerations  of  personnel?  I 
will  approach  this  question  from  the  point  of  the 
private  hospital  involved  in  training  programs  for 
residents  and  interns  in  pediatrics  and  other  spe- 
cialties with  a limited  number  of  full-time  staff. 
When  full-time  staff  are  available  it  is  logical 
for  them  to  be  responsible  for  various  aspects  of 
the  clinic.  However,  I make  a strong  plea  that 
physicians  in  private  practice  be  involved  in  staff- 
ing of  the  clinic  in  whatever  ways  possible.  The 
philosophy  underlying  the  establishment  of  the 
clinic  may  determine  to  a great  extent  the  amount 
of  involvement  of  the  private  physician.  If  the 
philosophy  encompasses  the  concept  that  the 
clinic  is  intended  not  only  to  serve  patients  but 
to  enhance  standards  of,  and  opportunities  for, 
continuing  education  of  physicians,  then  it  nat- 
urally follows  that  the  private  physician  should  be 
deeply  involved. 

The  private  physician  may  function  in  the  clinic 
in  several  ways.  He  may  participate  in  the  teach- 
ing program  by  supervising  house  officers  in  the 
general  clinic  at  specified  times.  If  trained,  and  in- 
terested, in  a sub-specialty  he  may  be  given  re- 
sponsibility for,  or  at  least  the  opportunity  to  par- 
ticipate in,  that  clinic.  The  essential  point  is  to  de- 
sign methods  whereby  the  position  offers  stimula- 
tion and  stature  for  the  participating  doctor.  In 
turn,  the  physician  must  be  responsible,  faithful 
and  productive. 

There  are  many  ways  in  which  these  positions 
can  be  made  stimulating  for  the  private  physician. 
A simple  example  used  in  our  clinic  is  that  of 
presentation  by  medical  students  of  conferences 
preceding  the  start  of  the  clinic.  A physician  su- 
pervising students  in  clinic  that  morning  is  as- 
signed to  be  the  discussant  at  the  conference. 
This  responsibility  requires  him  to  read  about  the 
subject,  and  thus  this  exercise  becomes  a stimu- 
lating learning  experience.  Another  technique  for 
stimulating  interest  is  that  of  making  the  physician 
responsible  for  the  presentation  of  cases  and  sub- 


jects from  his  clinic  at  hospital  conferences  and 
rounds.  Periodic  meetings  of  all  concerned  with 
the  clinic,  those  in  administration,  nursing  and 
other  fields,  will  further  enhance  the  interest  of  the 
private  physician.  Such  meetings  give  recognition 
to  the  importance  of  that  which  the  physician  is 
attempting  to  accomplish  in  his  clinic  and  permits 
opportunity  for  planning  of  future  activities.  A 
further  suggestion  might  be  the  establishment  of 
journal  clubs,  or  other  gatherings,  at  which  the 
private  physician  could  again  assume  responsibil- 
ity for  leading  the  discussion  on  subjects  of  his 
area  of  clinic  interest. 

All  of  these  suggestions  may  seem  somewhat 
mundane  and  not  pertinent  to  the  broader  con- 
siderations of  ambulatory  pediatrics.  1 have  dis- 
cussed them,  however,  because  they  represent 
concern  for  what  1 consider  one  of  the  most  im- 
portant functions  of  the  Outpatient  Department — 
the  involvement  of  the  private  physician.  I believe 
that  continuing  involvement  of  the  practicing  phy- 
sician in  the  activities  of  the  teaching  hospital  will 
be  one  of  the  most  significant  future  trends  in 
pediatrics.  To  realize  the  potential  of  this  involve- 
ment the  role  of  the  practicing  physician  must  be 
strengthened  and  fostered  through  every  possible 
support  from  the  hospital.  The  private  physician 
has  a great  deal  to  contribute  to  the  clinic  and,  in 
turn,  the  clinic  can  contribute  significantly  to  him. 

The  next  question  concerns  remuneration  for 
the  private  physician.  The  answer  to  this  question 
depends  upon  many  factors,  not  the  least  of  which 
is  the  availability  of  funds  for  this  purpose.  I be- 
lieve that  every  effort  should  be  made  to  secure 
such  funds.  There  is  no  doubt  that  the  physician’s 
time  is  worth  this  expenditure.  Furthermore,  remu- 
neration makes  the  position  a more  desirable  and 
a definitely  more  responsible  one.  I am  speaking 
of  the  physician  who  will  participate  for  perhaps 
one-half  to  one  day  per  week.  If  there  are  other 
ways  by  which  the  physician  can  be  remunerated, 
such  as  by  being  given  office  space  within  the  hos- 
pital, then  monetary  remuneration  may  be  un- 
necessary. 

I will  not  dwell  further  on  the  subject  of  person- 
nel other  than  to  say  that  outpatient  work  has  a 
certain  amount  of  religion  associated  with  it.  The 
best  departments  are  those  in  which  the  personnel 
from  the  clerk  to  the  Director  are  truly  dedicated 
to  the  clinic.  Thus  a word  directed  to  those  re- 
sponsible for  selection  of  clinic  personnel — be  as 
particular  in  the  choice  of  those  who  are  to  work 
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in  the  clinic  as  you  would  be  in  choice  of  person- 
nel for  the  premature  nurseries  or  private  wards. 

I shall  turn  to  the  third  consideration — the  pa- 
tients, and  the  reasons  for  which  they  come  to 
the  clinic.  There  are  many  complimentary  things 
that  can  be  said  about  the  Outpatient  Department 
■ — the  amount  and  quality  of  service  that  has  been 
given  to  so  many  patients,  the  equivalent  of  which 
they  may  not  have  received  elsewhere;  the  devo- 
tion of  doctors  and  nurses  to  the  clinic;  the  faith- 
fulness of  those  who  have  worked  in  oftentimes 
much  less  than  desirable  circumstances.  The  fact 
remains,  however,  that  serious  deficiencies  exist 
in  present  day  outpatient  practices. 

The  most  glaring  deficiency,  in  my  estimation, 
has  been  the  inability,  because  of  numbers  of  vis- 
its, inadequate  facilities,  and  other  reasons,  to 
treat  patients  as  we  know  they  deserve  to  be 
treated.  We  are  all  too  cognizant  of  the  typical 
scene  in  the  Outpatient  Department  with  long 
waiting  lines,  uncomfortable  benches,  small  exam- 
ining rooms,  and  impersonal  attitude  of  personnel, 
unfortunately  often  physicians.  This  type  of  ap- 
proach to  pediatric  practice  is  as  outmoded  and 
inhuman  as  were  the  pest  houses  of  the  19th  cen- 
tury. Perhaps  the  greatest  tragedy  emanating  from 
these  circumstances  has  been  the  creation  of  an 
impression  on  students  and  physicians  of  clinic 
patients  as  different  from  patients  in  private  offices 
or  on  inpatient  wards  as  second  class  citizens. 
Our  social  concepts  in  regard  to  this  underprivi- 
leged segment  of  the  population  are  changing  rap- 
idly. Whatever  may  be  their  backgrounds,  their 
motives  and  aspirations,  when  these,  or  any  other 
people,  are  patients  of  a physician  they  must  be 
treated  as  people  in  need,  regardless  of  social 
status.  The  new  Outpatient  Department  of  the 
Children’s  Hospital  has  a magnificent  opportu- 
nity to  share  in  eliminating  these  antiquated  meth- 
ods of  pediatric  care. 

At  the  core  of  the  problem  of  overcrowding 
in  the  clinic  has  been  failure  to  define  adequately 
reasons  for  which  patients  seek  care  in  the  Out- 
patient Department.  There  has  been  a tendency 
to  consider  that  all  patients  come  for  the  same  rea- 
sons, namely  to  receive  their  total  health  care  in 
the  clinic.  Relatively  little  effort  has  been  made 
to  determine  the  types  of  care  which  were  to  be 
provided.  As  a result,  the  same  approach  has 
usually  been  taken  to  the  patient  who  came  for  a 
single  emergency  visit  with  no  intention  to  utilize 
the  clinic  for  other  medical  care,  to  the  patient 
who  came  for  diagnostic  evaluation  of  a compli- 


cated condition,  and  to  the  patient  who  utilizes  the 
clinic  for  complete  medical  care.  In  the  latter  in- 
stance, despite  the  fact  that  the  family  has  re- 
garded the  clinic  as  their  doctor,  there  may  have 
been  no  attempt  on  the  part  of  the  clinic  to  plan 
for  their  comprehensive,  continuing  care.  It  is 
naive  to  expect  that  the  clinic  can  provide  the 
type  of  personal  health  care  that  we  expect  from 
the  conscientious  private  pediatrician.  Indeed,  the 
clinic  defeats  its  own  purposes  and  consequently 
provides  less  than  optimal  care  when  it  assumes 
the  role  of  family  doctor  for  all  of  its  patients. 
With  foresighted  planning,  however,  the  effective- 
ness of  the  clinic  in  the  provision  of  health  care 
can  be  significantly  increased.  The  essential  com- 
ponent of  this  planning  is  the  designation,  within 
limits  of  possibility,  of  the  medical  care  to  be 
provided  into  three  specific  categories. 

1.  Total  medical  care;  In  this  group  would  be 
those  patients  who  would  expect,  and  be  expect- 
ed to,  receive  all  of  their  health  care  through  the 
clinic.  The  numbers  of  patients  accepted  in  this 
category  should  be  dependent  on  the  numbers  of 
physicians  known  to  be  available  at  all  times  to 
provide  this  care.  It  is  implied  that  this  category 
of  care  would  include  complete  well-child  care, 
not  just  “shots,”  but  preventive  services,  inte- 
grated consultative  facilities  and  emergency  care. 
For  this  group  of  patients,  which  it  is  possible 
to  select  through  careful  screening,  the  clinic 
would  be  the  family  doctor. 

Provision  of  effective  health  care  to  these  pa- 
tients depends  primarily  upon  the  efforts  made 
to  provide  continuity  of  physician.  This  is  difficult 
to  achieve,  but  through  careful  planning  of  resi- 
dent and  attending  schedules  it  is  possible.  Suc- 
cess also  demands  a genuine  interest  in  these 
patients  on  the  parts  of  other  clinic  personnel,  the 
secretaries,  nurses  and  others.  Follow-up  on 
missed  appointments,  proper  scheduling  with  ap- 
propriate allotment  of  time  for  visits  and  real- 
istic discussion  of  clinic  regulations  will  aid  in 
developing  cooperative  patients. 

Not  only  does  this  concept  imply  better  health 
care  for  patients,  but  it  implies  a vastly  better 
learning  experience  for  the  student  and  house 
officer.  This  type  of  clinic  operation  offers  the 
best  hope  for  eliminating  the  concept  of  the  sec- 
ond class  citizen,  for  enhancing  the  self-respect 
of  patients,  and  for  developing  more  humane  atti- 
tudes on  the  part  of  physicians.  It  is  in  this  type 
of  setting  that  the  true  concept  of  doctor-patient 
relationship  can  be  learned. 
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2.  Consultative  and  diagnostic  services.  The 
clinic,  through  the  competency  of  its  staff  and 
availability  of  specialists,  both  medical  and  non- 
medical, is  in  a strong  position  to  provide  these 
types  of  services  for  the  benefit  not  only  of  the 
patient  but  of  physicians  and  community  agencies. 
Although  this  function  of  the  clinic  should  not  be 
limited  to  the  single  diagnostic  evaluation  and 
should,  of  necessity,  provide  for  necessary  follow- 
up visits,  the  diagnostic,  specialty  units  should  not 
assume  responsibility  for  the  total  health  care  of 
the  patients.  This  responsibility  rightly  belongs  to 
the  private  physician  or  to  the  physicians  in  that 
part  of  the  clinic  designed  for  total  care.  A ma- 
jor determinant  of  the  success  of  the  consultative 
services  is  the  development  of  ideal  communica- 
tion between  them  and  the  referring  physician. 
Initial  planning  must  consider  the  need  for  secre- 
tarial help  and  for  other  means  of  communica- 
tion so  that  adequate  reports  are  transmitted  rap- 
idly and  clearly  to  the  referring  source.  If  the 
functions  of  this  segment  of  the  clinic  are  clearly 
understood  the  confusion  as  to  where  the  responsi- 
bility for  the  total  care  of  the  patient  lies  will  be 
eliminated.  Furthermore,  the  old  problem  of 
“stealing  the  patient”  will  be  avoided. 

The  foregoing  remarks  have  implied  a separa- 
tion of  the  consultative  services  from  the  longi- 
tudinal services.  I do  not  think  it  a crucial  issue 
whether  the  patient  is  sent  to  the  diagnosticians 
or  whether  the  diagnosticians  come  to  the  patient’s 
doctor.  The  point  which  is  important  is  that  there 
be  a patient's  doctor  and  that  he  direct  all  re- 
ferrals, and  that  the  patient  be  returned  to  him 
for  interpretation  of  the  consultant’s  opinions. 

A word  might  be  said  at  this  point  concerning 
the  organization  of  the  specialty  clinics  partic- 
ularly those  for  which  the  consultants  may  not 
be  pediatricians.  With  no  intent,  whatsoever,  of 
casting  aspersions  on  the  abilities  of  surgeons  or 
other  specialists,  if  it  is  at  all  possible  to  have  a 
pediatrician  working  with  these  consultants  in  the 
specialty  clinics  the  result  is  a marvelous  learn- 
ing experience  for  all  concerned.  We  pediatricians 
must  learn  more  about  ophthalmology,  ortho- 
pedics, pedodontics,  and  other  specialties.  Con- 
versely non-pediatric  specialists  must  be  constantly 
attuned  to  the  total  aspects  of  the  child.  There  is 
no  greater  opportunity  than  in  the  specialty  clinics 
for  this  type  of  mutual  interchange. 

3.  Emergency  services.  Perhaps  the  most  dif- 
ficult problem  to  consider  is  the  provision  of  care 
to  the  mass  of  patients  who  come  to  the  clinie 


for  only  emergency  or  occasional  care.  Unfortu- 
nately, in  one  sense,  these  patients  will  constitute 
the  largest  group  coming  to  the  clinic.  There  is 
certainly  no  one  answer  to  their  optimum  man- 
agement but  I believe  there  are  some  basic  ap- 
proaches which  must  be  taken:  1.  They  should 
be  treated  as  emergency,  or  pseudo-emergency, 
cases,  in  the  sense  that  they  are  at  the  clinic  for 
the  purpose  of  treatment  of  only  the  presenting 
complaint.  2.  The  clinic  should  be  physically  ar- 
ranged in  such  a manner  that  these  patients  can 
be  seen  apart  from  the  other  clinic  activities.  The 
acceptance  of  so-called  “walk-in”  patients  into  the 
clinics  designed  for  total  health  care  seriously 
interferes  with  the  function  of  the  latter.  3.  At- 
tempts should  be  made  to  minimize  return  visits. 
Rather  than  having  these  patients  return  again 
and  again,  effort  should  be  made  to  have  them 
referred  to  the  source  of  their  usual  health  care. 

4.  Thought  should  be  given  to  methods  of  expe- 
diting the  handling  of  these  emergency  visits.  The 
use  of  nurses  for  history  taking,  for  giving  of  in- 
jections and  for  relieving  the  physician  of  as  many 
duties  and  details  as  possible  should  be  explored. 

The  answers  to  this  problem  are  tremendously 
complex  and  require  extensive  research  for  their 
solution.  At  this  time  I merely  make  the  plea  to 
attempt  by  whatever  means  possible  to  prevent 
these  cases  from  interfering  with  other  functions 
of  the  clinic.  As  stated  earlier,  a major  criticism 
of  the  clinic  would  have  to  be  the  tendency  it  has 
developed  of  attempting  to  be  the  family  doctor 
for  all  who  come  to  its  doors.  In  so  attempting, 
the  calibre  of  eare  it  can  provide  to  patients  who 
truly  belong  in  this  category  has  been  seriously 
effected. 

One  cannot  cover  all  aspects  of  clinic  practice 
in  an  address  of  this  type.  I should  like,  there- 
fore, to  make  some  random  observations  which 
seem  to  me  important. 

The  first  refers  back  to  the  question  of  person- 
nel. There  are  two  individuals  whose  services  for 
a variety  of  reasons  are  vital  to  effective  opera- 
tion of  the  clinic.  The  first  is  the  Publie  Health 
Nurse  Coordinator.  This  person  serves  the  ex- 
tremely important  function  of  maintaining  and 
promoting  liaison  between  clinic,  community  and 
referring  agencies  or  institutions.  All  who  have 
worked  in  the  Outpatient  Department  are  pain- 
fully aware  of  the  problem  of  getting  information 
from  referring  sources  and,  in  turn,  of  transmit- 
ting recommendations  back  to  these  sources.  Un- 
told hours  of  labor  are  wasted,  all  to  the  detri- 
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ment  of  the  patient,  when  this  flow  of  interchange 
is  lacking.  The  Public  Health  Nurse,  through  her 
training  and  knowledge  of  community  health 
agencies  is  ideally  prepared  to  perform  this  ser- 
vice. An  equally  important  function  of  the  Public 
Health  Nurse  is  that  of  planning  with  the  physi- 
cian the  steps  required  for  care  of  the  patient. 
The  physician  often  knows  that  certain  measures 
are  required,  for  example  cultures  of  a patient’s 
family  in  order  to  prevent  recurrence  of  infection, 
but  frequently  he  may  be  unaware  of  the  steps 
required  to  implement  the  procedures.  Occasion- 
ally, therefore,  he  may  forego  the  measure.  The 
nurse  is  also  invaluable  in  planning  for  care  of 
the  child  with  complicated  nursing  problems,  for 
example  the  home  management  of  the  child  with 
a body  cast  or  an  indwelling  catheter.  And  lastly, 
the  Public  Health  Nurse  is  a very  potent  teacher, 
not  only  of  students,  but  of  physicians,  in  both 
the  theoretical  and  practical  aspects  of  public 
health. 

Of  no  lesser  importance  to  the  clinic  is  the  So- 
cial Service  Worker.  Her  services  are  legion,  and 
the  aid  she  gives  to  the  physician  is  inestimable. 
In  addition  to  the  services  provided  in  the  man- 
agement of  complex  family  situations,  she  is  of 
great  help  in  determining  which  families  are  most 
suitable  to  be  recipients  of  the  total  health  care 
mentioned  earlier.  There  are  many  other  person- 
nel who  contribute  significantly  to  the  clinic,  but 
none  are  more  important  than  the  Public  Health 
Nurse  and  the  Social  Service  Worker. 

Concluding  remarks  in  this  talk,  which  has 
been  concerned  more  with  the  practical  than  the 
theoretical  aspects  of  ambulatory  care,  are  truly 
practical  ones.  The  Outpatient  Department,  as 
well  as  being  a center  for  humanitarian  care  of  its 
patients,  is  also  a business  organization.  It  is  a 
business  organization,  not  in  the  sense  of  pursuing 


the  profit  motive,  but  in  the  sense  that  in  order  to 
fulfill  its  purpose  it  must  be  efficient.  Needless  in- 
efficiency results  only  in  poor  patient  care.  As  in 
any  business  organization,  several  divisions  make 
up  the  whole.  The  Outpatient  organization  has 
essentially  three  divisions — ^medical,  nursing  and 
administration.  Unless  all  divisions  function  and 
communicate  in  an  integrated  manner,  the  busi- 
ness fails.  Therefore,  mechanisms  must  be  estab- 
lished to  guarantee  this  coordination.  How  fre- 
quently we  are  aware  of  the  record  room’s  (ad- 
ministration) instituting  a change  in  policy  with- 
out prior  consultation  with  the  Director  (med- 
ical), or  the  nursing  division  establishing  policy 
of  work  time  without  consideration  of  its  effect 
on  the  number  of  appointments  to  be  given  at 
certain  hours  of  the  day.  It  is  not  difficult  to  over- 
come these  problems  if  all  concerned  with  the 
clinic  operation  are  thoroughly  cognizant  of  the 
need  for  cooperation  and,  above  all,  for  com- 
munication. 

Finally,  we  must  be  aware  of  our  lack  of  knowl- 
edge of  what  constitutes  the  best  in  clinic  prac- 
tices and  of  the  difficulties  in  determining  the 
effectiveness  of  the  clinic  in  the  deliverance  of 
health  care.  Therefore,  just  as  we  must  plan 
thoughtfully  the  practices  of  the  clinic,  we  must 
also  plan  for  the  constant  evaluation  of  the  effec- 
tiveness of  these  practices.  Dramatic  changes  in 
the  patterns  of  delivery  of  health  services  are 
taking  place.  The  Outpatient  Departments  will 
play  an  increasingly  important  role  in  the  care  of 
children  in  the  future,  and  research  into  methods 
by  which  this  care  can  be  most  effectively  pro- 
vided is  mandatory. 

As  we  enter  into  this  truly  exciting,  and  often 
complex,  phase  of  ambulatory  pediatrics  may  we 
be  guided  by  that  basic  principle  which  Dr. 
Friedman  so  eloquently  demonstrated  in  his  life- 
time— the  concern  of  the  doctor  for  his  patient.  • 


Utah  to  Have  January  Issue 

Our  special  issues  have  been  distinctive:  Wyoming  and  New  Mexico  have  each  had  two; 
Montana  and  Nevada  have  each  had  one.  You  will  recall  the  attractive  covers,  messages  from 
Governors,  and  signed  editorials  from  the  officers  of  these  state  societies. 

Utah  has  spoken  for  this  year’s  December  issue  and  we  had  planned  thus  to  have  it  in  1966. 
However,  their  plans  have  changed  and  you  may  anticipate  Utah's  issue  in  January,  1967. 

Enthusiasm  and  cooperation  of  colleagues  in  our  participating  states  have  been  great,  as  re- 
flected in  those  splendid  journals.  We  hope  there  is  friendly  competition  for  attention  and  distinc- 
tion. Your  Editorial  Board  will  continue  to  do  its  part  to  encourage  and  assist  the  respective  ed- 
itors in  procuring  representative  copy  and  setting  it  up  so  all  concerned  will  be  proud  to  carry 
on  a tradition  of  special  issues  at  least  annually  from  each  of  our  six  states. 
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Use  of  a new  antispasmodic 
in  glaucomatous  patients 

Dale  Marcotte,  MD,  Boulder,  Colorado* 


The  hazard  of  inducing  acute 
increase  of  intraocular  pressure  in 
a patient  with  unrecognized  chronic 
glaucoma  by  a therapeutic  dose  of  this 
gastrointestinal  antispasmodic  is 
extremely  remote. 

Methixene  hydrochloride**  is  a new  gastro- 
intestinal antispasmodic  agent.  Studies  in  experi- 
mental animals  reported  by  Lauener  and  Pogge’^ 
have  shown  this  material  to  be  extremely  potent 
when  assayed  for  parasympatholytic  activity 
against  gastrointestinal  motility,  but  to  be  much 
weaker  than  atropine  when  tested  for  inhibition 
of  salivary  secretion  or  dilatation  of  the  pupil. 
With  respect  to  inhibition  of  gastrointestinal  mo- 
tility, about  1 .4  mg.  of  methixene  is  equivalent, 
in  experimental  animals,  to  0.3  mg.  of  atropine 
( the  usual  clinical  dose  for  effective  control  of 
hypermotility  or  spasm).  On  the  basis  of  pharma- 
cologic studies,  it  was  predicted  that  single  doses 
of  1.0  to  2.0  mg.  of  methixene  hydrochloride 
given  several  times  daily  would  probably  control 
the  symptoms  associated  with  disturbed  motility 
of  the  alimentary  tract  but  probably  would  not 
produce  dry  mouth  or  visual  disturbances. 

The  effectiveness  of  methixene  hydrochloride 
in  controlling  symptoms  of  functional  bowel  dis- 
tress was  demonstrated  simultaneously  in  three 
mutually  confirmatory,  double-blind  studies. 
The  superiority  of  methixene  hydrochloride  in 
oral  dosage  of  1.0  mg.  three  times  daily  over  a 
placebo  was  statistically  significant  in  all  three 
studies.  When  the  drug  was  given  in  this  dosage, 
side  effects  were  uncommon.  Studies  designed  to 
demonstrate  safety  in  human  beings  were  con- 
ducted, using  a dose  of  2.0  mg.  three  times  daily; 
visual  disturbances  were  still  rare.- 


* From  the  Department  of  Ophthalmology,  University  of 
Nebraska  College  of  Medicine,  Omaha.  This  study  was  con- 
ducted under  the  direction  of  J.  H.  Judd,  MD,  Professor  of 
Ophthalmology, 

‘‘Trest'S',  Dorsey  Laboratories  (a  division  of  The  Wander 
Company),  Lincoln,  Nebraska, 


Acute  exacerbation  of  undiagnosed 
glaucoma 

So  far  as  we  know,  the  first  mention  of  glau- 
coma (“glaucosis”)  appears  in  the  Aphorisms  of 
Hippocrates  who  wrote  that  the  condition  was 
characterized  by  a greenish  or  bluish  gray  pupil. 
He  predicted  that  if  the  pupil  were  the  color  of 
sea  water,  the  condition  will  progress  slowly  and 
ultimately  will  appear  also  in  the  other  eye.  We 
now  recognize  glaucoma  as  a symptom-complex 
which  ultimately  produces  blindness  following  a 
progressive  loss  of  visual  fields  resulting  from  in- 
creased intraocular  pressure,  hardness  of  the  eye, 
atrophy  of  the  retina,  and  cupping  of  the  optic 
disk.  Cholst  and  his  co-workers®  reported  that  in 
the  glaucoma  clinic  of  the  New  York  Eye  and 
Ear  Infirmary  there  was  a group  of  patients  who 
were  highly  resistant  to  the  usual  therapy  (mi- 
otics)  commonly  employed  in  treatment  of  glau- 
coma. Upon  further  study,  he  found  that  these 
patients  were  receiving  parasympatholytic  treat- 
ment either  for  gastrointestinal  hypermotility  or 
for  paralysis  agitans.  When  the  antispasmodic 
medication  was  stopped,  the  intraocular  pressure 
was  usually  controllable. 

Hartmann-von  Monakow*’  published  a report  in 
which  he  described  the  use  of  methixene  in 
the  treatment  of  paralysis  agitans,  although  such 
usage  is  not  presently  accepted  in  the  United 
States.  When  methixene  is  used  for  this  purpose, 
substantially  higher  doses  are  used  than  are  need- 
ed to  control  gastrointestinal  disorders.  Specifi- 
cally, Hartmann-von  Monakow  reported  his  ex- 
perience with  a group  of  155  patients  who  re- 
ceived total  daily  doses  of  20  to  60  mg.  (3.3  to 
10  times  the  maximum  daily  dose  used  in  the 
United  States).  Even  though  he  used  this  rela- 
tively high  dosage  of  methixene,  he  stated  that 
“visual  disturbances  seldom  occur.”  Although  he 
made  no  direct  mention  of  the  possible  exacerba- 
tion of  undiagnosed  glaucoma,  he  did  provide  sup- 
plementary unpublished  data,  in  personal  com- 
munication August  21,  1964,  indicating  that  in  his 
experience  methixene  hydrochloride  had  never 
produced  an  increase  in  intraocular  pressure. 
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Methixene  hydrochloride  does  not 
influence  intraocular  pressure  in 
glaucomatous  patients 

There  are  two  major  types  of  glaucoma.  The 
more  common  is  open  angle  or  chronic,  simple 
glaucoma.  In  this  type,  the  onset  is  usually  in- 
sidious. Symptoms  of  pain  or  discomfort  are  mild 
and  frequently  do  not  cause  the  patient  to  seek 
medical  care  until  after  the  increased  pressure  has 
produced  irreparable  damage.  The  other  type  is 
acute  or  angle  closure  glaucoma,  characterized  by 
a sudden  and  rapid  rise  in  intraocular  pressure, 
loss  of  visual  acuity,  dilatation  of  the  pupil,  and 
excruciating  pain  requiring  immediate  emergency 
treatment.  ' 

At  the  University  of  Nebraska  Eye  Clinic,  the 
effect  of  methixene  on  each  of  10  patients  who 
were  under  treatment  for  chronic  simple  glaucoma 
was  studied.  Measurements  of  pupil  size  and 
intraocular  pressure  in  19  glaucomatous  eyes 
(one  patient  had  previous  surgical  removal  of 
one  eye)  were  made  before,  during,  and  after 
treatment  of  the  patient  with  methixene  hydro- 
chloride. For  these  studies,  the  dose  of  methixene 
hydrochloride  was  1.0  mg.  four  times  daily  for 
30  days.  Pupil  diameters  were  recorded  in  milli- 
meters (Table  1).  In  13  instances,  no  difference 
in  size  of  pupil  could  be  measured.  In  two  cases, 

TABLE  1 

DIAMETERS  OF  PUPILS  (IN  MILLIMETERS)  OF 

10  PATIENTS  BEFORE,  DURING  AND  AFTER 
TREATMENT  WITH  METHIXENE 
HYDROCHLORIDE 


BEFORE 

DURING 

30  DAYS  AFTER 
STOPPING 
METHIXENE 

2 

1.5 

1.5 

1 

1.5 

1.5 

1.5 

2 

1.5 

1.25 

1.25 

1.5 

1.25 

1.5 

1.5 

2 

2 

2 

2.5 

1 

1 

1 

1 

1 

1 

1.25 

1.25 

1 

1.25 

1.25 

1 

2 

2 

1.5 

2 

2 

1.5 

1.5 

1.5 

1.5 

1.5 

1.5 

1.5 

1 

1.5 

1.5 

1 

1.5 

1.5 

1 

1 

1 

1.5 

1.5 

1.5 

the  pupil  was  slightly  smaller  during  the  course 
of  treatment  with  methixene  and  in  four  cases  the 
diameter  was  slightly  larger.  In  no  case  was  the 
increase  more  than  0.5  mm.,  and  the  average 
change  for  the  entire  group  of  19  eyes  was  only 
0.065  mm. 

The  intraocular  pressure  was  also  recorded  dur- 
ing the  30-day  test  period.  Pressures  were  ob- 
tained, using  the  Schiptz  tonometer,  before,  dur- 
ing, and  after  administration  of  methixene  hydro- 
chloride (Table  2 ).  There  was  no  change  in  intra- 
ocular pressure  associated  with  administration  of 
methixene  in  six  instances.  Slight  increases  oc- 
curred six  times  and  slight  decreases  seven  times. 
The  greatest  increase  in  any  case  was  10  mm.  of 
mercury  (from  20  to  30)  and  the  greatest  de- 
crease was  also  10  (from  38  to  28).  The  average 
change  for  all  19  glaucomatous  eyes  was  only 
0.21  mm.  of  mercury. 

Dr.  David  Paton  of  the  Wilmer  Institute,  Johns 
Hopkins  University  School  of  Medicine,  has  kind- 
ly granted  me  permission  to  refer  to  his  experi- 
ence with  the  testing  of  methixene  hydrochloride 
in  patients  with  acute,  angle  closure  glaucoma.® 

TABLE  2 

MEASUREMENT  OF  INTRAOCULAR  PRESSURE 

(IN  mm.  OF  Hg)  IN  10  PATIENTS  BEFORE, 
DURING  AND  AFTER  TREATMENT 
WITH  METHIXENE 
HYDROCHLORIDE 


BEFORE 

DURING 

30  DAYS  AFTER 
STOPPING 
TREST 

20 

23 

24 

24 

24 

25 

37 

30 

30 

40 

40 

14 

14 

30 

30 

33 

20 

20 

20 

20 

30 

30 

25 

30 

27 

24 

28 

28 

26 

28 

30 

26 

26 

26 

26 

28 

26 

38 

28 

37 

28 

25 

32 

30 

25 

25 

30 

28 

29 

20 

20 

18 

20 

18 

18 

* Patient  tested  during  test  period  but  not  at  end  of 
course. 
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Six  patients  of  this  type  were  tested.  The  first  re- 
ceived a single  dose  of  1.0  mg.  of  methixene 
hydrochloride.  Since  no  change  occurred,  the  re- 
maining five  patients  were  tested  with  single  doses 
of  2.0  mg.  of  methixene  hydrochloride,  the  maxi- 
mum single  dose  used  clinically  in  the  United 
States.  In  no  case  was  there  any  increased  con- 
gestion of  the  eyes  nor  was  there  any  increase  in 
intraocular  tension  associated  with  the  adminis- 
tration of  methixene  hydrochloride.  Two  of  these 
patients  are  of  special  interest. 

Case  reports 

Mrs.  E.  C.,  a 72-year-old  housewife,  had  angle 
closure  glaucoma  bilaterally,  the  left  eye  having  total 
closure  of  the  angle  from  an  untreated  attack  sev- 
eral months  prior  to  her  first  examination.  Her  right 
eye  has  a similarly  narrow  angle,  but  controlled 
intraocular  tension  when  on  pilocarpine  2%  three 
times  a day.  She  was  given  2.0  mg.  Trest  orally,  and 
the  intraocular  tension  was  unaltered  for  a period 
of  two  hours  thereafter.  There  was  no  increase  in 
the  tension  in  her  right  eye  as  a result  of  taking  this 
medication.  Subsequently,  a peripheral  iridectomy 
was  performed  on  her  good  eye  and  a filtering  pro- 
cedure on  the  left  eye. 

Mrs.  A.  M.,  is  a 54-year-old  housewife  with  a 
history  of  painful  angle  closure  attack  in  her  right 
eye.  At  the  time  of  her  examination,  vision  was 
20/20  bilaterally.  She  had  extremely  narrow  cham- 
ber angles  on  gonioscopic  examination,  but  at  the 
time  of  her  initial  visit  the  pressure  was  normal 
bilaterally  without  medication.  She  was  given  Trest, 
2.0  mg.  orally,  and  this  produced  no  change  in  her 


intraocular  tension  over  a course  of  several  hours 
thereafter.  She  subsequently  had  iridectomy  proce- 
dures. 

Summary 

Methixene  hydrochloride  is  a parasympatholytic 
antispasmodic  agent  which  has  relatively  more 
pharmacologic  effect  upon  gastrointestinal  mo- 
tility than  upon  secretory  activity  or  dilatation  of 
the  pupil.  In  those  doses  which  have  been  effec- 
tive in  the  treatment  of  gastrointestinal  spasm  and 
hypermotility,  as  demonstrated  in  double-blind, 
statistically-significant  studies,  it  did  not  influence 
the  size  of  the  pupil  or  the  intraocular  pressure 
when  tested  both  in  patients  with  chronic,  simple 
glaucoma  and  in  patients  with  angle  closure  glau- 
coma. • 
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Industrial  Medical  Association 

A competition  for  a $250  award  for  the  best  manuscript  submitted  by  a medical  student,  in- 
tern or  resident  on  any  subject  pertinent  to  and  concerning  occupational  health  has  been  an- 
nounced by  the  Central  States  Society  of  Industrial  Medicine  and  Surgery.  The  contest  closes  at 
midnight  on  December  31,  1966. 

A second  competition,  open  only  to  residents  in  occupational  medicine,  is  announced  by  the  In- 
dustrial Medical  Association.  The  award,  consisting  of  an  embossed  scroll,  will  be  presented  at 
the  Association's  annual  meeting  to  the  author  or  authors  of  a paper  published  in  the  open  litera- 
ture on  a subject  germane  to  occupational  medicine  which  is  judged  to  be  the  most  outstanding  of 
those  submitted.  Reprints  entered  in  the  competition  must  be  published  during  1966  and  sub- 
mitted prior  to  January  15,  1967. 

Both  contests  will  be  judged  by  members  of  the  Committee  on  Merit  in  Authorship  of  the  In- 
dustrial Medical  Association.  The  criteria  will  be  largely  based  on  clarity,  validity,  objectivity, 
originality  and  style.  Complete  contest  rules  may  be  obtained  from:  Industrial  Medical  Associa- 
tion, 55  East  Washington  St.,  Chicago,  111.  60602. 
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Silver  nitrate  and  burns* 


Jens  G.  Rosenkrantz,  MD,  David  G.  Ashbaugh,  MD, 
J.  Guthbert  Owens,  MD  and  Joyce  Moreland,  RN,  Denver 


Dilute  silver  nitrate  solution  is  overcoming 
the  unfavorable  reputation  of  the  tannic 
acid-silver  nitrate  era  of  the  1930’ s.  The 
modern  therapy  has  attained  great  stature 
in  management  of  burns. 

Mortality  subsequent  to  major  thermal  burns 
has  been  distressingly  high  for  many  years.  Be- 
cause measures  to  reduce  infection  have  been 
fairly  limited  in  their  effectiveness,  burn  sepsis 
has  been  a leading  factor  in  this  gloomy  picture. 
Even  in  patients  surviving  their  burns,  infection 
has  converted  second  degree  burns  to  third  degree 
skin  loss  and  has  increased  morbidity  to  a sig- 
nificant degree.^ 

In  recent  years  interest  has  returned  in  using 
topical  chemotherapeutic  agents  to  decrease  infec- 
tion following  bums.  Three  of  these,  betidine,-’  ^ 
sulfamylon,^  and  dilute  aqueous  silver  nitrate, ® 
show  promise  at  the  present  time. 

Dilute  aqueous  silver  nitrate,  used  first  by 
Moyer  in  1964,  is  being  employed  with  increasing 
frequency.  This  paper  outlines  experiences  with 
this  agent  at  the  University  of  Colorado  Medical 
Center  since  March,  1965,  demonstrates  its  effi- 
ciency in  reducing  the  incidence  of  sepsis  follow- 
ing major  burns,  and  underscores  some  of  the 
complications  of  silver  nitrate  therapy  in  the  se- 
verely burned  patient. 

Material  and  methods 

All  patients  hospitalized  at  the  Colorado  Gen- 
eral Hospital  within  one  week  after  sustaining 
thermal  burns  are  included  in  this  report,  which 
covers  the  period  March  15,  1965,  to  December 
31,  1965.  There  were  31  patients  ranging  from 
four  months  to  55  years  of  age.  Eleven  patients 
were  less  than  three  years  old;  six  were  between 
the  ages  of  three  and  10  years;  five  were  from  10 
to  20  years;  and  the  remaining  nine  patients  were 
over  20  years  old.  Thirteen  patients  had  second 
and  third  degree  burns  of  less  than  20%  of  the 

• From  the  Department  of  Surgery,  University  of  Colorado 
Medical  Center,  Denver,  Colorado.  Aided  in  part  by  MEND 
(Medical  Education  for  National  Defense)  No.  NONR  5165  (00) . 


body  surface,  14  showed  deep  burns  over  20-60% 
of  the  skin,  and  four  patients  were  burned  over 
more  than  80%  of  their  bodies. 

The  patients  were  managed  as  follows.  After 
initial  examination,  culturing,  and  cleansing,  the 
burns  were  wrapped  with  at  least  six  layers  of 
gauze.  This  was  continuously  soaked  with  0.5% 
aqueous  silver  nitrate.  Twice  a day,  more  often 
if  necessary,  the  dressings  were  changed,  and  the 
coagulum  of  burn  eschar  and  precipitated  silver 
was  removed  from  the  burn  and  adjacent  skin. 
This  process  was  time-consuming,  but  necessary 
to  prevent  the  development  of  abscesses  where 
skin  was  shielded  by  eschar  from  action  of  the 
silver  nitrate.  As  soon  as  possible,  the  patients 
were  ambulated  about  the  ward,  and  intensive 
physiotherapy  was  undertaken.  Every  effort  was 
made  to  obviate  isolation  of  the  burned  patient, 
particularly  the  burned  child,  from  other  patients 
and  visitors. 

Intravenous  fluid  therapy  was  planned  accord- 
ing to  a modified  Evans  formula’^  and  monitored 
by  urine  output  and  electrolyte  excretion,  clinical 
condition,  daily  body  weight,  and  serum  electro- 
lytes (often  drawn  every  4-6  hours  and  rarely 
less  often  than  once  daily  during  the  first  2-3 
weeks).  Oral  feeding  was  started  as  soon  as  tol- 
erated, usually  on  the  third  or  fourth  post-burn 
day.  Patients  with  burns  over  20%  were,  for  the 
most  part,  given  daily  oral  supplements  of  4-6  gm 
of  NaCl. 

Early  in  the  course  of  this  experience,  silver 
nitrate  was  discontinued  when  burns  began  to 
heal;  several  patients  developed  sepsis  within  a 
few  days  and,  since  then,  treatment  has  been  con- 
tinued to  any  burn  not  completely  healed. 

Results 

1.  Mortality: 

Five  of  the  31  patients  died — three  after  burns 
over  80%  of  the  body  and  two  after  40-45% 
burns.  Causes  of  death  were:  (1)  pulmonary  in- 
sufficiency secondary  to  pulmonary  burns  at  four 
days;  (2)  technical  mishap  related  to  renal  dial- 
ysis seven  days  after  a 96%  burn;  (3)  pneumoni- 
tis with  death  14  days  after  a 45%  burn;  (4) 
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adrenal  insufficiency  due  to  bilateral  adrenal  vein 
thrombosis  in  a 21/2 -year-old  child  eight  days  after 
a 40%  burn;  and  (5)  pseudomonas  pneumonia, 
tracheitis,  and  septicemia  at  10  days  in  a three- 
year-old  child  with  95%  burns.  In  the  last  pa- 
tient, although  pseudomonas  was  cultured  from 
his  burns,  the  skin  did  not  appear  clinically  to  be 
the  seat  of  invasive  infection.  Pneudomonas  was 
presumably  inoculated  in  his  bronchial  tree  through 
a tracheostomy.  The  third  patient  had  burns  which 
were  not  grossly  infected. 

2.  Burn  sepsis: 

Four  patients  developed  major  burn  sepsis 
(grossly  infected  burns,  high  fever,  septic  appear- 
ance, or  a positive  blood  culture).  Three  of  these 
were  not  being  treated  with  silver  nitrate  when 
sepsis  intervened:  two  had  been  discharged  from 
the  hospital  before  final  healing,  neglected  ther- 
apy, and  returned  with  septic  burns,  and  one  had 
been  on  sulfamylon,  developed  infection,  and 
cleared  on  silver  nitrate.  The  fourth  patient  with 
50%  burns,  received  no  silver  nitrate  to  his  face 
and  developed  a beta  hemolytic  streptococcal  in- 
fection confined  to  the  facial  burns.  This  cleared 
on  penicillin. 

Organisms  responsible  for  major  sepsis  in  these 
four  patients  were:  pseudomonas  in  one  case, 
streptococcus  in  two  cases,  and  staphylococcus 
aureus  and  aerobacter  aerogenes  in  one  case. 

Eleven  additional  patients  showed  minor  de- 
grees of  burn  sepsis  without  systemic  manifesta- 
tions and  usually  demonstrable  only  on  culture 
of  the  burns. 

Thus  1 1 of  the  26  surviving  patients  showed 
infection  of  their  bums  to  a mild  degree  only,  and 
1 1 patients  had  no  burn  infection.  In  no  patient 
did  invasive  burn  sepsis  develop  in  an  area  being 
treated  with  silver  nitrate! 

3.  Healing  of  the  burns: 

It  became  apparent  that,  with  protection  against 
infection  afforded  by  silver  nitrate,  many  burns 
considered  of  third  degree  depth  were,  in  fact, 
deep  second  degree  burns  and  healed  without  sig- 
nificant contracture.  Only  eight  patients  in  this 
series  required  skin  grafting:  three  after  sepsis 
while  off  silver  nitrate,  one  after  extensive  charring 
of  the  arm,  and  four  over  scattered  areas  of  what 
had  initially  appeared  to  be  large  third  degree 
burns.  Healing  of  the  deep  second  degree  burns 
appeared  not  only  at  the  edges,  but  from  numerous 
islands  throughout  the  burn.  Only  two  patients 


appear  to  require  further  plastic  surgery  for  con- 
tracture. 

4.  Complications  of  silver  nitrate  therapy: 

No  instances  of  argyria  or  methemaglobinemia 
were  noted.  Complications  of  silver  nitrate  therapy 
involved  disturbances  of  electrolyte  balance  and 
were  frequent,  affecting  18  of  the  31  patients. 

a.  Hyponatremia: 

Thirteen  patients  developed  hyponatremia  to  a 
mild  degree  (serum  Na  between  125-130  mEq/L.) 
and  five  patients  to  a severe  degree  (serum  Na 
less  than  125  mEq/L.),  but  this  low  an  incidence 
was  due  primarily  to  intensive  therapy  prior  to  the 
development  of  such  severe  degrees  of  hyponatre- 
mia. Particularly  alarming  was  the  rapidity  with 
which  severe  degrees  of  hyponatremia  often  de- 
veloped, with  drops  in  serum  sodium  levels  to 
the  115-120  mEq/L.  range  in  a few  hours.  After 
several  near  disasters,  serum  electrolytes  were 
monitored  as  often  as  every  3-4  hours,  particu- 
larly in  a badly  burned  child. 

Hyponatremia  occurred  within  the  first  week 
after  burn  in  13  patients,  but  five  patients  devel- 
oped this  complication  after  the  first  week.  Two 
patients  showed  two  episodes  of  hyponatremia: 
one  early,  one  late.  It  appeared  that,  as  long  as  a 
large  area  of  burn  was  incompletely  healed,  hy- 
ponatremia was  a threat.  In  several  patients,  a 
sharp  decrease  in  urinary  sodium  excretion  ante- 
dated severe  late  hyponatremia  by  several  days. 
Since  this  experience,  more  careful  attention  has 
been  paid  to  the  pattern  of  urinary  electrolyte  ex- 
cretion. 

Three  patients,  all  less  than  four  years  of  age, 
showed  hyponatremia  in  the  face  of  burns  less 
than  20%  of  body  surface;  the  remainder  all  had 
burns  of  greater  extent. 

In  all  instances,  hyponatremia  responded  to  an 
increase  of  oral  or  intravenous  sodium  intake  and, 
in  five  patients,  to  the  discontinuance  of  silver 
nitrate  for  a day  or  two. 

b.  Hypochloremia: 

Hypochloremia,  usually  with  alkalosis,  tended 
to  parallel  hyponatremia,  and  affected  eight  pa- 
tients to  a mild  degree  (serum  Cl  between  85 
mEq/L.  and  95  mEq/L.)  and  two  patients  to  a 
severe  degree  (serum  Cl  less  than  85  mEq/L.). 
Like  hyponatremia,  it  occurred  in  these  patients 
at  any  time  that  significant  unhealed  bum  was 
present. 
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c.  Hypokalemia: 

No  patients  in  this  series  were  observed  to  have 
significant  depression  of  serum  potassium. 

d.  Hypocalcemia: 

Six  patients  demonstrated  varying  degrees  of 
hypocalcemia  (serum  calcium  less  than  3.5 
mEq/L.).  All  of  these  patients  had  sustained  sec- 
ond and  third  degree  burns  of  over  20%  of  the 
body  surface.  In  no  instance  was  tetany  observed. 

Discussion 

The  benefits  derived  from  silver  nitrate  therapy 
of  major  burns  have  already  been  documented. 
Experiences  at  this  institution  have  corroborated 
these  findings. 

Disturbances  in  fluid  and  electrolyte  balance 
are  worthy  of  more  comment,  since,  unrecognized 
or  untreated,  they  may  be  as  fatal  as  the  burn 
sepsis.  Burned  or  granulating  skin  acts,  in  a sense, 
hke  a dialysing  membrane.®  A hypotonic  solu- 
tion, 0.5%  silver  nitrate,  bathing  this  “membrane,” 
can  be  expected  to  cause  an  ingress  of  water  into 
the  patient,  as  well  as  an  egress  of  extracellular 
ions  from  the  patient.  In  addition,  with  silver 
chloride  precipitated  on  the  burn,  loss  of  chloride 
ion  from  the  patient  should  be  all  the  greater. 
Also,  there  is  evidence  that  administration  of 
nitrate  leads,  in  itself,  to  hypochloremic  alkalosis,® 
and,  although  nitrate  absorption  in  these  patients 
was  not  measured,  an  increase  of  unexplained 
anion  (which  might  well  be  nitrate)  has  been 
observed  in  several.  The  net  result  of  all  these 
mechanisms  can  be  water  intoxication  with  low 
serum  levels  of  sodium,  chloride,  potassium,  and 
calcium,  and  these  have  all  been  observed  as  com- 
plications of  silver  nitrate  therapy  in  these  and 
previously  reported  patients.^’  ® 

More  data  are  needed  to  explain  and  quantitate 
the  biochemical  abnormalities  resulting  from  0.5% 
aqueous  silver  nitrate  therapy  for  major  burns. 
It  may  then  be  possible  to  design  a solution  of  sil- 
ver nitrate  with  antimicrobial  advantages  and 
without  the  present  biochemical  disadvantages. 

The  series  reported  here,  composed  of  a higher 


proportion  of  children  than  previous  series,  dem- 
onstrates these  fluid  and  electrolyte  shifts  to  a 
greater  degree  than  previously  reported.  These 
experiences  convince  one  that,  particularly  with 
a small,  severely  burned  child,  meticulous  atten- 
tion must  be  paid  to  fluid  and  electrolyte  balance 
for  a period  of  many  days.  All  in  all,  however,  if 
such  care  is  taken,  the  reduction  in  septic  compli- 
cations of  major  burns  is  so  dramatic  that  the  ad- 
vantages of  dilute  silver  nitrate  appear  to  out- 
weigh its  disadvantages. 

Summary 

Experience  at  the  Colorado  General  Hospital 
with  0.5%  aqueous  silver  nitrate  in  the  treatment 
of  major  burns  has  demonstrated  a dramatic  de- 
crease in  the  incidence  of  burn  sepsis.  This  has 
been  reflected  in  a lower  number  of  septic  deaths 
and  a gratifying  tendency  of  deep  burns  to  heal 
without  the  need  for  grafting  or  subsequent  plastic 
surgery. 

However,  derangements  in  fluid  and  electrolyte 
balance,  most  severe  in  the  badly  burned  child 
and  occurring  at  any  time  in  the  course  of  healing 
of  the  burn,  have  demanded  careful,  often  hour- 
by-hour  control  and  monitoring.  • 
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Office  management  of 
bronchiaf  asthma  in  ehildren 

R.  J.  Nottingham,  MD,*  Denver 


A practical  discussion  and  outline  of 
management  of  bronchial  asthma 
in  childhood. 

The  incidence  of  bronchial  asthma  in  children 
has  been  estimated  to  be  from  one  to  four  per 
cent  of  all  children^  The  mortality  rate  continues 
to  be  from  one  to  two  per  cent  of  those  children 
who  have  asthma.-  Asthma  in  childhood  appears 
ninety  per  cent  of  the  time  before  the  tenth  year,-^ 
and  seventy  per  cent  of  the  time  before  the  fifth 
year.  During  childhood,  boys  with  asthma  exceed 
girls  two  to  one.^  It  appears  from  these  statistics 
that  the  diagnosis  and  management  of  bronchial 
asthma  in  children  is  a problem  that  demands 
attention  from  all  who  give  medical  care  to  chil- 
dren. The  purpose  of  this  paper  is  to  emphasize 
points  in  the  history,  physical  examination  and 
initial  care  that  should  be  considered  in  an  asth- 
matic child. 

Diagnosis 

Medical  histories  obtained  from  the  parents  of 
asthmatic  children  often  contain  valuable  clues 
as  to  cause,  progress,  response  to  medications, 
and  severity  of  disease.  The  family  history  is  usu- 
ally positive  for  allergy.  At  the  onset,  childhood 
asthma  is  frequently  episodic  and  may  occur  only 
during  respiratory  infections.  Later,  the  attacks 
may  become  seasonal  or  even  perennial.  Some 
of  the  attacks  of  asthma  may  have  an  association 
with  environmental  exposure  to  such  things  as 
animals,  foods,  grasses,  trees,  weeds  and  molds. 
Adrenalin  will  usually  give  prompt  relief  of 
asthma  and  is  so  dramatic  that  parents  will  recall 
its  use.  Details  of  environment,  medications  and 
progress  of  the  disease  will  be  helpful  in  diag- 
nosis and  management  of  asthma. 

Asthmatic  children  should  have  a complete 
physical  examination.  During  this  examination, 
one  should  keep  in  mind  that  all  who  wheeze  are 
not  neeessarily  asthmatic.  Obstructions  in  the 
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larynx,  trachea  and  esophagus  from  foreign  bod- 
ies, mediastinal  pressures  and  circulatory  distur- 
bances may  cause  wheezing.^  Central  nervous  sys- 
tem disease,  cystic  fibrosis  and  other  chronic  lung 
diseases  are  known  to  be  associated  with  wheez- 
ing, and  may  be  confused  with  asthma.  A pale, 
swollen  mucous  membrane  of  the  nose  is  often 
associated  with  asthma.  Eczema  occurs  histori- 
cally, and  still  may  be  evident  in  a considerable 
number  of  asthmatic  children.  During  an  attack 
of  asthma,  the  child  exhibits  a hyperareated  in- 
flated chest  with  an  increased  anterior-posterior 
(A-P)  diameter.  Early  in  the  progress  of  his  ill- 
ness, these  signs  tend  to  disappear  when  no  wheez- 
ing is  heard,  but  as  time  goes  by,  the  inflated 
hyperareated  chest,  increased  A-P  diameter  and 
emphysematous  look  tend  to  remain,  even  when 
not  wheezing.  Prolonged  expiration  and  expira- 
tory wheezing  are  typical  of  asthma. 

It  has  been  estimated  that  as  few  as  five  per 
cent  of  asthmatic  children  wheeze  because  of 
foods.®  In  general,  an  association  of  eating  a food 
and  wheezing  will  appear  in  the  patient’s  history. 
When  such  an  association  is  not  found,  the  food 
causing  asthma  can  be  very  difficult  to  identify. 
Skin  tests  are  not  altogether  reliable.  Diet  trials 
may  be  misleading;  however,  adding  a food,  pro- 
ducing a symptom,  and  removing  that  food  with 
relief  of  the  symptom  is  suggestive  of  a food  sen- 
sitivity. 

Some  asthmatic  children  will  have  both  inspi- 
ratory and  expiratory  wheezing,  particularly  when 
respiratory  infection  is  present.  An  infant’s  wheez- 
ing may  be  almost  completely  camouflaged  with 
coarse  rhonchi.  Practically  all  asthmatic  children 
respond  dramatically  to  adrenalin.  No  other  cause 
of  wheezing  will  clear  as  completely  as  will  asthma 
with  an  injection  of  .1  to  .2  cc.  of  adrenalin 
1:1000  in  water;  however,  asthma  associated 
with  infection  may  not  clear  completely  with 
adrenalin. 

To  help  confirm  a diagnosis  of  allergy  and 
asthma,  the  office  laboratory  is  of  considerable 
value.  Nasal  and  sputum  smears,  properly  stained. 
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usually  contain  predominately  eosinophiles  during 
and  even  between  the  asthmatic  attacks.  A blood 
count  will  usually  show  a slight  to  marked  eosino- 
philia  (4-30%)  at  the  same  time.  If  possible, 
respiratory  function  should  be  measured,  vital 
capacity  (VC)  and  forced  expiratory  volume  in 
the  first  second  (FEVi)  are  decreased  during  an 
attack  of  asthma.  Improvement  in  the  FEVi  and 
VC  will  usually  appear  after  0.2  ml.  subcutaneous 
dose  of  1:1000  adrenalin  in  water.  Pulmonary 
function  tests  under  the  age  of  six  years  are  un- 
reliable because  these  patients  are  unable  to  co- 
operate completely. 

By  history,  physical  examination  and  basic 
laboratory  work,  a reliable  diagnosis  of  allergic 
asthma  can  be  made  in  the  office,  and  then  steps 
should  be  taken  to  bring  this  disease  under  con- 
trol. 

Management 

Management  of  asthma  in  a child  can  be  a suc- 
cess or  failure,  depending  on  the  physician’s  abil- 
ity to  identify  and  eliminate  the  causes.  Keeping 
in  mind  that  most  children  with  asthma  have  a 
cause  and  effect  relationship  to  their  environment, 
empirically,  the  first  step  should  be  to  remove 
as  many  of  the  environmental  causes  as  possible. 
Eliminating  house  dust  and  animal  contact  in 
the  home  can  usually  be  carried  out  thoroughly 
and  completely.  Improvement  in  environment  is 
essential  to  all  other  forms  of  treatment,  since 
none  of  them  are  likely  to  be  completely  effective 
until  such  a program  is  instituted.  The  following 
summary  should  be  reviewed  in  detail  with  the 
child’s  parents  when  the  diagnosis  of  asthma  is 
made: 

Preparation  of  a dust-controlled  bedroom 
Bed 

The  sleeping  room  should  contain  only  one  bed 
of  metal  or  wood.  A couch  or  sofa  with  attached 
legs  will  not  do.  If  a second  bed  is  necessary,  it  too 
must  be  prepared  as  will  be  described,  even  though 
it  is  not  occupied. 

Cover  the  mattress  with  a dust  proof  encasing. 
Plastic  zipper  mattress  covers  which  are  readily 
available  in  department  stores  are  acceptable  but 
not  durable.  If  a box  spring  is  used,  although  one 
is  not  necessary,  it  must  have  a similar  encasing. 
Seal  the  zipper  ends  of  the  encasing  with  wide  ad- 
hesive tape.  A foam  rubber  mattress  does  not  pro- 
duce dust  and  so  does  not  require  encasing.  Even 
foam  rubber  springs  contain  upholstering  material 
in  part  and  must  be  encased. 

Do  not  use  comforters  or  quilts  on  the  bed.  Cot- 
ton, rayon,  or  synthetic  fiber  blankets  are  best.  'Wool 


blankets  are  usually  also  tolerated  and  may  be  used, 
unless  you  are  directed  otherwise.  Wool  rugs  and 
pads  are  not  allowed.  Cotton  washable  rugs  may 
be  used,  if  kept  clean.  A thin  cotton  mattress  pad 
is  permitted,  if  washed  frequently. 

Pillows  should  be  dacron  or  other  synthetic  mate- 
rial. Do  not  use  kapok,  feather,  or  down  pillows. 

Bedroom 

Remove  permanently  all  upholstered  furniture, 
rugs,  rug  pads,  feather  pillows,  stuffed  toys,  window 
drapes,  and  dust  catching  ornaments.  Remove  all 
stored  clothing,  toys,  packages,  and  other  articles 
from  the  closet.  The  closet  should  contain  only  the 
patient’s  clothing  in  current  use  and  should  be  as 
free  of  dust  as  the  room. 

Close  and  then  permanently  seal  all  furnace  pipe 
outlets  in  the  room.  Otherwise,  the  room  will  become 
filled  with  dust-laden  air  during  the  operation  of 
the  furnace.  An  electric  heater  may  he  used  to  heat 
the  room. 

Move  the  bed  and  the  remaining  furniture  to  the 
center,  or  out  of  the  room,  in  order  to  scrub  it 
thoroughly.  The  entire  room  should  have  a thor- 
ough initial  cleaning  from  top  to  bottom.  Include 
the  molding,  lights,  shelves,  closets,  walls,  etc. 

Plain  light  washable  or  plastic  curtains  may  be 
used  at  the  windows,  if  kept  dust  free.  No  drapes. 
No  Venetian  blinds. 

Keep  the  room  dust  free  with  frequent  cleanings 
and  a daily  wiping  down  with  an  oiled  or  damp 
cloth  and  mop.  Do  not  use  a vacuum  cleaner.  Keep 
the  bedroom  door  and  windows  closed  during  the 
day  after  airing  and  cleaning  in  the  morning.  The 
allergic  child  should  not  be  in  a room  being  cleaned. 

Pets 

Since  dogs,  cats  and  birds  are  among  the  most 
notorious  causes  of  allergic  troubles,  the  patient 
should  not  live  in  a home  where  they  are  kept.  If 
not  already  allergic  to  these  animals,  their  presence 
invites  the  child  to  become  sensitive  to  them. 

Also  important 

Try  to  keep  other  areas  of  the  house  where  the 
child  plays  as  dust-free  as  possible.  Do  not  expose 
him  to  tobacco  smoke  or  strong  odors  (e.g.  turpen- 
tine, paint)  which  are  irritating. 

Do  not  allow  the  patient  to  nap  or  sleep  else- 
where unless  the  bed  has  been  prepared  as  above. 
A couch  or  sofa  cannot  be  encased  and,  therefore, 
is  not  permissible.  If  the  patient  is  confined  to  bed 
by  illness,  do  not  bring  in  e.xtra  kapok  or  feather 
pillows.  When  he  visits  or  travels,  he  should  take 
his  dacron  pillow  with  him. 

Replace  any  ordinary  stuffed  animals  or  dolls 
with  “allergy-free”  toys  (stuffed  with  foam  rubber 
or  synthetic  materials). 

Once  a controlled  environment  has  been  pro- 
duced, one  should  next  instruct  the  parents  how 
to  manage  the  attack  of  asthma  so  as  to  avoid  pro- 
gression when  it  appears.  It  is  usually  wise  at  the 
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first  sign  of  an  attack  to  go  to  a dust  free  room, 
rest,  drink  fluids  and  take  a bronchodilator  drug, 
or  drugs,  for  relief.  If  improvement  does  not  occur 
in  a reasonable  time,  the  parents  should  review 
the  situation  with  their  doctor.  Often,  early  addi- 
tion of  antibiotics  or  changes  in  medication  will 
prevent  the  progression  of  an  attack  of  asthma  to 
the  stage  of  status  asthmaticus.  Practically  all 
deaths  from  asthma  occur  during  status. 

It  may  be  wise  to  give  a daily  bronchodilator 
medication  if  pulmonary  function  is  improved  into 
the  normal  range  by  so  doing.®  This  may  even  be 
wise  if  no  symptoms  of  shortness  of  breath  or 
wheezing  are  evident  on  examination.  The  num- 
ber. and  severity  of  asthma  attacks  can  be  de- 
creased by  such  treatment.  Activity  and  play  that 
could  not  be  carried  on  formerly  may  be  resumed 
when  such  medication  is  given  regularly. 

If  the  physician  in  charge  urges  environmental 
control  and  teaches  the  patient  how  to  manage 
and  prevent  his  attacks,  much  of  the  problem  will 
come  under  control  immediately.  When  an  asth- 
matic child  does  not  improve,  or  worsens,  in 
spite  of  avoidance  and  elimination  of  contact 
with  allergens  and  the  use  of  bronchodilators,  he 
should  be  referred  to  an  allergist  for  more  defini- 
tive diagnosis  and  care. 

It  is  needless  to  say  that  steroids  can  be  given 
for  asthma  and  will  usually  cause  beautiful  clear- 
ing in  twelve  to  twenty-four  hours.  Side  effects, 
such  as  growth  suppression,  bone  changes,  peptic 
ulceration,  etc.  are  common  with  steroids.  The 


advantages  for  the  average  asthmatic  are  far  out- 
weighed by  the  disadvantages.  Therefore,  this 
form  of  treatment,  which  may  be  life-saving  in  the 
severe  asthmatic,  should  be  reserved  for  the  last 
resort  type  of  treatment  of  asthmatic  children. 
Certainly,  the  simple,  direct  management  outlined 
is  by  far  the  best  thing  to  do  first. 

Summary 

Asthmatic  wheezing  as  it  presents  in  the  office 
can  be  identified  as  an  allergic  disease,  if  a care- 
ful history,  physical  examination  and  minimal 
laboratory  work  are  done.  Once  the  diagnosis  of 
asthma  has  been  made,  the  first  approach  should 
be  an  environmental  control  of  dust  and  animals, 
and  prompt,  adequate  treatment  of  the  attacks 
of  asthma  when  they  appear.  If  this  is  done  well, 
improvement  and  disappearance  of  the  asthma 
may  be  the  result.  When  improvement  is  not  ap- 
parent, referral  should  be  made  to  an  allergist 
for  definitive  diagnosis  and  care.  Steroids  should 
be  reserved  for  the  life-threatening,  uncontrollable 
type  of  asthma.  • 
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Chest  Physicians  Announce  1967 
Alfred  A.  Richman  Essay  Contest 

The  American  College  of  Chest  Physicians  offers  three  cash  awards  to  be  given  annually  for 
the  best  essay  prepared  by  undergraduate  medical  students  on  any  phase  of  the  diagnosis  and/ 
or  treatment  of  chest  diseases  (heart  or  lungs). 

The  First  Prize  will  be  $500;  Second  Prize,  $300  and  Third  Prize,  $200.  Each  winner  will  also 
receive  a certificate  of  merit.  A trophy  inscribed  with  the  name  of  the  winner  and  the  name  of 
his  school  will  be  presented  to  the  winner’s  school. 

Since  the  Essay  Contests  were  initiated  in  1950,  cash  prizes  totaling  more  than  $14,000  have 
been  awarded  to  students  in  many  parts  of  the  world.  Beginning  in  1967,  the  College  Essay  Con- 
test will  be  known  as  the  Alfred  A.  Richman  Essay  Contest.  As  in  the  past,  the  Essay  Contest 
will  be  open  to  undergraduate  medical  students  throughout  the  world. 

The  winners  will  be  announced  at  the  33rd  Annual  Meeting  of  the  American  College  of  Chest 
Physicians,  to  be  held  in  Atlantic  City,  New  Jersey,  June  15-19,  1967. 

The  official  application  form,  sample  copies  of  the  journal  and  additional  information  may  be 
secured  by  writing  Mr.  Murray  Kornfeld,  Executive  Director,  American  College  of  Chest  Phy- 
sicians, 112  East  Chestnut  Street,  Chicago,  Illinois  60611,  USA. 


74 


Rocky  Mountain  Medical  Journal 


The  role  of  hormones  in  acne* 


John  M.  Knox,  MD,  and  Donald  W.  Owens,  MD,  Houston,  Texas 


The  purpose  of  this  paper  is  to 
endorse  the  use  of  estrogenic-containing 
preparations  in  certain  cases  of  female 
acne,  and  to  review  the  studies  of 
hormonal  control  of  sebaceous  glands. 

The  value  of  administering  female  hormones 
to  selected  patients  with  acne  has  been  appreciated 
for  some  time.  The  rationale  is  that  sebaceous 
glands  are  extremely  active  in  these  patients  and 
that  estrogen  apparently  suppresses  their  activity.^ 
Although  estrogenic  compounds  suppress  seba- 
ceous secretion  of  both  males  and  females,  the 
side  effects  do  not  allow  their  usage  in  males. 
Van  Studdiford,^  Hollander  and  Schmitt,^  and 
Lawrence  and  Wertheson^  reported  the  effective- 
ness of  estrogen  compounds  over  20  years  ago. 
More  recently  there  has  been  considerable  interest 
in  the  use  of  birth  control  pills  for  acne.  Palitz,® 
Pierce,®  and  Strauss  and  PocW^  have  found  this 
combination  drug  highly  effective  in  selected  pa- 
tients. 

We  give  the  estrogen-progestin  combination 
drug  only  to  women  with  stubborn  acne  that  has 
not  responded  to  the  standard  forms  of  treatment. 
The  drug  is  used  cyclicly  in  the  same  dosage  and 
time  intervals  recommended  for  birth  control. 
Contraindictions  and  side  effects  are  the  same  as 
when  used  as  antiovulating  agents.  Administra- 
tion is  continued  until  the  acne  is  cleared  or  under 
good  control.  Duration  of  therapy  depends  on  the 
response  of  the  individual  patient;  however,  it  is 
usually  two  or  three  months  before  much  improve- 
ment is  noted.  In  addition  to  estrogen,  several 
other  hormones  are  thought  to  influence  sebaceous 
gland  function. 

Androgen 

Males:  Hamilton®  initiated  interest  in  the  hor- 
monal control  of  acne  when  he  reported  in  1941 
the  stimulation  of  sebaceous  glands  and  the  de- 
velopment of  acne  in  eunuchs  and  castrates  who 
had  been  treated  with  testosterone.  He  also  ob- 
served an  increase  in  oiliness  as  well  as  some  acne 

* Presented  at  the  Colorado  Medical  Society  95th  Annual 
Session,  September  21,  1965. 

From  the  Department  of  Dermatology,  Baylor  University  Col- 
lege of  Medicine,  Houston,  Texas. 


development  in  nine  eunuchoid  and  castrate  men 
given  long-term  androgen  therapy.  On  the  other 
hand,  prepubertal  and  eunuchoid  castrate  males 
did  not  develop  acne  unless  they  had  been  treated 
with  exogenous  testosterone. 

Various  endocrine  glands  are  thought  to  in- 
fluence the  development  of  human  sebaceous 
glands,  particularly  the  testes,  the  ovary,  the  pitui- 
tary and  adrenal  glands.  One  approach  that  might 
confirm  this  belief  would  be  to  study  sebaceous 
glands  after  the  removal  of  one  or  more  of  these 
organs.  Since  the  testes  secrete  essentially  only  one 
hormone,  androgen,  orchiectomized  patients  are 
suitable  models. 

This  type  of  investigation  has  been  pursued  by 
several  groups.  In  1942  Hamilton®  reported  a 
study  of  34  men  who  were  castrated  after  puberty 
had  been  reached,  that  is  from  14  to  19  years  of 
age.  He  observed  that  many  of  them  had  seba- 
ceous secretion,  but  to  a lesser  extent  than  normal 
men  of  their  age. 

Pochi,  Strauss  and  Mescon,^®  in  1962,  reported 
sebum  production  in  85  surgically  castrated  men. 
When  compared  to  intact  males,  sebum  secretion 
in  the  castrate  was  significantly  lower  in  all  age 
groups  but  was  higher  in  adult  castrated  subjects 
than  in  normal  prepubertal  males.  In  addition,  the 
investigators  administered  orally  100  mg.  of 
methyltestosterone  daily  for  eight  weeks  to  five  of 
these  subjects  and  found  increased  sebum  output 
in  four  of  them. 

These  studies  show  the  pronounced  difference 
in  sebaceous  gland  activity  between  the  castrated 
male  and  the  intact  male.  Since  the  sebaceous 
glands  are  highly  sensitive  to  androgen  it  is  prob- 
able that  the  variance  is  caused  by  testicular  an- 
drogen. 

Because  castration  before  puberty  does  not  in- 
hibit sebaceous  gland  development  nor  does  the 
sebum  level  in  castrate  males  fall  to  that  in  pre- 
pubertal subjects,  the  gonads  are  not  the  only 
source  of  post-pubertal  stimulation  of  sebaceous 
glands.  As  later  discussed,  the  other  source  is 
perhaps  adrenal  androgen. 

Females:  Although  the  male’s  pubertal  develop- 
ment of  sebaceous  glands  relates  to  his  produc- 
tion of  testicular  hormones,  the  female’s  pubertal 
development  of  sebaceous  glands  has  never  been 
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fully  understood.  Some  investigators  think  that  in- 
creased androgens  produced  by  the  adrenals  dur- 
ing puberty  are  responsible  for  sebaceous  gland 
hyperfunction  in  girls.  However,  Hamilton  and 
Mestler^’^  found  evidence  that  acnegenesis  is  at- 
tributable to  ovarian  secretions.  They  studied  11 
girls  whose  ovaries  had  been  removed  and  ob- 
served that  they  did  not  develop  acneform  lesions 
during  adolescence. 

The  mean  sebum  output  before  the  age  of  50 
is  somewhat  lower  in  females  than  in  the  intact 
male,  but  it  is  significantly  higher  in  females  than 
in  the  castrate  male.^-  After  the  age  of  50,  sebum 
production  in  the  female  falls  to  a level  similar 
to  that  in  male  castrates.  This  also  supports  an 
ovarian  origin  for  acnegenesis  since  the  ovary 
usually  undergoes  involution  when  a woman  is 
about  50  years  of  age. 

Pochi  and  Strauss^'^  believe  that  a female’s 
sebaceous  secretion  is  stimulated  by  androgens 
from  the  ovary.  Androgenic  compounds  have  been 
isolated  from  normal  ovaries, and  incubation 
experiments  with  radioactive  precursors  have 
demonstrated  the  in  vitro  formation  of  testosterone 
by  normal  human  ovarian  tissue.^®  It  remains  to 
be  seen  whether  such  compounds  affect  sebaceous 
glands  and,  if  so,  whether  the  compounds  are 
secreted  in  amounts  sufficient  to  stimulate  the 
glands.  Of  interest  is  Dorfman  and  his  group’s^® 
finding  that  the  concentration  of  testosterone  in 
blood  plasma  of  normal  females  is  one-fourth  as 
great  as  in  the  intact  male. 

Lasher,  et  also  found  that  dehydroepian- 

drosterone,  the  major  adrenal  androgen,  stimu- 
lated sebaceous  production  when  administered  in 
an  intramuscular  dose  of  100  mg.  three  times 
weekly  to  adult  male  subjects  whose  sebum  secre- 
tion was  initially  suppressed  by  estrogen.  The 
endogenous  secretion  of  dehydroepiandrosterone 
is  four  to  six  times  that  of  testosterone.  There- 
fore it  seems  that  it  is  the  adrenal  steroid  hormone 
principally  responsible  for  direct  stimulation  of  the 
sebaceous  glands. 

Progesterone 

Progesterone  from  the  ovary  has  often  been 
considered  important  in  controlling  sebaceous 
gland  activity.  Indeed,  this  would  explain  the  pre- 
menstrual flare  of  acne. 

Progesterone  is  the  product  of  the  ovarian  cor- 
pus luteum.  In  the  urine  of  ovulating  females  there 
are  cyclic  rises  in  the  amount  of  pregnandiol  and 
these  rises  seem  to  correlate  with  the  formation 
and  involution  of  the  corpus  luteum.  Too,  there 


is  evidence  that  progesterone  is  an  intermediate 
in  the  synthesis  of  other  steroids,  namely  estro- 
gens, androgens,  and  corticosteroids.  Therefore, 
progesterone  may  have  mixed  hormonal  effects. 

The  androgenic  potentiality  of  progesterone  has 
been  the  focus  of  several  studies.  For  example, 
very  large  amounts  of  progesterone  are  known  to 
have  androgenic  effects  in  animals,  causing  the 
prostate  gland  and  seminal  vesicles  to  enlarge.^®- 
Haskin,  et  al-^  demonstrated  this  hormone’s  power- 
ful effect  by  administering  to  rats  1 0 mg.  daily  for 
15  days.  Consequently  the  rats  developed  as  great 
a volume  of  sebaceous  glands  as  that  induced  by 
testosterone. 

There  is  conflicting  experimental  evidence  in 
regard  to  the  role  of  progesterone  in  acne.  For 
example,  Zeligman  and  Hubener-^  reported  the 
experimental  production  of  acne  in  10  of  11  adult 
females  to  whom  they  gave  progesterone  in  dos- 
ages up  to  50  mg.  daily  for  as  long  as  12  weeks. 
On  the  other  hand,  Jarrett-®  in  1959  reported  that 
physiologic  amounts  of  progesterone  did  not  incite 
acne,  and  that  such  components  of  ovarian  secre- 
tions are  probably  not  responsible  for  acne  in 
most  females.  Also,  when  Strauss  and  Kligman-^ 
administered  natural  progesterone  in  physiologic 
amounts  to  eight  prepubertal  males  and  females, 
11  post-pubertal  males  and  females,  and  three 
aged  females,  they  did  not  observe  any  change  in 
sebaceous  gland  size  or  function.  Nor  did  they 
find  that  sebum  production  fluctuated  with  the 
changes  of  the  menstrual  cycle. 

Estrogen 

In  1962,  Strauss,  Kligman  and  PochF®  used 
histologic  and  gravimetric  methods  to  study  estro- 
gen’s quantitative  effect  on  human  sebaceous 
glands.  Estrogens  suppressed  sebaceous  secretion 
only  when  unusually  high,  pharmacologic  doses 
were  administered.  These  authors  concluded  that 
apparently  estrogen  does  not  directly  suppress 
sebaceous  gland  secretions,  rather  it  serves  as  a 
central  inhibition  mechanism. 

Since  the  dose  of  estrogen  necessary  to  sup- 
press sebaceous  secretion  is  ordinarily  pharma- 
cologic rather  than  physiologic,  its  potential  ef- 
fects on  any  number  of  organs  in  the  body  must 
be  considered.  It  may  inhibit  one  of  the  pituitary 
hormones,  such  as  sebotrophin.  Lorincz  and  co- 
workers^^  have  demonstrated  a sebotrophic  factor 
derived  from  the  anterior  pituitary  glands  in  rats 
when  estrogen  was  administered  concomitantly 
with  large  amounts  of  progesterone.  However, 
sebotrophin  has  not  been  demonstrated  in  man. 
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Glucocorticosteroids 

Soon  after  the  advent  of  cortisone  therapy  many 
patients  of  all  age  groups,  young  children  in- 
cluded, developed  acneform  eruptions.  These 
eruptions,  however,  are  not  identical  with  juvenile 
acne,  because  they  lack  the  usual  seborrhea  and 
comedones.  Natural  juvenile  acne  has  two  main 
pathogenetic  factors:  sebaceous  gland  hyper- 
plasia, and  excessive  follicular  keratinization  at 
the  orifice.  This  occludes  the  pore  and  hinders  the 
expulsion  of  sebum.  If  the  follicular  keratinization 
anomaly  prevails,  the  acneform  eruptions  are 
papular  and  pustular  but  lack  the  greasy  appear- 
ance of  juvenile  acne.  In  acneform  eruptions  de- 
veloping in  hypercorticoidism,  the  major  clinical 
and  histologic  component  is  follicular  keratiniza- 
tion. There  is  little  if  any  sebaceous  gland  hyper- 
function.2** 

These  observations  contradict  the  theory  that 
corticosteroids  are  responsible  for  sebaceous  gland 
stimulation.  However,  recent  evidence  suggests 
that  the  adrenal  gland  participates  in  the  control 
of  human  sebaceous  gland  activity.-"  In  three  pa- 
tients with  Cushing’s  syndrome,  adrenalectomy 
was  followed  by  a significant  decrease  in  sebum 
output.  In  an  adult  male  with  Addison’s  disease, 
cortisone  and  hydrocortisone  replacement  ther- 
apy was  followed  by  a pronounced  increase  in 
sebum  production.  One  of  the  patients  with  Cush- 
ing’s syndrome  had  preoperative  sebum  levels 
which  were  actually  subnormal  despite  excessive 
cortisol  production.  This  militates  against  a direct 
stimulating  effect  of  hydrocortisone. 

The  most  likely  explanation  for  the  remark- 
able rise  in  sebum  production  in  the  patient 
treated  for  Addison’s  disease  is  that  hydrocorti- 
sone functions  in  a permissive  capacity,  its  pres- 
ence in  normal  physiologic  amounts  being  neces- 
sary for  the  sebaceous  gland  to  respond  to  en- 
dogenous circulating  androgens. 

Pituitary  hormones 

The  role  of  the  pituitary  in  maintaining  the 
integrity  of  sebaceous  structures  has  been  ap- 
preciated for  some  time.  In  1964,  Yip  and 
Freinkel-®  reported  that  the  administration  of 
ACTH  to  castrated  adrenalectomized  rats  caused 
the  preputial  gland  to  enlarge.  These  authors  sug- 
gest that  pituitary  hormones,  such  as  growth 
hormone,  prolactin  and  sebotrophin  hormone, 
stimulate  sebaceous  structures  and  that  this  action 
provides  an  appropriate  metabolic  setting  for 
androgen  stimulation. 


Summary 

Many  questions  concerning  the  hormonal  regu- 
lation of  sebaceous  glands  remain  unanswered. 
However,  most  investigators  acknowledge  that 
hormones  influence  the  development  of  acne  vul- 
garis and  that  hormones  to  a large  degree  control 
sebaceous  gland  activity.  Sebaceous  glands  are 
highly  androgen  sensitive,  and  readily  respond  to 
exogenous  testosterone  when  not  maximally  stim- 
ulated by  circulating  androgen.  Because  young 
women  secrete  more  sebum  than  do  young  male 
castrates,  we  must  look  for  another  source  of 
androgenic  stimulation  in  women.  Most  evidence 
favors  the  ovary  as  this  source.  There  is  conflict- 
ing experimental  evidence  in  regard  to  the  role  of 
progesterone,  and  some  authors  believe  that  the 
secretion  of  androgens  from  the  ovaries  is  largely 
responsible  for  the  stimulation  of  sebaceous  se- 
cretion in  women. 

The  adrenal  gland  and  pituitary  participate  in 
the  control  of  human  sebaceous  gland  activity, 
appearing  to  function  in  a permissive  capacity 
by  allowing  the  sebaceous  glands  to  respond  op- 
timally to  endogenous  androgen. 

Pharmacologic  doses  of  estrogen  suppress 
sebaceous  secretion,  and  the  beneficial  effect  of 
cyclic  progestin-estrogen  therapy  for  acne  is  pri- 
marily due  to  the  estrogen  component.  The  mech- 
anism of  action  of  estrogens  remains  questionable, 
but  perhaps  it  is  one  of  central  inhibition. 

Cyclic  administration  of  birth  control  pills  is 
a useful  measure  in  many  women  with  stubborn 
and  persistent  acne.  • 
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Hearing  loss  and  ear  disease* 

David  Murphy,  MD,  Denver 


The  ear  is  a renewed  frontier  in 
otolaryngology.  The  operating  microscope 
has  contributed  as  much  to  ear  surgery 
today  as  anesthesia  and  antisepsis 
have  to  general  surgery.  In  any  surgical 
endeavor,  where  limitations  are 
imposed  by  structure  size,  the  operating 
microscope  may  become  routine. 

The  EAR  IS  a fascinating  organ.  The  bony  laby- 
rinth of  the  inner  ear  is  not  only  the  densest  bone 
in  the  body,  but  the  only  structure  to  reach  ma- 
ture developmental  size  by  the  time  of  birth. 
Although  its  early  maturity  may  be  useful  as  a 
protective  mechanism  to  the  newborn  animal,  the 
fact  that  the  adjacent  stapes  also  does  not  en- 
large after  birth  leaves  a very  small  bone  as  the 
crucial  link  between  the  middle  and  inner  ear. 

The  mechanical  energy  of  waves  of  rarefaction 
and  condensation  of  molecules  of  air,  as  the  sound 
reaches  the  ear,  sets  the  ear  drum  and  adjacent 
ossicles  in  motion.  The  middle  ear  acts  as  a hy- 
draulic machine  in  that  the  energy  imparted  to 
the  relatively  large  ear  drum  is  concentrated  on 
the  comparatively  small  footplate  of  the  stapes. 
The  vibrations  transmitted  to  the  fluids  of  the 
inner  ear  are  augmented  by  the  mechanical  ad- 

•  Presented  at  the  Surgical  Section  Clinical  Conference,  St. 
Lukes  Hospital.  Denver,  Feb.  23,  1965. 


vantage  of  the  large  surface  of  the  tympanic 
membrane  receiving  a large  amount  of  energy 
which  drives  the  small  piston-like  stapes  to  de- 
liver the  energy  through  the  oval  window  with  a 
force  17  times  greater  than  that  of  the  movement 
of  the  ear  drum.  The  mechanical  advantage  is  pro- 
portional to  the  ratio  of  the  area  of  the  tympanic 
membrane  to  the  footplate  of  the  stapes.  Although 
the  mechanical  advantage  of  the  lever  system  of 
the  ossicles  is  more  widely  acclaimed  and  more 
easily  understood,  it  contributes  only  a few  deci- 
bels to  hearing  compared  with  the  23  decibels 
gained  by  the  advantage  of  the  large  ear  drum 
and  small  stapes.  This  superb  design  of  the  middle 
ear  conducting  system  accounts  for  the  better 
hearing  one  has  for  vibrations  presented  to  the 
ear  through  the  air  medium  of  the  external  canal 
compared  with  the  lesser  volume  heard  when  the 
energy  source  directly  sets  the  skull  and  thereby 
the  cochlear  fluids  vibrating. 

The  ear  drum  must  cover  an  air  cavity  so  that 
it  can  vibrate  freely  without  the  dampening  effect 
of  air  or  fluid  pressures.  The  Eustachian  tube  is 
the  vent  and  drain  to  the  middle  ear  to  eliminate 
these  pressures.  Whatever  advantage  the  ear  gains 
from  ventilation  through  the  Eustachian  tube  in 
health,  is  more  than  lost  in  disease.  The  tube  is 
too  frequently  subject  to  obstruction  and  malfunc- 
tion. When  air  cannot  enter  and  leave  the  middle 
ear,  a vacuum  developes  and  fluid  accumulates. 
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Both  the  negative  pressure  and  the  fluid  restrict 
the  movement  of  the  ear  drum,  and  hearing  is  de- 
creased. Pus  filling  the  tympanic  cavity  rests 
against  the  ear  drum  and  impedes  the  vibrations 
of  the  conductive  system,  nullifying  the  mechani- 
cal advantage  of  the  middle  ear  machine.  As 
therefore  expected,  hearing  through  the  air  in 
the  ear  canal  would  be  less  than  by  direct  vibra- 
tory stimulation  of  the  skull.  This  is  simply  be- 
cause a solid  medium  like  the  skull  transmits  vi- 
brations better  than  gas  or  liquids  like  the  air  in 
the  ear  canal  and  the  pus  or  mucus  in  the  middle 
ear.  Tuning  fork  tests  illustrate  this  principle. 

The  Rinne  tuning  fork  test  is  described  as  nor- 
mal or  positive  if  the  fork  is  heard  louder  or  long- 
er when  the  prongs  are  held  one  centimeter  lateral 
to  the  external  meatus  than  when  the  handle  is 
held  directly  on  the  mastoid  bone.  If  the  fork  is 
heard  louder  or  longer  on  the  mastoid,  the  Rinne 
test  is  described  as  abnormal  or  negative.  This  test 
is  important  in  distinguishing  conductive  losses  of 
the  external  and  middle  ear  from  the  sensori- 
neural losses  of  the  cochlea,  eighth  nerve  and 
central  nervous  system.  The  term  sensori-neural 
is  an  extension  of  the  previous  term  “nerve  loss” 
more  descriptively  indicating  the  abnormality  may 
be  in  the  sensory  end  organ  like  in  Meniere’s  dis- 
ease or  in  the  neural  connections  like  the  acoustic 
neuroma  at  the  cerebellar  pontine  angle.  Fig.  1. 

If  the  middle  ear  conducting  system  is  func- 
tioning well  in  a patient  with  a sensori-neural 
hearing  loss,  the  energy  of  the  vibrations  present- 
ed to  the  cochlea  will  be  greater  coming  through 
the  mechanical  machine  of  the  middle  ear  than 
through  direct  bone  vibrations.  Thus,  the  Rinne 
test  will  be  normal  or  positive;  that  is,  the  fork 
is  heard  louder  by  air  conduction. 

To  establish  the  type  of  hearing  loss  with  a 
tuning  fork,  preferably  one  that  vibrates  at  256 
cycles  per  second,  first  determine  which  ear  hears 
better  by  air  conduction.  Then  the  poorer  hearing 
ear  is  given  the  Rinne  test.  If  the  fork  is  heard 
louder  lateral  to  the  ear,  the  loss  is  sensori-neural. 
If  the  fork  is  louder  on  the  mastoid  bone,  the  loss 
is  probably  conductive. 

The  Weber  test  is  employed  to  confirm  the 
presence  of  a conductive  loss.  With  the  handle  of 
the  tuning  fork  held  on  the  vertex  or  in  the  mid- 
line of  the  forehead,  the  sound  is  louder  in  the 
poor  hearing  ear  if  the  loss  is  conductive.  This 
lateralization  of  bone  conduction  to  the  side  of 
the  conductive  hearing  loss  is  neither  easily  ex- 
plained nor  understood.  Furthermore  some  peo- 


HEARING  LOSS 


Fig.  1.  The  arrow  points  to  the  footplate  of  the 
stapes,  dividing  the  sites  of  lesions  between  lateral 
conductive  and  the  medial  sensori-neural  hearing 
losses. 


pie  are  not  able  to  distinguish  in  which  ear  the 
sound  is  louder.  Fig.  2. 

A more  important  concept  is  that  of  masking 
out  the  better  hearing  ear,  when  testing  the  poor- 
er ear.  For  example,  if  the  right  ear  has  a sen- 
sori-neural loss  due  to  mumps  and  is  totally  deaf, 
then  simple  air  conduction  will  naturally  be  heard 
only  in  the  remaining  good  left  ear.  But  the  Rinne 
test  on  the  dead  right  ear  is  negative,  that  is 
louder  by  bone  conduction,  erroneously  suggest- 
ing a conductive  hearing  loss  in  the  deaf  right 
ear.  Actually  the  dead  right  ear  heard  nothing  by 
air  or  bone  conduction.  The  good  left  ear  heard 
the  fork  held  on  the  mastoid  of  the  deaf  right 
ear  by  bone  conduction  across  the  skull.  The  solid 
skull  is  such  a good  sound  conductor  that  the  good 
ear  picked  up  the  vibrations  intended  for  the 
test  ear.  But  the  good  left  ear  did  not  hear  the 
sound  presented  lateral  to  the  deaf  right  ear  be- 
cause air  conduction  around  the  skull  is  much 
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BONE  AIR 

Fig.  2.  Positions  of  tuning  fork  tests. 
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less  than  bone  conduction  through  the  skull.  Re- 
ception of  sound  by  the  ear  you  do  not  want  to 
test  will  be  avoided  by  masking — that  is,  putting 
a sound  that  is  loud  enough  in  the  ear  you  do  not 
want  to  test  so  that  ear  will  not  hear  the  tone 
given  to  the  test  ear.  Such  masking  is  essential 
for  accurate  audiometric  evaluation. 

The  maneuvers  with  the  tuning  forks  are  sim- 
ple, but  the  interpretation  may  occasionally  be 
difficult.  But  usually  the  type  of  hearing  loss  can 
be  determined  without  an  audiometer.  As  a matter 
of  interest,  test  yourself  to  recall  which  direction 
the  sound  lateralizes  in  a conductive  loss  by  im- 
posing such  a loss  by  putting  your  finger  in  your 
ear.  If  you  have  no  tuning  fork,  just  speak  loudly 
to  cause  considerable  bone  vibration,  then  per- 
ceive that  your  voice  is  louder  in  the  occluded 
ear. 

When  your  patient  asks,  “Doctor,  can  any- 
thing be  done  to  help  my  hearing?,”  you  may 
pick  up  the  tuning  fork  before  the  otoscope  to 
answer  this  question,  for  categorically  many  con- 
ductive losses  are  amenable  to  correction,  but 
most  sensori-neural  losses  are  not.  If  the  loss  is 
conductive  by  the  tuning  fork  tests,  the  otoscope 
will  likely  give  you  the  etiologic  diagnosis.  Start- 
ing with  the  simplest:  if  the  ear  drum  appears 
normal,  infection  and  canal  obstruction  are  elim- 
inated. Fluid  in  the  middle  ear  is  usually  re- 
flected by  poor  motion  of  the  ear  drum  when 
moved  with  a pneumatic  otoscope.  There  are  few 
middle  ear  abnormalities  other  than  otosclerosis 
that  affect  only  the  ossicular  chain  and  not  the 
drum,  namely  congenital  fixation  and  traumatic 
dislocation  of  the  ossicles.  So  if  the  patient  ac- 
quired the  hearing  loss  as  an  adult  and  it  did  not 
follow  a blow  or  injury  to  the  head,  you  can  tell 
the  person  he  probably  has  otosclerosis. 

Otosclerosis  is  a familial  condition  of  prolifer- 
ating vascular  bone  in  the  labyrinth  of  the  ear.  It 
usually  starts  anterior  to  the  stapes  and  causes 
hearing  loss  when  the  process  grows  across  the 
ligament  that  holds  the  footplate  of  the  stapes  in 
the  oval  window.  This  bony  bridge  locks  the 
stapes  and  prevents  it  from  vibrating. 

It  is  more  gratifying  to  tell  the  patient  with 
otosclerosis  that  he  has  an  opportunity  for  useful 
hearing  without  a hearing  aid  than  the  discour- 
aging duty  of  informing  the  hopeful  patient  with 
presbycusus  that  there  is  no  surgery  that  will 
help  him.  The  conductive  portion  of  otosclerotic 
losses  can  be  significantly  reduced  or  eliminated 


by  otosurgical  procedures.  Unfortunately  in  some 
cases  the  proliferating  bone  has  already  eroded 
into  the  membranous  labyrinth,  causing  sensori- 
neural loss  which  cannot  be  repaired  by  surgery. 

The  distinction  between  hearing  loss  due  to 
middle  ear  or  cochlear  disease  forecasts  the  prog- 
nosis for  quality  hearing.  The  organ  of  Corti  acts 
as  a frequency  analyzer.  If  its  neural  elements  are 
damaged,  sounds  become  distorted.  Increasing 
the  volume  as  with  a hearing  aid  does  make  the 
sounds  louder.  But  with  a faulty  end  organ,  mak- 
ing the  distorted  sounds  louder  may  make  the 
distortion  greater.  It  is  similar  to  turning  up  the 
volume  of  a radio  program  that  has  a lot  of 
static.  The  static  gets  just  as  much  louder  as  the 
words  of  the  speaker.  However,  if  the  fault  is  in 
the  conductive  system  of  the  middle  ear,  the  prob- 
lem is  primarily  one  of  insufficient  energy  to  the 
cochlea,  but  the  fidelity  of  the  inner  ear  is  pre- 
served. The  patient  with  a conductive  loss  gener- 
ally hears  well  with  sufficient  amplification  from  a 
hearing  aid. 

Otitis  media  accounts  for  many  of  the  middle 
ear  conductive  losses.  Prior  to  antibiotics,  many 
otitides  recovered  with  rupturing  or  lancing  of 
the  ear  drum,  which  allowed  expulsion  of  the 
purulent  exudate.  Nowadays,  the  infectious  ele- 
ment of  the  acute  otitis  is  often  arrested  in  an 
early  phase  by  antibiotics.  However,  it  takes  little 
inflammation  of  the  mucosa  of  the  Eustachian 
tube  to  occlude  its  narrow  lumen.  If  the  exudate 
does  not  drain  out  because  of  the  swollen  blocked 
Eustachian  tube,  it  is  slowly  absorbed  by  the 
mucosa  of  the  middle  ear.  However,  air  in  the 
tympanic  cavity  is  readily  absorbed  creating  a 
negative  pressure.  If  there  is  no  ingress  of  air 
into  the  middle  ear,  the  negative  pressure  in- 
creases, which  compounds  the  problem  by  caus- 
ing vasodilation  and  swelling  of  the  mucosa  and 
further  secretion  of  mucus  to  replace  the  vacuum. 
If  the  infection  is  controlled,  the  exudate  becomes 
serous  or  mucoid,  and  a plumbing  problem  is  left. 
The  Eustachian  tube  is  inadequately  draining  and 
venting  the  middle  ear.  Previously  the  ruptured 
or  lanced  ear  drum  provided  the  needed  drain- 
age. Because  of  antibiotics  the  fluid  ear  has 
gained  new  proportions  as  a major  cause  of 
hearing  loss.  If  the  fluid  is  tenacious  or  recurs 
after  aspiration,  a small  tube  is  placed  in  the 
myringotomy  to  keep  the  incision  open  for  bet- 
ter ventilation  until  the  ear  has  healed.  Otherwise 
the  myringotomy  frequently  closes  before  the  dis- 
ease is  resolved. 
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In  the  pre-antibiotic  era  many  ear  infections  de- 
veloped acute  mastoiditis  with  complications  of 
meningitis  and  brain  abscess  or  remained  chroni- 
cally infected  and  draining  ears.  Fortunately  the 
frequency  of  these  complications  has  been  re- 
duced. Nevertheless  some  ear  infections  are  par- 
ticularly virulent,  and  in  spite  of  antibiotic  ther- 
apy, progress  to  necrosis  and  perforation  of  the 
drum.  In  the  early  phase  of  an  acute  otitis  media 
the  organisms  are  in  and  on  the  mucosa  and  are 
reached  by  systemic  antibiotics  via  the  vessels  in 
the  hyperemic  mucosa.  Later  the  organisms  may 
survive  in  exudate  in  the  tympanic  cavity  so  sys- 
temic antibiotics  are  less  effective,  and  the  in- 
fection is  more  likely  to  become  chronic.  This 
condition  is  comparable  to  the  abscess  forming 
after  the  cellulitis  phase  of  a skin  infection,  which 
is  not  cured  by  systemic  antibiotics.  The  pus 
pockets  must  be  removed  or  drained.  By  its 
unique  structure,  the  air  cells  of  the  temporal 
bone  are  ready  made  potential  abscess  spaces. 
Systemic  antibiotics  may  help  prevent  the  spread 
of  the  infection  from  chronic  otitis  to  adjacent 
structures  during  an  acute  flare  in  the  infection, 
but  eradicating  treatment  must  be  directed  to  the 
pus  in  the  pockets  in  the  middle  ear  and  mastoid. 
Not  every  chronically  draining  ear  requires  sur- 
gery to  remove  or  exteriorize  the  disease.  Rather 
an  attempt  is  made  to  remove  the  purulent  exu- 
date and  debris  by  suction  cleaning  so  that  in- 
stilled topical  antiseptics  and  antibiotics  hope- 
fully reach  as  far  as  the  infected  mucosa.  This  me- 
chanical problem  is  aided  by  irrigating  with 


the  solutions.  If  a thorough  trial  of  topical  ther- 
apy, based  on  sensitivity  studies  from  culturing 
the  discharge,  does  not  successfully  eradicate  the 
infection,  then  a procedure  is  needed  to  give  bet- 
ter access  to  the  diseased  middle  ear  and  mastoid. 

A radical  mastoidectomy  provides  the  greatest 
exposure  and  exteriorization  because  the  bony 
wall  between  the  middle  ear  and  mastoid  cavity 
is  removed,  thereby  creating  one  chamber  that 
opens  into  the  ear  canal.  The  remnants  of  drum 
and  malleus  and  incus  are  removed.  Any  residual 
or  recurrent  infection  in  the  combined  middle  ear 
and  mastoid  cavity  has  ready  egress  into  the  ex- 
ternal ear  canal.  The  surface  of  the  radical  cavity 
can  be  suction  cleaned  through  the  ear  canal. 
Topical  antiseptics  can  be  applied  directly  to  the 
cavity  if  reinfection  occurs.  Prior  to  surgery  anti- 
biotic drops  placed  in  the  ear  canal  never  reached 
the  focus  of  infection  in  the  mastoid  air  cells, 
which  constantly  discharge  pus  into  the  middle 
ear.  When  infection  is  eliminated  reconstruction 
of  the  drum  and  ossicles  is  frequently  possible. 

Close  observation  of  ear  drums  with  aspiration 
of  persistent  fluids  may  prevent  the  development 
of  chronic  ear  disease,  eliminate  the  need  for 
major  ear  surgery,  and  keep  the  hearing  at  nor- 
mal levels.  • 
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tee, American  Thoracic  Society,  1790  Broadway,  New  York,  N.  Y.  10019. 
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Leiomyosarcoma  of  the  deep  femoral  vein* 


R.  L.  McKittrick,  MD,  and  R.  L.  Flinner,  MD,  Pueblo,  Colorado 


This  rare  case  report  points  up  the 
importance  of  profound  respect  and  early 
diagnosis  in  dangerous  conditions. 

The  leiomyosarcoma  primarily  appearing 
in  a vein  has  been  reported  only 
twenty-three  times  in  the  tvorld  since  1871. 
Apparently  this  one  is  the  first  arising 
in  a teenager. 

Malignant  smooth  muscle  tumors  issue  most 
frequently  from  the  gastrointestinal  tract  and 
uterine  muscular  coats,  followed  by  the  retroperi- 
toneum  as  the  next  commonest  source  of  origin. 
Rarely  soft  tissue  leiomyosarcomas  arise  in  the 
walls  of  large  vessels.  A group  of  2,095  soft  tissue 
malignancies  reported  by  Stout  includes  105  leio- 
myosarcomas with  only  2 of  the  latter  involving 
large  veins. ^ Thomas  and  Fine  and  Light  and  As- 
sociates recently  reviewed  the  literature  of  pri- 
mary venous  tumors,  benign  and  malignant,  and 
added  3 cases  of  leiomyosarcomas  of  large 
veins.-’  ^ Dorfman  and  Fishel  subsequently  found 
20  recorded  cases  of  venous  leiomyosarcomas  and 
contributed  a case.'*  Christiansen  reported  still  an- 
other.® The  rarity  of  primary  malignant  large  ves- 
sel tumors  has  prompted  this  case  report. 

Case  report 

The  patient,  a i 7-year-old  female,  entered  the 
hospital  on  September  10,  1964,  with  a painful 
swollen  left  leg  of  48  hours’  duration.  A painless 
mass  had  arisen  in  the  left  groin  8 months  previ- 
ously. This  persisted  and  leg  edema,  which  appeared 
soon  after,  waxed  and  waned  with  physical  activity. 
Following  a lengthy  sports  car  trip  two  days  previ- 
ously, the  groin  mass  enlarged  suddenly  and  was 
accompanied  by  increasing  pain  and  swelling  of  the 
extremity.  Past  history  and  system  review  were 
negative.  Pertinent  physical  findings  were  limited 
to  the  left  leg.  There  was  an  8 cm.  irregular  mass 
in  Scarpa’s  triangle  fixed  to  the  deep  tissues.  Distally, 
the  extremity  was  swollen  and  erythematous,  but 
without  visible  or  palpable  varicosities,  Homan’s  sign 
was  positive.  Pedal  pulses  were  present.  Routine 
laboratory  studies  were  normal,  as  were  roentgeno- 
grams of  the  chest,  pelvic  girdle,  and  colon.  I.V.P., 
however,  revealed  medial  displacement  of  the  lower 

* The  authors  wish  to  thank  Dr.  Karen  Dolby  of  Westcliffe, 
Colo.,  who  recognized  the  gravity  of  the  tumor  and  referred 
the  patient  to  them  without  delay. 


one-third  of  the  left  ureter  by  an  extrinsic  mass 
(Fig.  1).  Preliminary  biopsy  exposed  a superficial 
groin  hematoma  in  which  were  several  friable 
lymph  nodes.  Microscopically  a smooth  muscle  tumor 
was  noted,  the  degree  of  aggressiveness  being  un- 
certain. On  September  14,  1964,  enbloc  retroperi- 
toneal resection  of  the  external  iliac  and  deep 
femoral  vein  with  radical  groin  dissection  was  per- 
formed. Proximally  the  tumor  extended  to  within 
2 cm.  of  the  confluence  of  the  hypogastric  and 
common  iliac  veins.  The  deep  femoral  vein  distal 
to  the  tumor  was  completely  occluded  by  organizing 
clot.  Encapsulation  was  complete  except  where  rup- 
ture had  occurred  anteriorly  in  the  groin.  Now  one 
year  postoperative,  the  patient  shows  no  evidence 
of  local  recurrence  or  distal  (pulmonary)  metastases. 

GROSS  DESCRIPTION:  The  tumor  measured 
16  x 6 X 3 cm.,  and  was  encapsulated  except  where 
rupture  had  occurred  as  noted  above.  The  cut  surface 


Fig.  1.  Original  drawing  of  anatomic  relation  of 
tumor. 
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Fig.  2.  Leiomyosarcoma  involving  wall  of  deep 
femoral  vein  with  tumor  eroding  intima.  H & E x 50. 


Fig.  3.  Photomicrograph  of  leiomyosarcoma  illustrat- 
ing marked  cellularity  and  mitoses.  H & E x 350. 


was  firm,  grayish  tan  in  color  with  an  admixture  of 
yellowish  tan  material.  Near  the  distal  margin  of 
the  specimen,  tumor  extended  intraluminally  to  oc- 
clude the  vein.  Several  lymph  nodes  in  the  fatty 
tissue  were  normal. 

MICROSCOPIC  DESCRIPTION:  The  tumor  was 
a cellular  spindle  cell  neoplasm  showing  intimate  as- 
sociation with  the  vein  wall  (Fig.  2).  In  cellular 
areas,  nuclei  were  plump  and  hyperchromatic  with 
one  to  three  mitoses  per  high  power  field  (Fig.  3). 
There  were  also  less  cellular  collagenous  areas  as 
was  seen  in  the  initial  biopsy. 

Comment 

Malignant  tumors  of  large  vessels  are  rare  as 
attested  to  by  large  autopsy  series  and  few  clin- 
ical reports.  Of  the  recorded  cases,  13  have  ap- 
peared in  females,  10  in  males.  Age  distribution 
ranges  from  17  to  68  years  with  the  majority  ap- 
pearing in  the  fourth  to  the  sixth  decades.  Most 
of  these  lesions  have  remained  local  for  long  peri- 


ods, and  venous  collateral  thereby  developed  has 
permitted  wide  resections  without  functional  im- 
pairment. While  only  2 of  9 vena  cava  malig- 
nancies have  been  diagnosed  premortem  and  sub- 
jected to  surgery,  12  of  14  tumors  have  been 
excised.  Wider  use  of  venography  in  veno-occlu- 
sive  disease  should  uncover  these  lesions  sooner, 
especially  those  involving  the  vena  cava,  in  addi- 
tion to  helping  plan  surgical  intervention.  • 
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AAP  Releases  Report  on  School  Health 

The  American  Academy  of  Pediatrics  today  released  a comprehensive  report  dealing  with  all 
aspects  of  school  health. 

Entitled  the  Report  of  the  Committee  on  School  Health  of  the  American  Academy  of  Pediatrics, 
the  report  provides  information  on  essential  school  health  matters,  emphasizes  subjects  relating  to 
school  health  policy,  and  outlines  techniques  used  in  school  health  services. 

Subjects  covered  include  the  physician’s  function  in  school  health  appraisal  programs,  school 
health  as  related  to  adolescents  and  handicapped  children,  school  failure,  attendance  problems, 
sports  medicine,  management  of  emergencies,  health  of  school  personnel,  health  education  for 
school  children,  and  education  of  physicians  in  school  health. 

Single  copies  of  the  publication  may  be  obtained  from  the  Academy  for  $2.00  each. 
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Orthopedists  Organize 

On  July  20,  1966,  a group  of  Montana  ortho- 
pedists met  at  Glacier  Park  and  organized  the  Mon- 
tana Orthopedic  Society.  The  purpose  of  this  newly 
formed  specialty  group  is  to  exchange  scientific 
knowledge  among  orthopedists  in  Montana.  Mem- 
bership in  the  Montana  Orthopedic  Society  is  open 
to  any  and  all  physicians  who  limit  their  practice  to 
this  specialty. 


USMA  Briefs 

John  F.  Waldo,  MD,  Salt  Lake  City  internist,  and 
past-president  of  the  Utah  State  Medical  Association, 
has  been  named  Director  of  the  Medical  Care  Ser- 
vice Division  of  the  Utah  State  Department  of 
Health. 

Doctor  Waldo  has  been  in  private  practice  in  Salt 
Lake  City  since  1955  and  has  been  very  active  in 
medical  society  activities.  He  served  as  president  of 
the  Salt  Lake  County  Medical  Society  in  1959,  and 
was  president  of  the  USMA  in  1963.  He  also  served 
as  chairman  of  USMA’s  Little  Hoover  Committee 
and  as  advisor  to  the  State  Department  of  Public 
Welfare. 

Doctor  Waldo  received  his  BA  degree  from  Po- 
mona College  in  1937  and  obtained  his  MD  degree 
at  the  University  of  Rochester  School  of  Medicine 
in  1943.  His  intership  and  residency  in  internal  medi- 
cine were  served  at  the  Strong  Memorial  Hospital, 
Rochester,  New  York. 

In  1946,  Doctor  Waldo  became  affiliated  with  the 
University  of  Utah  College  of  Medicine  where  he 
served  as  an  instructor  in  the  Department  of  Medi- 
cine until  1948  when  he  was  appointed  an  assistant 
professor  of  medicine.  He  directed  the  Postgraduate 
Division  of  the  College  of  Medicine  until  he  entered 
the  army  in  1953. 

Doctor  Waldo  has  had  several  papers  published 
and  his  record  in  medical  education  places  him  high 
among  the  authorities  today  in  the  field  of  antibiotics 
and  infectious  diseases. 


FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 

with  DICARBOSir  antacid 

■ effective  neutralizing  power— Two  tablets  in  vitroL 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste— A fresh  mint  flavor  patients  con- 
tinue to  enjoy.  With  Dicarbosil’s  unique*  formu- 
lation, chalky  after  taste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (about  Ifi 
or  less  per  tablet),  Dicarbosil  is  within  the  reach 
of  all  patients. 

1.  Schleif.  R.H.;  J.A.PH.A.,  46:179,1957  ♦U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  TVi- 
silicate  0.006  Gm. 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 
319  South  4th  Street  • St.  Louis,  Missouri  63102 
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LOMOTIIi* 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning;  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


tackles  the  problem  of  diarrhea  directly 


Effectiveness — Physiologic  evidence  indi- 
cates that  Lomotil  acts  directly  on  the 
smooth  muscle  of  the  bowel  to  lower  motil- 
ity and  control  diarrhea.  This  action  is  un- 
surpassed in  promptness  and  efficiency. 

Convenience — Lomotil  is  available  as 
small,  easily  carried,  virtually  tasteless  tab- 
lets and  as  a pleasant,  fruit-flavored  liquid. 


Versatility — The  therapeutic  efficiency, 
safety  and  convenience  of  Lomotil  may  be 
used  to  advantage  alone  or  adjunctively  in 
diarrhea  associated  with : 

• Functional  hypermotility  • Regional  enteritis 

• Irritable  bowel  • Ileostomy 

• Acute  infections  • Ulcerative  colitis 

• Gastroenteritis  and  colitis  • Food  poisoning 

• Malabsorption  syndrome  • Drug  therapy 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 
Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are: 

Children:  Total  Daily  Dosage  . . . 

3-6  mo.  . . Vz  tsp*.  t.i.d.  (3  mg.)  1 i I 
6-12  mo.  . V2  tsp.  q.i.d.  (4  mg.)  ! £ I I 

1- 2  yr....  V2  tsp.  5 times  daily  (5  mg.)  1 J £ | J 

2- 5yr.  ...  1 tsp.  t.i.d.  (6  mg.)  | | 

5-8 yr.  ...  1 tsp.  q.i.d.  (8  mg.)  £ i £ 1 
8-12yr.  ..  1 tsp.  5 times  daily  (10  mg.)  £ £ £ £ £ 

Adults:  . . 2 tsp.  5 times  daily  (20  mg.)£|  [ j It  i! 

■TBased  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth 
the  initial  daily  dosage. 


Precautions:  Lomotil,  brand  of  diphenoxylate  hy- 
drochloride with  atropine  sulfate,  is  a Federally  ex- 
empt narcotic  preparation  of  very  low  addictive 
potential.  Lomotil  should  be  kept  out  of  reach  of 
children  since  accidental  overdosage  may  cause  se- 
vere respiratory  depression.  Recommended  dosages 
should  not  be  exceeded.  Lomotil  should  be  used 
with  caution  in  patients  with  impaired  liver  func- 
tion and  in  patients  taking  addicting  drugs  or  bar- 
biturates. The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon 
but  among  those  reported  are  gastrointestinal  irri- 
tation, sedation,  dizziness,  cutaneous  manifesta- 
tions, restlessness,  insomnia,  numbness  of  extremi- 
ties, headache,  blurring  of  vision,  swelling  of  the 
gums,  euphoria,  depression  and  general  malaise. 
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University  of  Colorado  Medical  Center 

A $156,209  contract  has  been  awarded  by  the 
U.  S.  Public  Health  Service  to  Dr.  Thomas  L.  Petty 
of  the  University  of  Colorado  Medical  Center  for 
the  establishment  and  first  year  operation  of  a model 
program  for  the  rehabilitation  of  persons  sulTering 
from  chronic  lung  diseases  such  as  emphysema 
and  bronchitis.  Dr.  Petty  is  an  assistant  professor 
of  medicine  in  the  CU  School  of  Medicine  and  di- 
rector of  the  respiratory  care  laboratory  at  the  Medi- 
cal Center. 

Dr.  Petty  said  the  rehabilitation  team  for  the 
program  will  include  about  1 1 physicians,  physical 
therapists,  nurses,  social  workers,  medical  technolo- 
gists and  other  specially  trained  personnel.  The  proj- 
ect will  have  its  base  in  the  Chest  Disease  Clinic  of 
Colorado  General  Hospital  and  also  will  utilize  the 
hospital's  physical  medicine  service  and  Medical 
Center  laboratories. 

The  USPHS  contract  supporting  the  model  pro- 
gram is  effective  through  June  30,  1967. 

* ❖ ❖ 

Appointment  of  Dr.  Stanley  Levin  of  the  Kaplan 
Hospital,  Rehovot,  and  the  Hebrew  University  Medi- 
cal School,  Jerusalem,  Israel,  as  visiting  professor  of 
pediatrics  in  the  University  of  Colorado  School  of 
Medicine  was  recently  announced  by  Dr.  John  J. 
Conger,  CU  vice  president  for  medical  affairs  and 
dean  of  the  medical  school.  Dr.  Levin  was  a fellow 
in  pediatrics  at  the  CU  Medical  Center  in  1951-53. 
He  will  return  as  visiting  professor  for  the  year  end- 
ing next  June  30. 

Dr.  Levin  was  born  in  1921  in  Johannesburg, 
South  Africa,  and  received  his  medical  degree  in 
1944  from  the  University  of  Witwatersrand  there. 
He  served  his  residencies  at  Johannesburg  General 
Hospital  1944-46  and  was  the  hospital's  chief  surgi- 
cal resident  in  1947-48.  Since  1948  Dr.  Levin  has 
been  in  Israel,  where,  following  military  service,  he 
was  appointed  Chief  of  the  Pediatric  Services  in  the 
Ciovernment  Hospital  in  Tiberias.  On  completing 
his  training  at  the  CU  Medical  Center,  he  returned 
to  Israel  and  established  himself  as  a leading  clinical 
pediatrician.  From  1957-59,  Dr.  Levin  was  a re- 
search fellow  in  pediatrics  at  the  Sinai  Hospital, 
Baltimore,  and  the  Johns  Hopkins  University  Medi- 
cal School.  More  recently  he  has  been  the  Chief  of 
Pediatrics  and  Pediatric  Research  at  the  Kaplan 
Hospital  in  Rehovot,  which  is  affiliated  with  the 
Hebrew  University  Medical  School,  and  is  actively 
engaged  in  the  pediatric  training  program  of  medical 
students. 

While  he  is  in  Denver,  Dr.  Levin  also  will  partici- 
pate in  the  research  and  clinical  programs  of  the 
Children's  Asthma  Research  Institute  and  Hospital. 


Construction  is  under  way  on  a $423,145  project 
to  create  new  quarters  for  the  University  of  Colo- 
rado School  of  Nursing  at  the  CU  Medical  Center. 
The  redevelopment  project  is  expected  to  be  com- 
plete by  February  next  year,  according  to  Charles  H. 
Overholt,  Medical  Center  architect. 

Priority  was  given  to  the  School  of  Nursing  por- 
tion of  the  expansion  plan  because  of  the  urgency 
of  meeting  enrollment  increases  already  taking  place 
in  the  school.  The  program  also  will  provide  addi- 
tional space  to  accommodate  a 29  percent  increase 
in  the  School  of  Medicine  enrollment  and  a 100 
percent  increase  for  graduate  students  seeking  ad- 
vanced degrees  in  the  basic  life  sciences. 

* * * 

Appointment  of  Dr.  David  W.  Talmage,  as  associ- 
ate dean  and  Dr.  Carlton  L.  Shmock,  as  assistant 
dean  of  the  School  of  Medicine  in  Denver  has  been 
approved  by  the  University  of  Colorado  Board  of 
Regents. 

To  fill  the  vacancy  created  by  the  appointment  of 
Dr.  Talmage,  the  Regents  approved  the  designation 
of  Dr.  Lloyd  M.  Kozlofl,  professor  of  microbiology, 
as  acting  chairman  of  the  Department  of  Microbiol- 
ogy pending  selection  of  a permanent  chairman  by  a 
faculty  committee  to  be  named  later. 

* * * 

Dr.  Isamu  Sando  of  the  Nihon  University  School 
of  Medicine  in  Tokyo  has  been  appointed  assistant 
professor  of  surgery  (otolaryngology)  in  the  Uni- 
versity of  Colorado  School  of  Medicine.  The  appoint- 
ment is  effective  July  1 for  two  years. 

Dr.  Sando  holds  his  MD  degree  from  the  Nihon 
University  medical  school  and  has  been  instructor  in 
otolaryngology  on  its  faculty  since  1964.  He  was  a 
research  fellow  at  the  Massachusetts  Eye  and  Ear 
Infirmary,  Boston,  in  1962-63  and  spent  the  following 
year  as  a research  fellow  in  the  Harvard  Medical 
School.  He  has  contributed  to  American,  Japanese 
and  international  journals  in  his  specialty  field. 

* * * 

A new  technique  in  medical  education — videotape 
recording  of  students  as  they  perform  physical  ex- 
aminations and  take  the  patient's  medical  history — 
has  been  inaugurated  for  seniors  in  the  CU  School  of 
Medicine  as  part  of  their  clinical  experience  on  the 
pediatric  service  of  Colorado  General  Hospital. 
Special  patients  are  selected  for  the  program  with 
parental  permission. 

A small  closed-circuit  television  camera  monitors 
the  student  inconspicuously  as  he  examines  his  young 
patient  and  interviews  the  parent  about  the  child’s 
medical  history.  The  entire  scene  can  be  observed 
“live'’  on  a TV  tube  in  an  adjacent  room  and  is 
simultaneously  recorded  on  videotape  for  later  play- 
back. Once  the  examination  and  history-taking  are 
eomplete  the  student  goes  over  his  work  in  detail  with 
his  instructors  and  can  rerun  the  tape  repeatedly  for 
review  of  special  points  and  critical  self-analysis. 

Facilities  for  the  videotape  teaching  were  devel- 
oped by  the  pediatric  teaching  team  with  the  as- 
sistanee  of  S.  Robert  Heskett,  audiovisual  program 
coordinator  for  the  Medical  Center. 
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University  of  Utah  Medical  Center 

The  University  of  Utah  Board  of  Regents  has 
approved  the  appointment  of  Keith  Reemtsma,  MD, 
as  Professor  and  Head  of  the  Department  of  Surgery 
of  the  University’s  College  of  Medicine.  The  ap- 
pointment is  effective  on  September  1,  1966. 

Dr.  Reemtsma  is  Professor  of  Surgery  at  Tulane 
University,  New  Orleans,  La.  He  received  his  MD 
degree  from  the  University  of  Pennsylvania  School 
of  Medicine  in  1949.  He  also  holds  the  degree  of 
Doctor  of  Medical  Science  from  Columbia  Univer- 
sity. 

Dr.  Reemtsma  is  noted  for  his  work  in  organ 
transplantation,  and  plans  to  continue  this  vital  work 
here.  He  is  the  author  and  co-author  of  more  than 
70  scientific  papers  on  various  subjects  including 
cardiovascular  and  pediatric  surgery. 


Colorado 


Dr.  Carl  Addison  McLauthlin  died  at  his  home  in 
Denver  on  Tuesday,  September  13,  1966.  He  was  77 
years  of  age.  He  was  born  in  Denver  on  November 
5,  1888. 

He  received  his  primary  and  secondary  school  edu- 
cation in  the  Denver  Public  Schools  and  later  at- 
tended the  University  of  Colorado.  He  graduated 
from  the  University  of  Colorado  Medical  Center 
with  an  MD  Degree  in  1913  and  the  following  year 
began  the  practice  of  medicine  in  his  native  city  of 
Denver. 

Dr.  McLauthlin  was  active  in  medical,  welfare  and 
social  affairs  of  his  community.  He  served  for  a 
number  of  years  on  the  Board  of  Trustees  of  the 
Denver  Medical  Society  and  in  1956  he  was  elected 
President  of  that  organization. 

In  addition  to  this  he  was  a member  of  the  Colo- 
rado Medical  Society  and  the  American  Medical 
Association.  He  was  also  a member  of  the  Denver 
Rotary  Club,  the  Denver  Athletic  Club,  the  Denver 
Country  Club,  Alpha  Tau  Omega  fraternity,  the  Al- 
bert Pike  Masonic  Lodge  No.  1 17,  the  Rocky  Moun- 
tain Consistory  No.  2,  and  the  Medical  Corps  of  El 
Jebel  Shrine.  He  was  a member  of  the  Jesters,  the  Red 
Cross  of  Constantine,  and  St.  John’s  Episcopal 
Church. 

Dr.  McLauthlin  was  a recipient  of  many  other 
honors,  including  the  Alumni  Medallion  for  25  years 
of  service  on  the  volunteer  faculty  of  the  University 
of  Colorado  Medical  Center  and  the  Certificate  of 
Service  of  the  Colorado  Medical  Society — the  highest 
honor  the  Colorado  Medical  Society  ever  bestows  on 
a member  of  that  organization. 

Dr.  McLauthlin  was  the  son  of  a very  distinguished 
Colorado  doctor.  Dr.  Herbert  W.  McLauthlin.  He 
practiced  medicine  in  Denver  from  1882  until  the 
time  of  his  death  in  1939.  He  also  served  as  President 
of  the  Denver  Medical  Society  in  1892. 


Dr.  McLauthlin  was  married  on  November  30, 
1914  to  Vera  Grace  McGahey  of  Emporia,  Kansas. 
He  is  survived  by  his  widow  and  two  sons,  Robert  B. 
McLauthlin  of  Greeley,  and  Dr.  Carl  H.  McLauthlin, 
a prominent  Denver  surgeon;  as  well  as  a daughter, 
Mrs.  Arnold  R.  Vetter  of  Denver;  a brother,  Alvin  B. 
McLauthlin  of  Jackson,  Michigan;  and  eight  grand- 
children. 

Dr.  Willy  Hinzelman  died  in  the  Weld  County 
General  Hospital  on  September  7,  1966.  He  was  born 
in  Dresden,  Germany,  on  November  9,  1887,  and  was 
78  years  old  at  the  time  of  his  death. 

Dr.  Hinzelman  received  his  primary,  secondary, 
college,  and  medical  education  in  Germany.  He  was 
married  in  Germany  on  June  5,  1928,  to  Anna  Maria 
Kierdorf.  Dr.  and  Mrs.  Hinzelman  came  to  the 
United  States  in  1936. 

He  practiced  medicine  first  in  Denver  and  then  as 
a resident  physician  at  the  Modern  Woodman  Sana- 
torium in  Colorado  Springs.  Still  later  he  opened  his 
office  in  Greeley,  Colorado,  where  he  practiced  medi- 
cine until  the  time  of  his  death. 

He  was  a member  of  the  Trinity  Episcopal  Church 
in  Greeley  and  a member  of  the  Weld  County  Medi- 
cal Society,  the  Colorado  Medical  Society,  and  the 
American  Medical  Association.  He  served  for  a num- 
ber of  years  as  clinician  for  the  Colorado  Tubercu- 
losis Association  and  was  publicly  honored  by  the 
Association  when  he  resigned  in  January,  1958. 

He  is  survived  by  his  widow,  Mrs.  Anna  Maria 
Hinzelman,  two  sons,  two  daughters,  and  six  grand- 
children. 

Utah 

Edward  Dexter  LeConipte,  MD,  retired  Salt 
Lake  City  eye,  ear,  nose  and  throat  specialist,  died 
Saturday,  July  16,  at  the  age  of  84.  Doctor 
LeCompte  had  been  hospitalized  since  June  9,  1966, 
when  he  was  in  an  automobile  accident. 

Doctor  LeCompte  was  born  April  14,  1882,  in 
Meeker,  Colorado,  a son  of  Doctor  Edward  Palmer 
and  Lydia  Wells  LeCompte.  At  that  time,  the  elder 
Doctor  LeCompte  was  a military  physician  in  Gen- 
eral George  Custer’s  campaign  against  the  Indians. 
The  family  later  was  among  the  early  settlers  of  Park 
City. 

In  1900,  Doctor  LeCompte  was  appointed  to  West 
Point  where  he  was  a plebe  under  Sophomore  Cadet 
Douglas  MacArthur. 

Doctor  LeCompte  was  president  of  the  Salt  Lake 
County  Medical  Society  in  1942-43.  He  taught  anat- 
omy of  the  head  at  the  University  of  Utah  for  20 
years  and  was  a part-time  consultant  on  student 
health.  During  World  War  I he  served  on  the  draft 
examining  board  at  Fort  Douglas,  and  during  World 
War  II  was  on  the  staff  at  the  Salt  Lake  Veteran’s 
Hospital.  He  was  a member  of  the  University  Club, 
Fort  Douglas  Officers  Club,  and  the  University 
Emeritus  Club.  He  was  a member  of  St.  Mark’s  Epis- 
copal Cathedral  Parish. 

Doctor  LeCompte  never  married,  and  he  has  no 
immediate  survivors. 
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CHILDREN’S  HOSPITAL— DENVER 

Aspen  Conference  on  the  Newborn 

Children's  Hospital,  Denver,  will  sponsor  a series  of 
in-depth  seminars  on  the  newborn  at  the  Aspen  Insti- 
tute for  Humanistic  Studies  on  February  5,  6,  and  7, 
1967.  Participants  will  include  Heinz  Eichenwald, 
MD,  University  of  Texas;  George  Kerr,  MD,  Uni- 
versity of  Wisconsin;  Lula  Lubchenco,  MD,  Univer- 
sity of  Colorado;  Jerold  Lucey,  MD,  University  of 
Vermont,  and  Robert  Usher,  MD,  Royal  Victoria 
Hospital,  Montreal. 

Registration  limited.  Fee  $40.00.  Write;  Joseph 
Butterfield,  MD,  Children's  Hospital,  19th  Avenue  at 
Downing,  Denver,  Colorado  80218. 

Emanuel  Eriedman  Lecture 

Edward  A.  Mortimer,  MD,  Professor  of  Pediatrics 
at  the  University  of  New  Mexico,  will  give  the 
Emanuel  Eriedman  Lecture  at  Children's  Hospital, 
Denver  on  February  16,  1967. 

The  lecture  memorializes  a pioneer  pediatrician 
in  Colorado  and  is  part  of  a two-day  program  which 
will  be  focused  on  “Infection,  1967.” 

For  futher  information  write;  Joseph  Butterfield, 
MD,  Children's  Hospital,  19th  Avenue  at  Downing, 
Denver,  Colorado  80218. 

Morgan  County  Medical  Society 
Rrush  Postgraduate  Clinic 
Brush,  Colorado 

Tuesday,  October  18,  1966 

Chapter  House  of  the  EbenEzer  Home 

Guest  Presentations  and 
Discussion  by  Panel 

Robert  Carver.  MD,  Pathologist 
Edward  L.  Lord.  MD,  OB-GYN 
John  A.  Whitesel,  MD,  Urologist 
Social  Hour  and  Dinner  to  Follow  the 
Afternoon  Presentation 
Formal  Presentations 

bv  the  Three  Guest  Speakers 

AAGP  CREDIT 


American  Cancer  Society 

The  1967  Scientific  Session  of  the  American  Can- 
cer Society  will  be  held  at  the  Sheraton-Dallas  Hotel 
in  Dallas,  Texas  on  May  3.  1967. 

This  symposium  on  “Current  Concepts  in  Etiology 
and  Diagnosis  of  Cancer"  is  open  to  all  members 
of  the  medical  professions  and  students.  There  is  no 
advance  registration  or  registration  fee. 

Eor  further  information,  write:  Director  of  Pro- 
fessional Education,  American  Cancer  Society,  Inc., 
219  East  42nd  Street.  New  York,  New  York  10017. 


AAP  Postgraduate  Program 

The  American  Academy  of  Pediatrics  has  sched- 
uled five  postgraduate  courses  for  1966-67,  according 
to  E.  H.  Christopherson,  MD,  executive  director  of 
the  Academy.  The  first  of  these  programs  was  pre- 
sented in  September. 

The  remaining  programs  will  be  presented  Nov.  17- 
19,  1966,  State  University  of  New  York,  Upstate 
Medical  Center,  Syracuse;  Feb.  23-25,  1967,  Boston 
Lying-in  Hospital,  Boston;  March  9-11,  1967,  Uni- 
versity of  Tennessee  College  of  Medicine,  Memphis, 
and  March  30-April  1,  1967,  Stanford  University 
School  of  Medicine,  Palo  Alto,  California. 

Subjects  to  be  covered  include  allergy  and  im- 
munology, learning  development,  progress  in  under- 
standing the  newborn  infant,  difficult  problems  in 
clinical  pediatrics-diagnosis  and  management,  and 
genetics  in  metabolism. 

Information  concerning  registration,  housing,  and 
other  matters  may  be  obtained  by  writing  Robert  G. 
Frazier,  MD,  secretary,  American  Academy  of  Pedi- 
atrics, P.  O.  Box  1034,  Evanston,  111.  60204. 


Medical  Aspects  of  Sports 

The  Eighth  National  Conference  of  the  Medical 
Aspects  of  Sports,  sponsored  by  the  American  Med- 
ical Association  under  the  auspices  of  its  Committee 
on  the  Medical  Aspects  of  Sports,  will  be  held  in 
Las  Vegas,  Nevada,  at  Caesar's  Palace  on  November 
27,  1966.  The  Conference  is  held  annually  in  con- 
junction with  and  on  the  first  day  of  the  Clinical  Con- 
vention of  the  American  Medical  Association. 

The  Conference  will  cover  a wide  range  of  sub- 
jects of  interest  to  those  serving  school  and  college 
athletic  programs.  Included  will  be  forums  and  dis- 
cussion sections  relating  to  criteria  for  immediate 
management  of  knee  injuries,  resources  for  grass 
roots  supervision  of  sports,  medical  preparations  for 
international  competitions,  and  the  relationship  of 
athletic  fitness  to  physical  fitness.  Among  the  speak- 
ers will  be  Merritt  Stiles,  MD,  2d  Vice  President 
of  the  U.  S.  Olympic  Committee,  and  Donald 
O'Donoghue,  MD,  President  of  the  American  Acad- 
emy of  Orthopedic  Surgeons.  Robert  S.  Rocke,  MD, 
Medical  Examiner  for  the  California  State  Athletic 
Commission,  will  address  the  Conference  Luncheon. 

The  Conference  is  open  to  key  nonmedical  athletic 
personnel  as  well  as  interested  physicians.  For  fur- 
ther information  concerning  the  Conference,  address 
the  Secretary,  Committee  on  the  Medical  Aspects 
of  Sports,  American  Medical  Association,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 

Twelfth  Annual  Mid-State 
Medical  Conference 

Sponsored  by  the  Buffalo  County  Medical  Society 

November  16,  1966 
The  Holiday  Inn 
Kearney,  Nebraska 

Recent  Advances  in  Female  Hormone  Therapy 
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Postgraduate  Education  Courses 


Sponsored  by  Department  of  Medicine 
Hahnemann  Medical  College  and  Hospital 


Oct.  5,  1966  to 
Mar.  29,  1967 
(Wed. 

1 : 00-4: 00  p.m. ) 


GENERAL  INTERNAL 
MEDICINE 

Wilbur  W.  Oaks,  MD,  Director 


Nov.  11,  1966  CORONARY 

ARTERIOGRAPHY 

(cosponsored  with  American 
College  of  Cardiology) 

Hratch  Kasparian,  MD,  Director 


Dec.  5-7,  1 966  THEORY  AND 

APPLICATION  OF  GAS 
CHROMATOGRAPHY  IN 
INDUSTRY  AND  MEDICINE 

Henry  S.  Kroman,  PhD,  Director 


Dec.  12-14,  1966  17th  Hahnemann  Symposium: 

RENAL  FAILURE 

Albert  N.  Brest,  MD,  Director 


Jan.  11-13,  1967  BEDSIDE  DIAGNOSIS— ■ 

PART  IV 

Bernard  L.  Segal,  MD,  Director 

Apr.  10-12,  1967  18th  Hahnemann  Symposium: 
EPITHELIAL- 
MESENCHYMAL 
INTERACTIONS 

Raul  Fleischmajer,  MD,  Director 


NOTE:  For  futher  information,  please  contact  the 
Director. 


Clinical  Conference 

“Cancer  of  the  Uterus  and  Ovary"  will  be  the 
subject  of  the  Eleventh  Annual  Clinical  Conference 
to  be  held  at  The  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  Institute,  Houston, 
Texas,  on  December  1 and  2,  1966.  Outstanding 
physicians  from  institutions  throughout  the  United 
States  and  one  from  Sweden  will  join  staff  members 
from  The  University  of  Texas  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute  in  presenting  the  most 
current  information  on  diagnostic  procedures  and 
treatment  for  carcinoma  of  the  uterus,  uterine  cer- 
vix, and  ovary.  Cosponsor  of  the  conference  with 
M.  D.  Anderson  Hospital  is  the  Division  of  Con- 
tinuing Education  of  The  University  of  Texas  Gradu- 
ate School  of  Biomedical  Sciences  at  Houston. 

Further  information  concerning  the  conference 
may  be  obtained  by  writing: 

Dr.  Felix  Rutledge,  Chairman 

1966  Clinical  Conference 

The  University  of  Texas 

M.  D.  Anderson  Hospital  and  7 umor  Institute 

Texas  Medical  Center 

Houston,  Texas  77025 


Radiological  Conference 

The  Nineteenth  Annual  Midwinter  Radiological 
Conference,  sponsored  by  the  Los  Angeles  Radio- 
logical Society  will  be  held  at  the  International  Hotel 
(adjacent  Los  Angeles  International  Airport),  Los 
Angeles,  California,  on  Saturday,  January  28  and 
Sunday,  January  29,  1967. 

The  program  will  include  the  following  speakers: 
G.  J.  D’Angio,  MD,  Director  Radiation  Therapy. 
University  of  Minnesota,  Minneapolis,  Minnesota; 
Benjanmin  Eelson,  MD,  University  of  Cincinnati, 
Cincinnati,  Ohio;  Dr.  Herbert  J.  Kaufmann,  Basler 
Kinderspital,  Basel,  Switzerland;  Dr.  John  W.  Laws, 
Radiodiagnostic  Hospital,  Hammersmith  Hospital, 
London,  England;  Richard  Lester,  MD,  Professor  of 
Radiology,  Duke  University,  Durham,  North  Caro- 
lina. 

Conference  fee  of  twenty-five  ($25.00)  dollars  will 
include  two  luncheons  and  panel  discussion  with  the 
guest  speakers.  Courtesy  cards  will  be  made  available 
for  Radiological  Residents  and  Radiologists  in  the 
Armed  Forces.  Reduced  rates  for  the  luncheons  and 
dinner-dance  will  be  available  for  the  Radiology 
Residents. 

Hotel  reservations  may  be  made  by  contacting  the 
Convention  Manager,  International  Hotel,  Sepulveda 
at  Century,  Los  Angeles,  California.  Conference 
reservations  should  be  made  through  Richard  R. 
Screiher,  MD,  2400  South  Flower  Street,  Los  Ange- 
les. California  90007 . 


Otero  County  Medical  Society 
Cancer  Seminar 

Monday,  October  17,  1966 
Mennonite  Hospital,  La  Junta,  Colorado 
Cancer  of  the  Bladder 
Joseph  Sherman,  MD,  Urologist 
Cancer  of  the  Uterus 
Sam  Downing,  MD,  OB-GYN 


Hospital  and  Medical  Information 
Systems 

A three-day  session,  ADVANCES  IN  COMPU- 
TER-BASED HOSPITAL  AND  MEDICAL  INFOR- 
MATION SYSTEMS,  will  take  place  in  New  York 
City,  December  6-8,  at  the  Park-Sheraton  Hotel. 

Sponsoring  the  seminar  is  Computer  Usage  Edu- 
cation, Inc.  CUE  specializes  in  the  education  of 
management  and  professional  groups  in  advanced  ap- 
plications of  computer  technology.  The  registration 
fee  for  the  three-day  meeting,  including  lunches,  is 
$195. 

Additional  detailed  information  can  be  obtained  by 
writing  to  Mr.  Ascher  Opler.  CUE,  Inc..  51  Madison 
Avenue.,  New  York,  N.  Y.  10010. 
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Pulmonary  Function 

The  Third  Annual  Postgraduate  Course  on  Pul- 
monary Function  in  Health  and  Disease  will  be  held 
in  New  Orleans  Monday,  November  28  through 
Thursday,  December  I in  the  auditorium  of  the  Tu- 
lane  University  School  of  Medicine.  The  four-day 
course  will  be  sponsored  by  the  American  Thoracic 
Society,  the  Louisiana  Thoracic  Society,  the  Tulane 
University  School  of  Medicine,  the  Louisiana  State 
University  School  of  Medicine,  and  the  Alton 
Ochsner  Medical  Foundation. 

Tuition  for  the  Postgraduate  Course  is  $100  for 
physicians  not  belonging  to  the  American  Thoracic 
Society;  $75  for  ATS  members  and  for  physicians 
whose  tuition  is  provided  by  voluntary  Tuberculosis 
and  Respiratory  Disease  Associations;  $25  for  nurses 
and  technicians.  Residents  will  be  enrolled  tuition- 
free,  upon  acceptance  by  the  Course  Committee  of 
verification  of  residency  status. 

Copies  of  the  complete  Course  regimen  may  be 
obtained  from  the  Pulmonary  Function  Course  Com- 
mittee, Louisiana  Thoracic  Society,  Suite  407,  305 
Baronne  Street,  in  New  Orleans,  Louisiana. 


Symposium  on  Kidney  Disease 

The  Third  Annual  Kidney  Disease  Symposium  for 
physicians  in  the  Rocky  Mountain  area  will  be  held 
on  Friday,  November  11,  1966,  in  the  Ballroom  of 
the  Denver  Hilton  Hotel. 

Guest  speakers  are  Dr.  F.  V.  Featherstone  of  the 
Dialysis  Section  of  the  USPHS;  Dr.  Donald  Martin, 
Assistant  Professor  of  Surgery/ Urology,  UCLA;  Dr. 
Solomon  Papper,  Professor  of  Medicine,  University 
of  New  Mexico;  and  Dr.  George  E.  Schreiner,  Pro- 
fessor of  Medicine,  Georgetown  University. 

Registration,  including  luncheon,  is  $15.00,  and 
should  be  made  in  advance.  Further  information  may 
be  obtained  from  the  Kidney  Foundation  of  Colora- 
do, 730  Fourteenth  Street,  Denver,  Colorado. 


Surgeons  to  Meet  in  San  Diego 

The  American  College  of  Surgeons  will  hold  its 
first  of  three  1967  Sectional  Meetings  in  San  Diego, 
Jan.  23-25.  Headquarters  will  be  the  Del  Coronado 
hotel. 

Dr.  Woodrow  L.  Pickhardt,  Chicago,  is  in  charge 
of  Sectional  Meeting  programs  for  the  College.  In- 
quiries may  be  addressed  to  him  at  College  head- 
quarters: 55  East  Erie  Street,  Chicago,  Illinois  60611. 

Locations  and  chairmen  for  other  1967  meetings 
of  the  College  are:  Colorado  Springs,  Feb.  15-17,  Dr. 
Robert  Woodruff. 

New  York  City,  Feb.  27-March  2.  The  annual 
four-day  meeting  for  surgeons  and  graduate  nurses. 
Dr.  John  L.  Madden,  chairman  for  the  surgeons' 
sessions,  and  Miss  Barbara  A.  Volpe,  RN,  chairman 
of  the  nurses'  planning  committee. 

The  1967  annual  Clinical  Congress  of  the  College 
will  be  held  in  Chicago,  Oct.  2-6. 


The  discomforts  of 

DIARRHEA 

MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with ..... 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
Administer  4 tablets  every  4 hours  until 
relief  is  constant,  then  adjust  mainte- 
nance dosage. 


Trocinate 


THIPHENAMIL  HCl 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
If  on-mydriatic,  may  be  used  in  glaucoma 

Sixteen  years  of  clinical  use,  with  absence  of 
untoward  effects,  has  established  the  safety 
and  effectiveness  of  Trocinate. 

Trocinate  is  metabolized  in  the  body  and 
completely  eliminated,  which  is  a safety 
factor.  Dosage  must  be  sufficient  to  maintain 
the  therapeutic  blood  level. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN' 


brand 


POLYiYXIl  B-BACITilGII-IEOiYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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New  hooks  received  are  acknowledged  in  lids 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 

Recent  Acquisitions 

Adolescents  Out  of  Step:  Tlie’r  Treatment  in  a Psychiatric 
Hospital:  By  Peter  G.  S.  Beckett.  Detroit.  1965,  Wayne  State 
Univ.  Pr.  190  p.  Price:  $6.95. 

An  Atlas  of  Surgical  Approaches  to  the  Bones  of  the  Dog 
and  Cat:  By  D.  L.  Piermattei.  Philadelphia,  1966,  Saunders. 
132  p.  Price:  $9.50. 

Children  of  Time  and  Space  of  Action  and  Impulse:  By 
Rudolf  Ekstein.  New  York,  1966,  Appleton.  466  p.  Price:  $8.75. 
Disease  in  Infancy  and  Childhood:  By  Richard  W.  B.  Ellis. 
5th  ed.  Baltimore,  1965.  Williams  & Wilkins.  712  p.  Price: 
$14.50. 

Doctors  of  the  American  Frontier:  By  Richard  Dunlop.  Gar- 
den City,  N.  Y.,  1965,  Doubleday.  228  p.  Price:  $4.95. 

Early  Management  of  Acute  Trauma:  Edited  by  Alan  M. 
Nahum.  St.  Louis,  1966,  Mosby.  336  p.  Price:  $21.00. 

Essays  on  Ego  Psychology:  By  Heinz  Hartmann.  New  York, 
1964,  International  Univ.  Pr.  492  p.  Price:  $10.00. 

Handbook  of  Industrial  Toxicology:  By  E.  R.  Plunkett.  New 
York,  1966,  Chemical  Pub.  Co.  448  p.  Price:  $16.50. 
Hematologic  Problems  in  the  Newborn:  By  Frank  A.  Oski. 
Philadelphia,  1966,  Saunders.  294  p.  Price:  $11.00. 

History  of  the  American  Pediatric  Society,  1887-1965:  By 
Harold  K.  Faber.  New  York,  1966,  Blakiston.  375  p.  Price: 
$14.50. 

Manson’s  Tropical  Diseases:  Edited  by  Philip  Manson-Bahr. 
16th  ed.  Baltimore.  1966,  Williams  & Wilkins.  1131  p.  Price: 
$21.00. 

Problems  of  Human  Pleasure  and  Behavior:  By  Michael 
Balint.  New  York.  1956,  Liveright.  300  p.  Price:  $5.95. 
Progress  in  Clinical  Cancer,  V.  2:  Edited  by  I.  M.  Ariel.  New 
York,  1966,  Grune.  375  p.  Price:  $15.75. 

The  Psychological  Aspects  of  Rheumatoid  Arthritis:  By  Harold 
Geist.  Springfield.  111.,  1966,  Thomas.  138  p.  Price:  $6.50. 
Roentgen  Signs  in  Clinical  Practice:  By  Isadore  Meschan. 
Philadelphia,  1966,  Saunders.  2 v.  Price:  $33.00. 

Studies  on  Psychosis:  Descriptive,  Psychoanalytic  and  Psy- 
chological Aspects:  By  Thomas  Freeman.  New  York,  1965, 
International  Univ.  Pr.  245  p.  Price:  $5.50. 

Synopsis  of  Neurology:  By  Francis  M.  Forster.  2nd  ed.  St. 
Louis,  1966,  Mosby.  218  p.  Price:  $7.50. 

Ten  Studies  Into  Psychopathic  Personality:  By  Michael  J. 
Craft.  Baltimore,  1965,  Williams  & Wilkins.  136  p.  Price:  $6.50. 
The  Treatment  of  Inoperable  Cancer:  By  Winfried  Herberger. 
Baltimore,  1965,  Williams  & Wilkins.  167  p.  Price:  $9.00. 


• STOCKS 

• TAX  EXEMPTS 

• MUTUAL  FUNDS 

Lou  Lagrave 

Serving  Medical  Profession 
Over  Twenty  Years 

Hilton  Hotel  Bldg. 
Albuquerque,  N.  M.  247-4045 


Rauscher  Pierce  Securities  Corp. 

Member  New  York  Stock  Exchange  and  other  leading 
Exchanges 


Speer  ot  Acoma  * Denver  • 534-0631 


r Discriminating  Doctors 
everywhere  specify 

SXEELCASE 


Custom  Line 
Office  Furniture 

Doctors  ore  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  can  "individual- 
ize" your  office. 

Stop  in  soon  — or  phone  and  our  representative  will  call 


A DIVISION  OF  THB  A.  B.  HIRSCHfeiD  PRMSS 


PICKER  X-RAY, 

ROCKY  MOUNTAIN,  INC 

3890  ELM  STREET- 

-TEL.  388-5731-DENVER  7,  COLORADO 

Offices  also  in: 

Colorado  Springs,  Colorado 

1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 

Medical  X-Ray  Equipment 

21  Kensington  Street,  485-8262 

Accessories  & Film 

Albuquerque,  New  Mexico 

Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288 

Nuclear  Instrumentation 
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Prompt,  professional  service  24  hours 
a day,  every  day!  A complete  line  of 
hospital  beds,  wheelchairs,  traction 
equipment,  oxygen,  crutches,  walkers, 
commodes,  lamps,  whirlpools  — every- 
thing to  help  patients  get  well  faster. 

We  Process  MEDICARE  Equipment  Claims 

DENVER 

733-5521 

350  Broadway 

COLORADO  SPRINGS 

473-3230 

333  N.  Circle  Drive 

Franchise  Holder 

ALBUQUERQUE 
268-6736  (Days) 

137  San  Pedro  Drive  N.E. 

Franchise  Holder 


BROADMOOR 


for  the  pure  pleasure  of  it  all. 

’^"'Bro^dmoor 

Colorado  Springs,  Colo. 


THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Croup  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 

That's  why  we're  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1 ,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS,  FEES,  PERSONNEL,  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you— -without  obliga- 
tion— how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it's  worth  the  time  to  investigate! 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 

Denver,  Colorado  80215 

MEMBER 


Anniversary"! 


MOKMINGSIDE 
HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• AIJ  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Neuroses  . . . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

Wendell  H.  Hutchens,  M.D.,  Medical  Director — Henry  Coe,  Administrator 
10008  S.  E.  Stark  Street  Portland  16,  Ore.  Inquiries  invited  Phone:  ALpine  2-5571 
Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 
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Colorado  Medical  Society 

OFFICERS— 1965-66 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
September  28,  1966  at  the  Annual  Session  in  Colorado  Springs. 
President:  Paul  R.  Hildebrand,  Brush 
President-elect:  Myron  C.  Waddell,  Denver 
Vice  President:  Walter  C.  Herold,  Colorado  Springs 
Treasurer:  William  A.  Day,  Colorado  Springs,  1968 
Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966 
Additional  Trustees:  J.  Alan  Shand,  La  Junta,  1966;  Carl  H. 
McLauthlin,  Denver,  1967;  Kenneth  A.  Platt,  Westminster, 
1967;  J.  Robert  Spencer,  Denver,  1968. 

Delegates  to  the  American  Medical  Association:  Kenneth 
C.  Sawyer,  Denver,  Dec.  31,  1966  (Alternate,  Robert  E. 
McCurdy.  Denver,  Dec.  31,  1966);  Gatewood  C.  Milligan, 
Englewood,  Dec.  31,  1967  (Alternate.  Ray  G.  Witham,  Craig. 
Dec.  31,  1967);  Harlan  E.  McClure,  Lamar.  Dec.  31.  1967 
(Alternate,  Vernon  L.  Bolton,  Colorado  Springs,  Dec.  31,  1967). 
Speaker,  House  of  Delegates:  Marvin  E.  Johnson,  Denver. 

Vice  Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora. 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS— 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Paul  J.  Gans,  Lewistown. 

President-elect:  Albert  L.  Vadheim.  Bozeman. 

Vice  President:  Alfred  M.  Fulton,  Billings. 
Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney 
Assistant  Secretary-Treasurer:  Robert  K.  West,  Cut  Bank. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Bil- 
lings. 

Executive  Committee:  Paul  J.  Gans,  Lewistown;  Albert  L. 
Vadheim,  Bozeman;  Alfred  M.  Fulton,  Billings;  Oscar  A. 
Swenson,  Sidney;  Robert  K.  West,  Cut  Bank;  S.  C.  Pratt. 
Miles  City;  Herbert  T.  Caraway,  Billings;  M.  A.  Gold.  Butte; 
David  Gregory,  Glasgow. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal;  Warren  D. 
Bowman,  Billings 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland.  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 

Nevada  State  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1966  Annual  Session. 

President:  Joseph  M.  George,  Jr.,  Las  Vegas 
President-Elect:  William  M.  Tappan,  Reno 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno 
Immediate  Past  President:  John  M.  Read.  Elko 
AMA  Delegate:  Leslie  A.  Moren.  Elko 
Alternate  Delegate:  Thomas  S.  White.  Boulder  City 
Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Wesley  W.  Hall,  Reno 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff.  Reno 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 


New  Mexico  Medical  Society 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1967  Annual  Session. 

President:  Tom  L Carr,  Albuquerque. 

President-Elect;  Emmit  M.  Jennings.  Roswell. 

Vice  President:  Earl  B.  Flanagan,  Carlsbad. 

Secretary -Treasurer:  John  D.  Abrums,  Albuquerque. 
Immediate  Past  President;  Robert  P.  Beaudette,  Raton. 
Speaker,  House  of  Delegates:  Hugh  B.  Woodward.  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dom,  Albu- 
querque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes.  Clovis,  January  1.  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M-A.;  James  C.  Sedgwick.  Las  Cruces. 
Councilors  for  Three  Years:  Don  R.  Clark.  Roswell;  Alvin  S. 
Hartz,  Farmington;  Samuel  E.  Neff,  Clovis. 

Councilors  for  Two  Years:  Harry  D.  Ellis,  Santa  Fe;  Armin 
T.  Keil,  Raton. 

Councilors  for  One  Year:  W.  W.  Kridelbaugh,  Albuquerque; 
Richard  C.  Sherman.  Alamogordo. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith.  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal;  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
505. 

Utah  State  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  L.  V.  Broadbent,  Cedar  City. 

President-elect:  Paul  A.  Clayton.  Salt  Lake  City. 

Past  President:  Stanley  R.  Child,  Salt  Lake  City. 

Honorary  President:  Henry  C.  Stranquist,  Ogden. 

Secretary  ’67:  Russell  M.  Nelson,  Salt  Lake  City. 

Treasurer  ’66:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  A.M.A.:  Drew  M.  Petersen.  Ogden. 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo. 
President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan. 
Alternate  Speaker,  House  of  Delegates:  William  R.  Christensen. 
Salt  Lake  City. 

Additional  Trustees;  Box  Elder  County  Med.  Soc.  ’66,  S.  L. 
Moskowitz,  Brigham  City:  Cache  Valley  Med.  Soc.  ’66,  Robert 
S.  Budge,  Smithfield:  Carbon  Co.  Med.  Soc.  ’66,  William  M. 
Gorishek,  Price;  Central  Utah  Med.  Soc.  ’67.  Halvard  J. 
Davidson,  Manti;  Salt  Lake  Co.  Med.  Soc.  '66.  John  H.  Clark. 
Salt  Lake  City:  Southeastern  Utah  Med.  Soc.  ’67,  Jerrold  C. 
Smith.  Monticello;  Southern  Utah  Med.  Soc.  ’67,  Joseph  J. 
Sannella.  Kanab;  Uintah  Basin  Med.  Soc.  ’67,  R.  V.  Larson, 
Roosevelt;  Weber  County  Med.  Soc.  ’67,  Douglas  C.  Barker, 
Ogden. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Richard 
P Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City.  Telephone  EL5-7577. 

Wyoming  State  Medical  Society 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  Ray  K.  Christensen,  Powell 

President-elect:  Laurence  W.  Greene,  Jr.,  Laramie 

Vice  President:  Henry  N.  Stephenson,  Newcastle 

Secretary:  Raymond  E.  Kunkel,  Thermopolis 

Treasurer:  Elmer  S.  McKay,  Lander 

Delegate  to  the  A.M.A.:  Harlan  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler, 

Casper 

Speaker  of  the  House:  John  H.  Froyd,  Worland 
Vice  Speaker  of  the  House:  Roy  Holmes,  Casper 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Mr.  Arthur  R.  Abbey.  Cheyenne 
Legal  Counsel:  Mr.  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Mr.  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  P.  O.  Box  2266, 
Cheyenne:  Telephone  632-5525,  area  code  307. 
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WANT  ADS 


GENERAL  PRACTICE  available  in  the  Denver  area.  Fully 
equipped  office.  Laboratory  and  x-ray  available.  Easy  terms; 
good  income  from  the  first  day.  Write  Box  9-5-2,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Avenue,  Denver, 
Colorado  80218.  9-5-2 


WANTED:  SURGEON — Associate  in  busy  general  practice. 

Wyoming  community  in  excellent  recreation  area.  Good 
family  living.  Accredited  hospital.  Reply  to  Box  9-4-3,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Avenue,  Denver, 
Colorado  80218.  9-4-3 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-5-TFB 


WANTED — INTERNIST,  Certified  or  Board  Eligible.  Partner- 
ship with  present  internists  or  PEDIATRICIAN  to  associate 
with  five-man  group.  Military  service  fulfilled.  Southeastern 
New  Mexico.  Reply  to  Box  10-1-1,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Avenue,  Denver,  Colorado.  10-1-1 


INTERNIST,  UNIVERSITY  TRAINED  AND  BOARD  CERTI- 
FIED, desires  association  with  group,  another  internist  or 
location  in  Denver  or  vicinity.  Reply  to  Box  10-2-3B,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Avenue,  Denver,  Colo. 
80218.  10-2-3B 


SHOPPING  CENTER  LOCATION.  Excellent  for  medical 
practice.  Parking.  1244  So.  Sheridan  Blvd.,  Denver.  Tele- 
phone 333-2962.  10-3-lB 


SKI  HOUSE.  Humbug  House,  a curiously  spacious  1897  Vic- 
torian on  the  main  street  of  BRECKENRIDGE  is  now  rent- 
ing for  the  coming  season.  Call  756-2666  or  write  to  2198  So. 
Jackson,  Denver.  10-4-2B 


INTERNIST — For  402  bed  general  medical  and  surgical  hos- 
pital, preferably  board  certified  or  eligible,  salary  $14,250  to 
$19,252  depending  on  qualifications:  life  and  hospitalization 
insurance;  annual  and  sick  leave;  retirement  plan;  cost  of 
moving  will  be  paid;  license  (any  state)  required.  Equal  op- 
portunity employer.  Write  Chief  of  Staff,  Veterans  Admin- 
istration Hospital,  Tucson,  Arizona  85713.  7-3-4B 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502,  Denver. 

9-7-TFB 


GENERAL  MEDICINE — 402  bed  general  medical  and  surgical 
hospital,  excellent  opportunity  for  young  physician  who  de- 
sires temporary  employment  in  Internal  Medicine  prior  to 
military  service:  salary  $8,961  to  $12,510  depending  on  quali- 
fications. Equal  opportunity  employer.  Write  Chief  of  Staff, 
Veterans  Administration  Hospital,  Tucson,  Arizona  85713. 

7-2-4B 


INTERNIST  for  5-man  department  in  busy  and  steadily 
growing  northcentral  Kansas  13-member  multispecialty 
group.  Partnership  after  salary  for  two  years.  Board  eligible 
or  Certified.  Reply  to  Box  11-9-TFB,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Ave.,  Denver,  Colorado  80218.  11-9-TFB 


FOR  SALE — Rx  Master  A.O.  refracting  phoropter;  chair 
bracket,  lenses.  Excellent  condition.  Price  $900.00.  Contact 
Von  H.  Brobeck,  MD,  106  E.  St.  Vrain,  Colorado  Springs, 
Colorado.  Phone  633-5161.  9-8-3 


GENERAL  PRACTICE  FOR  SALE.  New  office  with  excellent 
parking.  Located  near  both  hospitals.  Grossing  $3,000 
monthly.  Leaving  for  residency.  $5,000  buys  all  equipment, 
etc.  Available  December  1966.  Write  Box  897,  Boulder,  Colo- 
rado 80302.  10-6-2 


EXCLUSIVELY 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 


A kiw  N ' ' 


96 


Rocky  Mountain  Medical  Journal 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to  fit 
the  most  difficult  cases. 

An  expert  eye-maker  is 
in  our  office  at  all  times 
to  give  your  patients  th* 
satisfaction  they  must 
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in  Tetrex  {tetracycline  phosphate 
complex]  is  less  bound  to  serum 
protein  than  is  demethylchlortet- 
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motion  consult  Official  Package  Circular.  Indications: 
Infections  of  respiratory,  gastrointestinal  and  genito- 
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cycline-sensitive organisms.  Con/ro/nd/cof/ons;  The  drug 
is  contraindicated  in  individuals  hypersensitive  to  tetra- 
cycline. Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sun- 
light should  be  avoided  during  therapy.  Stop  treatment 
H skin  discomfort  occurs.  With  renal  impairment,  sys- 
temic accumulation  and  hepototoxicity  may  occur.  In 
this  situation,  lower  doses  should  be  used.  Tooth  stain- 
ing and  enomel  hypoplasia  may  be  induced  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Frecoutions:  Mycotic  or  bac- 
terial superinfection  may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for  3 months.  Adverse 
Reoc/fons;  Glossitis,  stomatitis,  nausea,  diarrheo,  flatu- 
lence, proctitis,  vaginitis,  dermatitis  and  allergic  reac- 
tions may  occur.  Usual  Adult  Dose.-  500  mg.  b.i.d. 
Continue  therapy  for  10  days  In  beta-hemolytic  strep- 
tococcal infections.  Administer  one  hour  before  or  two 
hours  after  meals. 

Reference:  1.  Roberts,  C.  E.,  Jr.;  Perry,  D.  M,;  Kuhorlc, 
H.  A.,  and  Kirby,  W.  M.  M.;  A.  M.  A.  Arch.  Int.  Med. 
?P7:204  (Feb.l  1961, 


BRISTOL 


*bidCAPS  is  0 trademark  of  Bristol  laboratories.  Division  of  Bristol-Myers  Compony,  for  its  brands 
of  twice-a-day  capsules.  Each  Tetrex  bidCAP  contains  Tetrex  (tetracycline  phosphote  complex) 
equivalent  to  500  mg.  tetracycline  HCI  activity. 


A monthly  news  summary  from  the  nation's 
capital  by  the  Washington  Office  of  the  AM  A. 


The  American  Medical  Association  supported  a 
bill  that  would  extend  the  air  pollution  program  and 
authorize  increased  appropriations  for  it. 

In  a letter  to  a Senate  subcommittee,  Dr.  F.  J.  L. 
Blasingame,  executive  vice  president  of  the  AMA, 
noted  that  the  association’s  House  of  Delegates  in 
June,  1965,  had  adopted  a statement  recognizing 
the  health  hazards  resulting  from  air  pollution  and 
recommending  that  feasible  reduction  of  all  forms 
of  air  pollution  should  be  sought  by  all  responsible 
parties.  The  pending  bill  (S.  3112)  “can  further 
this  end,’’  he  said. 

"We  believe  the  effect  of  this  amendment  will  be 
beneficial,’’  he  said.  “The  grant  mechanism  should 
bolster  local  and  regional  operations,  encouraging 
a greater  degree  of  local  initiative,  particularly  in 
interstate  and  intermunicipal  areas.  In  addition,  the 
bill  would  eliminate  a serious  inequity  in  the  present 
law.  Certain  metropolitan  regions  are  penalized  in 
that  they  cannot  obtain  assistance  for  maintaining 
their  currently  large  and  expensive  programs,  while 
a metropolitan  region  without  a program  could  re- 
ceive up  to  two-thirds  of  the  cost  of  creating  a new 
program.  Under  the  proposed  legislation  this  in- 
equity would  be  eliminated.” 

* ❖ 

The  Senate  cleared  the  path  for  a new  approach 
to  narcotics  addiction  which  would  substitute  hos- 
pital treatment  for  long-term  prison  sentences. 

The  Senate  approved  the  legislation  by  voice  vote 
without  dissent  and  sent  it  to  a Senate-House  con- 
ference committee  for  adjustment  of  differences  with 
a House  version. 

The  key  to  the  bill  is  civil  commitment  for  the 
addict  involved  in  a non-violent  crime.  It  would 
provide  voluntary  pre-trial  commitment  in  lieu  of 
prosecution  and  compulsory  post-conviction  com- 
mitment in  lieu  of  punishment.  In  addition,  the  bill 
would  provide  voluntary  and  compulsory  commit- 
ment of  certain  addicts  not  charged  with  any  crime. 
The  addicts  would  be  committed  to  the  Surgeon 


General  for  confinement  and  treatment  in  a hos- 
pital or  institution.  Treatment  would  continue  with- 
in the  community  after  the  addict  is  discharged. 

The  legislation  also  would  establish  federal  post- 
hospitalization treatment  centers  and  also  give  courts 
more  flexibility  in  dealing  with  youthful  drug  offend- 
ers. 

Sen.  John  L.  McClellan,  D-Ark.,  who  brought  the 
bill  to  the  Senate  floor,  said  it  “affords  an  opportu- 
nity for  narcotics  addicts  who  wish  to  extricate 
themselves  from  a hopeless  life  of  addiction  and 
crime  to  have  themselves  committed  for  treatment.” 

“It  also  affords  a civil,  non-penal  procedure  for  the 
compulsory  commitment  of  addicts  not  charged  with 
a crime  so  they  may  be  cured  and  rehabilitated  be- 
fore they  are  forced  by  their  addiction  into  a repe- 
titious pattern  of  addiction  and  crime,”  he  added. 

Sen.  Thomas  J.  Dodd,  D-Conn.,  who  for  years 
has  studied  the  problem  of  narcotics,  said  the  bill 
“will  lead  to  a wiser,  more  humane,  and  more  effec- 
tive treatment  of  narcotics  addicts.  . . .”  He  said  the 
Senate  was  undoing  the  mistake  of  10  years  ago 
when  it  wrote  legislation  which  made  “super-crimi- 
nals out  of  many  narcotics  addicts.” 

* * 

An  industry  spokesman  said  drug  makers  and 
distributors  will  comply  with  a government  request 
that  the  number  of  candy-flavored  children’s  as- 
pirins per  bottle  be  limited  to  25. 

A limit  of  50  tablets  per  bottle  was  agreed  upon 
in  a government-industry  conference  in  1955  and 
has  been  observed  by  producers  of  95  percent  of  all 
children’s  aspirins.  However,  some  authorities  con- 
sider this  number  now  to  be  dangerous,  even  lethal 
under  some  conditions,  when  taken  by  a child. 

Instead  of  including  a number-per-bottle  limita- 
tion on  children’s  aspirin  in  a “child  protection”  bill, 
the  House  Commerce  Committee  urged  that  the 
Food  and  Drug  Administration  seek  voluntary  co- 
operation from  the  aspirin  industry.  The  spokesman 
said  the  industry  would  cooperate  and  that  25  one- 
quarter  grains  generally  was  accepted  as  a non- 
hazardous  amount. 

The  House  and  Senate  approved  differing  ver- 
sions of  the  legislation  which  would  ban  the  sale  of 
children’s  toys  containing  hazardous  substances.  It 
was  left  for  a conference  committee  to  adjust  the 
differences. 

Both  versions  also  would  ban  dangerous  house- 
hold substances  that  cannot  be  made  safe  by  cau- 
tionary labeling.  These  include  such  items  as  a flam- 
mable and  explosive  water  repellent  blamed  for  three 
deaths. 
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For  your  anxious  patients  who  must 
remain  active,  ‘Stelazine’  offers  a specific, 
incisive  antianxiety  effect  that  can  calm 
excessive  anxiety  without  producing 
annoying  dulling  effects.  On  ‘Stelazine’ 
patients  react  more  normally  to  stresses 
and  at  the  same  time  remain  alert  enough 
to  carry  on  their  normal  activities. 


Before  prescribing,  the  physician  shouid  be  familiar  with  the  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The  following  is  a brief  precautionary 
statement.  Contraindications:  Comatose  or  greatly  depressed  states  due  to  C.N.S. 
depressants  and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and 
liver  damage.  Precautions:  Use  with  caution  in  angina  patients  and  in  patients  with 
impaired  cardiovascular  systems.  Antiemetic  elfect  may  mask  symptoms  of  other 
disorders.  An  additive  depressant  effect  is  possible  when  used  with  other  C.N.S. 
depressants.  Prolonged  administration  of  high  doses  may  result  in  accumulative 
effects  with  severe  C.N.S.  or  vasomotor  symptoms.  Use  in  pregnant  patients  only 
when  necessary  for  the  patient’s  welfare.  Side  Effects:  Occasional  cases  of  mild 
drowsiness,  dizziness,  mild  skin  reactions,  dry  mouth,  insomnia  and  amenorrhea. 
Neuromuscular  (extrapyramidal)  reactions  (motor  restlessness,  dystonias, 
pseudo-parkinsonism)  may  occur  and,  in  rare  instances,  may  persist.  In  addition, 
muscular  weakness,  anorexia,  rash,  lactation,  hypotension,  and  blurred  vision  have 
been  observed.  Blood  dyscrasias  and  cholestatic  jaundice  have  been  extremely  rare. 
For  a comprehensive  presentation  of  'Stelazine'  prescribing  information  and  side 
effects  reported  with  phenothiazine  derivatives,  please  refer  to  SK&F  literature  or  PDR. 

Smith  Kline  & French  Laboratories.  Philadelphia 
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SQUIBB  NOTES  ON  THERAPY 


Behind  continued  high  blood pressure  readings 
lies  the  possibility  of  organic  damage 


Many  of  the  aspects  of  essential  hypertension  are 
unpredictable— either  because  there  are  a number 
of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanisms. ^ 

There  is  one  aspect  of  hypertension,  however,  that 
seems,  in  many  cases,  predictable.  “.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
the  syndrome  with  resulting  vascular  damage  through- 
out the  body.'’i4  All  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs;  the 
heart,  the  kidney,  the  brain. 


“Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity. ”4 

“[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies. ”1° 

“.  . . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage. ”i 
“In  short,  treatment  is  indicated. 

Antihypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels.^ 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started. 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  early  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypertensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy, since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 

References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs  in  the 
Treatment  of  Hypertension,  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.;  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  95.  2.  Hollander,  W.;  The  Evaluation  of  Antihypertensive  Therapy 
of  Essential  Hypertension  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  97.  3.  Nickerson,  M.;  Antihypertensive  Agents  and  the  Drug  Therapy 
of  Hypertension,  in  Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  ed.  3,  New  York,  The  Macmillan  Co.,  1965,  p.  727. 
4.  Berkson,  D.  M.:  Indust.  Med.  & Surg.  32:371,  1963.  5.  Cohen,  B.  M.: 
M.  Times  91:645,  1963.  6.  Lee,  R.  E.,  et  al.:  Am.  J.  Cardiol.  11:738,  1963. 
7.  Moyer,  J.  H.:  Am.  J.  Cardiol.  9:821,  1962.  8.  Moser,  M.:  New  York  J. 
Med.  82:1177,  1962.  9.  Wood,  J.  E.,  and  Battey,  L.  L.:  Am.  J.  Cardiol.  9:675, 
1962.  10.  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol.  9:920,  1962.  11. 
Moser,  M.,  and  Macaulay,  A.  I.:  New  York  State  J.  Med.  60:2679,  1960. 
12.  Judson,  W.  E.:  Nebraska  M.  J.  44:305,  1959.  13.  Hodge,  J.  V.;  McQueen, 
E.  G.,  and  Smirk,  H.:  Brit.  M.  J.  1:5218,  1961.  14.  Moyer,  J.  H.,  and  Brest, 
A.  N.:  Hypertension  Recent  Advances,  Philadelphia,  Lea  & Febiger,  1961, 
p.  633.  15.  Berry,  R.  L.,  and  Bray,  H.  P.:  J.  Am.  Geriatrics  Soc.  10:516, 
1962.  16.  Reid,  W.  J.:  J.  Am.  Geriatrics  Soc.  13:365,  1965.  17.  Feldman, 
L.  H.:  North  Carolina  M.  J.  23:248,  1962. 

Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plementally.  Stop  medication  if  abdominal  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents,  vera- 
trum  or  hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
surgery  is  possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
tions may  cause  reversible  extrapyramidal  symptoms  and  emotional  depres- 
sion, diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendroflumethia- 
zide may  cause  increases  in  serum  uric  acid,  unmask  diabetes,  increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  — capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg.  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  information,  see  Product  Brief. 


RAUTRAX-  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 


Squibb 


The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker 

i 


Myoscyamtne  Sulfate 
Atropine  Sulfate 

Hyoscine  HydrobromiiJe 
Sodium  Benzoate  (Preservatn«i  ^ 


0.1037  mg. 
0.0194  mg 
mg 
SOX)  mg 


FOR  RELIEF  OF  SIMaEDlAHRHEA 

shake  weu 
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Pecti'' 


this  part  for 
diarrhea 

Kaolin  exerts  a demulcent  action 
along  the  gastrointestinal  tract 
and  a detoxifying  action  in  the 
intestines  to  diminish  irritation  of 
the  mucosa  and  lessen  hyper- 
peristalsis, nausea  and  diarrhea. 

Pectin  exerts  its  demulcent  effect 
in  the  entire  tract  and  its  detoxify- 
ing action  primarily  in  the  large 
bowel  to  diminish  irritation  of  the 
mucosa  and  help  restore  normal 
intestinal  flora  and  function. 


this  part  for 
its  discomforts 

Belladonna  alkaloids  as  in 
Donnatal®  relieve  hypermotility 
of  smooth  muscle  in  the  gastro- 
intestinal tract  to  help  control 
cramping,  nausea,  and  painful 
straining.  Many  clinicians  con- 
sider the  belladonna  components 
of  Donnagel®  to  be  medicine’s 
most  effective  depressants  of  in- 
testinal motility.''^  A preparation 
containing  only  kaolin  and  pectin, 
on  the  other  hand,  has  “little  or 
no  effect  on  cramps  simply  be- 
cause itdoes  notincludean  agent 
with  antispasmodic  action.’’^ 


Donnager  treats  the  whole  diarrhea  problem. 


Available  in  new  4-ounce  plastic  bottle 
on  your  prescription  or  recommendation. 
Also  available:  Donnagel®-PG  (with 
paregoric  equivalent)  and  Donnagel® 
with  Neomycin.  See  product  literature 
before  prescribing. 


References:  1.  Kramer,  P,,  and  Ingel- 
finger,  F.J. : Med.  Clin.  N.  Amer.,  32:1227, 
1948.  2.  Hock,  C.W. : Clin.  Med.,  S;1932, 
1961.  3.  Winfield,  I.W.:  Am.  J.  Gasfro- 
ent,  37:438,  1959. 
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A.  H.  Robins  Company,  Inc. 
Richmond,  Virginia  23220 
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“CLEAR  THE  TRACr  WITH 


I 


coughing  ahead . . . 

Clear  the  Respiratory  Tract  with  Rohitussin 


Much  more  than  just  a slogan^  ''clear  the  tract"  retlects  the  dependable 
antitussive-expectorant  action  of  the  three  Robitussin  formulations. 

All  contain  glyceryl  guaiacolate,  the  time-tested  expectorant 
that  greatly  enhances  the  output  of  lower  respiratory  tract  fluid. 
Increased  RTF  volume  exerts  a demulcent  effect  on  the  tracheobronchial 
mucosa,  promotes  ciliary  action,  and  makes  thick,  inspissated 
mucus  less  viscid  and  easier  to  raise.  Glyceryl  guaiacolate  is  safe, 
non-narcotic,  and  almost  universally  accepted  by  patients  of  all  ages. 


NOW! 

THREE 

ROBITUSSIN 

FORMULATIONS 

ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

EXPECTORANT 

• 

• 

• 

DEMULCENT 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING 

(6-8  hours) 

• 

FORMULAS 


ROBITUSSIN® 

in  each  5 cc.  teaspoonful: 
Glyceryl  guaiacolate 
(Alcohol  3.5%) 

100  mg. 

ROBITUSSIN®  A-C 

(exempt  narcotic) 
in  each  5 cc.  teaspoonful: 
Glyceryl  guaiacolate 

100  mg. 

Pheniramine  maleate 

7.5  mg. 

Codeine  phosphate 

10.0  mg. 

(warning:  may  be  habit  forming) 
(Alcohol  3.5%) 

ROBITUSSIN®-DM 

new,  non-narcotic 
in  each  5 cc.  teaspoonful: 

Glyceryl  guaiacolate  100  mg. 

Dextromethorphan  hydrobromide  15  mg. 


Robitussin  and  Robitussin-DM  are  avail- 
able at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 

A.  H.  Robins  Company,  Inc.  Richmond,  Va. 


OUR  PHOTO: 

Engine  No.  89  of  the  Monadnock,  Steamtown 
& Northern  Railway  pulls  a trainload  of 
steam  enthusiasts  through  the  New  England 
countryside  between  Bellows  Falls  and  Chester,  Vermont. 


ONE  OF  THE  ROBITUSSIN  FORMULAS 


Preludin 

phenmetrazine 


I helps  keep 
calories  at 
arm's  length 

i in  one  double-blind  program 
I involving  diet,  close  doctor/patient 
i cooperation,  exercise,  posture 
I instruction,  and  follow-up  visits,  93 
I obese  patients  received  Preludin  or 
i a placebo. Thedrug  and  placebo  were 
I alternated  every  four  weeks.  This 
^ procedure  lasted  from  8 to  35  weeks. 

I 

! 

i Sixty-one  percent  of  the  patients 
I lost  more  weight  on  Preludin 
I than  on  placebo.  In  fact,  they  lost 
j an  average  1.9  pounds  per  week— 

; Preludin®tabietsof  25  mg. 
i End  u rets®  prolonged-action  tablets  of  75  mg. 

! Dosage  .’One  25  rng.  tablet  two  or  three  times  daily, 

I orone75  mg.  Endurets  tablet  once  daily, 
i Contraindications:  Severe  coronary  artery  disease, 
j hyperthyroidism,  severe  hypertension,  nervous 
I instability,  and  agitated  prepsychotic  states.  Do 
I not  usewith  otherCNS  stimulants,  including 
I MAO  inhibitors. 

i:  Warning:  Do  not  use  during  the  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh 
possible  risks. 

I Precautions:  Use  with  caution  in  moderate  hyper- 
j tension  and  cardiac  decompensation.  Excessive 


almost  four  times  as  much  as  when 
they  were  on  placebo! 

For  a decade  Preludin  has  demon- 
strated similar  results,  its  effective- 
ness has  been  described  in  more  than 
300  published  ciinica!  reports  in- 
volving more  than  10,000  patients. 

Preludin  curbs  appetite  without 
excessive  stimulation.  It  will  work 
in  your  weight-control  programs  too. 

■Barnes,  R.  H. : J.A.M.A.  166:898, 1958. 

use  may  result  in  a psychotic  illness  manifested  by 
restlessness,  mood  or  behaviorchanges,  hallu- 
cinations, or  delusions. 

Side  Effects:  Dryness  or  unpleasant  taste  in  the 
mouth,  urticaria,  and  (rarely)  overstimulation, 
insomnia,  dizziness,  nausea,  or  headache. 

For  details,  see  full  Prescribing  Information.  6544-111  (B) 

Under  license  from  Boehringer  Ingeiheim  G.m.b.H, 

© 

Geigy  Pharmaceuticals 

Division  of  GeigyChemical  Corporation,  Ardsley,  N.Y. 


@ MERCK  SHARP&  OOHMEI 

Division  of  Merck  & Co..  Inc..  West  Point,  Pa.  | 
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FACTS  ABOUT  MEDIC  ALERT 


wheri  tadaf’s  theory  is  tomorrow’s  Ihirapy 


The  Medic  Alert  Foundation  International  is  a 
nonprofit,  charitable,  tax  exempt  organization 
dedicated  to  educating  and  encouraging  individ- 
uals to  wear  on  their  person  identification  of  any 
medical  problems  that  should  be  known  in  an 
emergency.  An  additional  goal  is  to  urge  physi- 
cians and  nurses  to  advise  persons  of  the  im- 
portance of  wearing  such  identification  at  all  times. 

a.  To  accent  the  vital  message  of  an  existing 
medical  problem,  the  Foundation  distributes  a 
metal  emblem  that  bears  the  staff  of  Aescul- 
apius, symbol  of  the  medical  profession;  the 
words,  “MEDIC  ALERT,”  emblazoned  in  red 
on  the  face  of  the  emblem,  and,  in  addition, 
the  universal  symbol  for  medical  identification 
adopted  by  the  American  Medical  Association. 

b.  On  the  reverse  side  of  the  emblem  is  engraved 
the  immediate  medical  problem  or  problems 
of  the  wearer  such  as:  “DIABETES,”  “AL- 
LERGIC TO  PENICILLIN,”  “TAKING  AN- 
TICOAGULANTS,” “WEARING  CONTACT 
LENSES,”  “NECK  BREATHER,”  ’’EPILEP- 
SY.” 


c.  The  Foundation  maintains  a Central  File  which 
accepts,  on  a 24  hour  a day  basis,  collect  calls 
from  anywhere  in  the  world,  then  relays  infor- 
mation from  the  file  which  pertains  to  the 
wearer.  Each  emblem  is  registered  and  the 
serial  number  is  engraved  on  the  reverse  side, 
as  is  the  telephone  number  of  the  Central  File 
(209/634-4917).  A percentage  of  each  mem- 
bership fee  goes  into  a special  Trust  Fund  to 
perpetuate  this  important  service. 

More  than  160,000  persons  wear  Medic  Alert 
emblems.  More  than  1800  join  monthly. 

The  Medic  Alert  Foundation  has  been  endorsed 
by  a large  number  of  national  organizations.  In 
addition,  many  state  and  county  medical  societies, 
pharmaceutical,  nurses,  medical  assistants,  farm 
bureaus,  and  service  club  groups  have  also  en- 
dorsed Medic  Alert.  Numerous  of  these  actually 
assist  Medic  Alert  in  its  educational  programs. 
Some  provide  emblems  to  the  indigent. 

The  Foundation  needs  and  encourages  contri- 
butions, endorsements  and  publicity. 


* Medic  Alert  Foundation,  Turlock,  California. 
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Wide-range  bactericidal  action 
for  genitourinary  infections 


N=w  OMNIPEN 

(AMPIGILLIN)  WYETH 


A penicillin  that  exhibits  effectiveness  within  the  gram- 
positive spectrum  of  penicillin  G*  and  the  gram-negative 
spectrum  of  chloramphenicol  and  the  tetracyclines.* 

Active  at  foci  of  infections — kidney,  ureter,  bladder  or 
urethra. 

Effective  against  many  gram-negative  and  gram-positive  path- 
ogens— thus  may  be  valuable  not  onlv  in  genitourinary  but 
also  in  common  respiratory  and  gastrointestinal  infections. 

Normally  produces  high  and  persistent  levels  in  blood  and 
high  concentrations  in  bile  and  urine. 

Significant  inherent  stability. 

*Exclusive  of  penicillinase-producing  bacteria. 


Indications:  Urinary  tract  infections,  especially  those  caused 
by  £.  co/i,  Proteus  mirabilis,  and  Streptococcus  faecalis  and 
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elevation  of  SGOT  values  of  undetermined  significance  was 
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or  kidney  damage.  .Anaphylaxis  has  been 
reported. 
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SQUIBB  NOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.^  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,-  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.-* 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.^  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.-'’ 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral \ears  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.'*  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium.'  And.  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.’^ 

The  ‘thiazides'— an  answer  to  the 
metabolic  acidosis  cairsed  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1;  10th  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.-'*  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.**- 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.’  ^ It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.”  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active. Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.'^ 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas;  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium. 

One  of  these,  Naturetin,  Squibb  Ben- 
droffumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroffumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide . ..”**** 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  (bendrofiumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindications:  Severe  renal  impairment; 
previous  hypersensitivity. 

Warning;  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.l.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Effects:  Bendrofiumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethia- 
zide)  5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bendrofiumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 
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the  common  cold  and  the  aging  patient 


Louis  J.  Vorhaus,  II,  M.D.,  F.A.C.P. 


Effects  of  aging  on  the  anatomic  and  physiologic  aspects  of  the  respiratory  apparatus. 

The  chest  becomes  more  fixed,  less  mobile  aud  less  elastic  as  the  bronchial  walls  and  thoracic  ligaments  lose  elasticity. 
The  diaphragm  and  intercostal  muscles  atrophy  and  weaken.  The  lungs  become  smaller,  flabbier  and  weigh  less, 
decreasing  vital  and  total  lung  capacity,  increasing  residual  volume  and  the  alveolar  dead  space. 


Sir  William  Osier  described  pneumonia  as  the  wel- 
come friend  of  the  aged  patient,  because  the  patient 
with  pneumonia  usually  died  quietly.  But  today,  the 
well-informed  physician  is  an  even  better  friend  of 
the  aging  patient,  since  it  is  better  to  live  than  to  die, 
no  matter  how  quietly. 

One  of  the  first  avenues  of  approach  in  the  control 
of  the  hazards  of  respiratory  disease  in  the  aging 
patient  is  prompt  and  proper  attention  to  the  com- 
mon cold  or  upper  respiratory  infection.  The  com- 
mon cold  may  be  the  first  step  in  the  relatively  short 
path  to  lower  respiratory  infection,  broncho-pneu- 
monia and  death.  This  train  of  events  occurs  fre- 
quently among  older  persons.  Indeed,  pneumonia  is 
one  of  the  most  common  causes  of  their  admission 
to  hospitals  and  ranks  high  on  the  list  of  geriatric 
killers.  Colds  are  more  debilitating  in  elderly  people 
and  the  aged  are  more  likely  candidates  for  second- 
ary infections  such  as  sinusitis  and  bronchitis.  These 
infections,  in  turn,  are  more  prone  to  lead  to  broncho- 
pneumonia, because  of  lowered  resistance  and  ana- 
tomic and  physiologic  changes  in  the  lungs  of  the 
elderly. 

What  is  different  about  the  respiratory  tree  of  an 
aged  person  and  that  of  an  otherwise  healthy 
younger  adult.^  -^ging  certainly  takes  its  toll  on  all 
parts  of  the  body,  affecting  both  anatomic  and  phy- 
siologic aspects  of  the  respiratory  apparatus.  These 
changes  are  in  part  due  to  the  wear  and  tear  that 
occurs  over  the  years;  the  repeated  bouts  of  respira- 
tory infection,  long  exposure  to  atmospheric  pol- 
lutants, to  occupational  inhalants,  smoking,  malnu- 
trition, obesity,  inactivity  and  the  development  of 
other  diseases  which  may  affect  the  lungs. 

With  the  passage  of  years,  the  lungs  change.  They 
become  scarred  and  emphysematous  and  lose  their 
compliance.  The  whole  chest  becomes  more  fixed, 
less  mobile  and  less  elastic. 

the  anatomic  changes  that  occur  in  aging  render  the 
lungs  less  efficient.  Tests  of  pulmonary  function  in 
senescence  show  a deterioration  characterized  by  a 
decrease  in  vital  capacity  and  total  lung  capacity,  an 
increase  in  residual  volume  and  alveolar  dead  space. 
Maximum  breathing  capacity  is  reduced  and  uni- 
formity of  ventilation  deteriorates.  These  problems 
are  often  aggravated  by  the  obstructed  breathing, 
fever  and  secondary  infection  associated  with  the 
common  cold,  placing  an  additional  stress  on  the 
entire  cardiopulmonary  reserve. 


In  addition,  the  efficiency  of  a cough  is  below  par  in 
older  persons  even  though  they  are  in  good  health. 
This  is  partly  due  to  the  decreased  respiratory  excur- 
sions and  distensibility  of  the  chest  wall,  and  partly 
from  loss  of  elasticity  of  bronchial  walls  which  tend 
to  make  them  collapse  in  a cough. 

The  elderly  patient’s  resistance  to  infection  is  often 
reduced.  Nutritional  deficiencies  are  more  common  * 
in  aged  people.  There  is  some  evidence  to  indicate  j 
that  their  capacity  to  respond  to  stress  is  less  efficient.  I 
Finally,  there  is  often  relatively  meager  symptomatic 
response  to  acute  disease.  The  absence  of  obvious  or 
dramatic  clinical  signs  and  symptoms  of  severe  ill- 
ness is  particularly  dangerous  because,  coming  as  it 
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does  in  a person  whose  defenses  are  weakened  both 
locally  and  systemically,  pulmonary  disease  may  pro- 
gress rapidly  to  irreversible  stages  before  medical 
attention  is  sought.  Respiratory  infection  is  espe- 
cially hazardous  because  the  aged  patient  responds 
badly  to  hypoxia.  Not  only  is  his  response  to  oxygen 
lack  impaired,  but  the  work  of  breathing,  due  to  de- 
creased compliance  of  the  lung  and  increased  stiff- 
ness of  the  thorax,  is  markedly  augmented. 

Many  patients  late  in  life  are  in  a precarious  and 
delicate  cardiopulmonary  balance  which  is  easily 
decompensated  from  relatively  minor  insults  such  as 
colds  and  upper  respiratory  infections. 

For  all  of  these  reasons,  geriatricians  long  have 
stressed  the  importance  of  preventing  respiratory 
insults.  Today  we  have  better  ways  of  treating  respi- 
ratory infection,  improved  techniques  for  clearing 
the  lungs  and  bronchial  tubes  of  secretions  and  better 
understanding  of  ways  of  improving  ventilation.  We 
possess  a broader  spectrum  of  antimicrobial  agents 
including  newer  ones  to  deal  with  previously  re- 
sistant organisms.  Even  so,  the  death  rate  from  pneu- 
monia is  high  in  older  people,  and  it  is  preferable 
to  avoid  the  disease  than  to  treat  it.  To  do  so,  atten- 
tion must  be  paid  to  the  general  maintenance  of 
good  health  and  all  that  implies,  as  well  as  to  the 
prevention,  elimination  and  treatment  of  associated 
conditions  that  predispose  to  or  cause  pneumonia 
such  as  chronic  upper  or  lower  respiratory  infection, 
respiratory  allergy,  chronic  sinusitis  and  exposure 
to  inspired  irritants. 

Oolds  and  other  minor  respiratory  infections,  which 
favor  the  development  of  broncho-pneumonia, 
should  be  treated  vigorously  and  promptly,  particu- 
larly those  patients  whose  aging  process  has  been 
accompanied  by  the  development  of  chronic  pul- 
monary disease.  Upper  respiratory  passages  should 
be  cleared  with  decongestants.  Sinuses  should  be 
drained  adequately.  And,  when  indicated,  appro- 
priate antimicrobial  therapy  should  be  instituted 
before  serious  infection  of  the  lower  respiratory  tree 
supervenes. 

In  decades  past  it  was  understandable  that  physi- 
cians welcomed  pneumonia  for  the  aged  patients  be- 
cause it  offered  them  a quiet  and  peaceful  demise. 
Today  we  recognize  that  in  many  cases,  peaceful  as 
it  may  have  been,  such  deaths  were  often  avoidable. 
With  the  current  knowledge  and  understanding  of 
the  problems  that  respiratory  infections  impose  on 
aging  people,  vigilant  medical  attention  can  often 


restore  them  to  a vigorous,  rewarding  and  produc- 
tive life  so  that  the  many  opportunities  that  exist 
today  for  people  to  enjoy  their  golden  years  are 
realized  and  not  stolen  by  untimely  death. 
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and  runny  noses  and  relieves  aches  and  pains.  Pro- 
vide coverage  of  the  tough  cold  for  up  to  24  hours 
with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime. 
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(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  igO  mg. 

Acetaminophen  325  mg. 


Dosage;  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 
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when  congestion  is  complicated  by  sulfa-susceptible 

bacterial  invaders  in  the 
upper  respiratory  tract... 


prescribe  economical 


TremilifiiMloiik' 


Each  tablet  contains:  Triaminic®  25  mg.  (phenylpropanola- 
mine hydrochloride  12.5  mg.,  pheniramine  maleate  6.25 
mg.,  pyrilamine  maleate  6.25  mg.);  Trisulfapyrimidines, 
U.S.P.  0.5  Gm.  (sulfadiazine  0.167  Gm.,  sulfamerazine  0.167 
Gm.,  sulfamethazine 


PHARMACOLOGY:  Triaminic  decongests  and 
promotes  drainage  of  nasal  and  paranasal 
passages,  and  prevents  any  further  hista- 
mine-induced damage;  the  triple  sulfona- 
mides inhibit  susceptible  bacterial  invaders. 
INDICATIONS;  For  congestion  and  infection 
of  the  upper  respiratory  tract  caused  by 
sulfa-susceptible  organisms.  DOSAGE:  Adults: 
2 to  4 tablets  initially,  followed  by  2 tablets 
every  6 hours.  Medication  should  be  con- 
tinued until  patient  has  been  afebrile  for  3 
days.  ADVANTAGES;  The  advantages  of  Tri- 
sulfaminic  in  upper  respiratory  infections 
are:  freedom  from  narcotics  or  alcohol;  ther- 
apeutic reliability;  safety;  economy;  ease 
of  administration;  freedom  from  potential 
sensitization  to  broad-spectrum  antibiotics 
which  may  be  reserved  for  lower  respiratory 
or  other  infections  caused  by  susceptible  or- 
ganisms. CONTRAINDICATIONS:  Contraindi- 
cated in  sulfonamide  and  antihistamine  sen- 
sitivity, impaired  renal  function,  pregnancy 
approaching  term,  and  in  premature  infants 
and  newborn  infants  during  the  first  month 
of  life.  Do  not  use  in  patients  with  glaucoma, 
prostatic  hypertrophy,  stenosing  peptic  ul- 
cer, pyloroduodenal  or  bladder  neck  obstruc- 

DORSEY  LABORATORIES  • d 


tion.  WARNING:  Use  only  after  careful  evalu- 
ation in  patients  with  liver  or  renal  damage, 
urinary  obstruction,  or  blood  dyscrasias. 
Deaths  have  been  reported  from  hypersensi- 
tivity reactions  with  administration  of  sul- 
fonamides. In  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed  periodi- 
cally. Sulfonamide  therapy  may  potentiate 
the  hypoglycemic  action  of  sulfonylureas. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  histories  of  significant  allergy  or  asth- 
ma. Assure  an  adequate  fluid  intake.  Be- 
cause the  antihistamines  may  cause  drowsi- 
ness of  varying  degree,  warn  patients  about 
activities  requiring  alertness  such  as  driving 
a car  or  operating  dangerous  machinery.  Use 
with  caution  in  the  presence  of  hyperten- 
sion, hyperthyroidism,  cardiovasculardisease 
and  diabetes.  ADVERSE  REACTIONS;  As  in 
all  sulfonamide  therapy,  the  following  re- 
actions may  occur;  headache,  nausea,  vom- 
iting, diarrhea,  icterus,  hepatitis,  pancreati- 
tis, urticaria,  rash,  fever,  cyanosis,  hema- 
turia, crystalluria,  proteinuria,  blood  dyscra- 
sias, petechiae,  purpura,  neuropathy  and 
injection  of  the  conjunctiva  and  sclera.  If 


0.167  Gm.) 

one  or  more  of  these  reactions  occur,  the 
drug  should  be  discontinued.  With  antihis- 
taminic  therapy  there  have  been  reports  of 
sedation  varying  from  mild  drowsiness  to 
deep  sleep,  dizziness,  lassitude,  inability  to 
concentrate,  fatigue,  incoordination,  tin- 
nitus, blurred  vision,  diplopia,  euphoria,  ner- 
vousness, insomnia,  tremors,  palpitation, 
hypotension,  headache,  chest  tightness,  uri- 
nary frequency,  dysuria,  tingling  of  the 
hands,  dryness  of  the  mouth,  throat,  and 
nose,  gastrointestinal  disturbances  such  as 
epigastric  distress,  anorexia,  nausea,  vom- 
iting, constipation  and  diarrhea  and  very 
rarely,  leukopenia  and  agranulocytosis.  Ad- 
verse reactions  reported  with  the  use  of 
sympathomimetic  amines  include  anxiety, 
tension,  restlessness,  nervousness,  tremor, 
weakness,  insomnia,  headache,  palpitation, 
tachycardia,  angina,  elevation  of  blood  pres- 
sure, sweating,  mydriasis,  anorexia,  nausea, 
vomiting,  dizziness,  constipation,  and  dys- 
uria due  to  vesicle  sphincter  spasm.  PACK- 
AGE INFORMATION:  Trisulfaminic  Tablets: 
Supplied  in  bottles  of  100  tablets.  CAUTION: 
Federal  law  prohibits  dispensing  without 
prescription. 
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infection 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 

Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  B,  (Pyridoxine  HCI)  2 mg 

Vitamin  B],  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New/  York 


626-6—3612 


Norinji^e. 

(norethindrone  2 mg.  c mestranol  0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus‘-i3  and  an  acceleration 
of  endometrial  changes.i-3.7-i6  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 
Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confHsion  about  dosage 
An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule;  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contrasndications ; Thrombophlebitis  or  pul- 
monary embolism  {current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranoi  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. BromsuJphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and"  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrua!  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 
tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

Referenees;  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964,  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goidzieher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  0.  0.:  Ibid.  B.  Rice-Wray.  E., 
Goidzieher,  J.  W.,  and  Aranda  - Resell,  A.;  Fertil  Stenl 
'14:402  (Jul.-Aug.)  1963.  ?•  Goidzieher,  J.  W.,  Moses, 
L,  E.,  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964,  9.  Tyler,  £.  T.: 
JAMA  187:562  (Feb.  22)  1964.  ^0.  Rudel,  H.  W,.  Mar- 
tinez-Manautou,  J.,  and  Maqueo-Topete,  M . : Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  11-  Flowers,  C.  E.,  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964,  12-  Goidzieher,  J. 
W,:  AppI  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E.,  Jr.:  JAMA 
183;  1115  (June  29)  1964.  15.  Merntt,  R.  I.:  AppI  Ther 
6:427  (May)  1964.  16.  Newland,  D.  0.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 


norsthmdrone— an  original  steroid  from 
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tablets 


(norethindrone  2 mg  c mestranoi  1 mg  ) 

for  multiple  contraceptive  action 


In  acute  bursitis, 
what  happens  when  you  add 
Butazolidiri? 

phenylbtitazone 


Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug  allergy;  his- 
tory of  blood  dyscrasia.  Because  of  the  increased  pos- 
sibility of  toxic  reactions,  the  drug  should  be  used  with 
greater  care  in  the  elderly  and  should  not  be  given 
when  the  patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently.  Large  doses 
of  Butazolidin  alka  are  contraindicated  in  patients  with 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch  for  exces- 
sive increase  in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of  sulfonyl- 
urea, sulfonamide-type  agents  and  insulin.  Patients  re- 
ceiving such  concomitant  therapy  should  be  carefully 


observed  for  this  effect.  Use  with  caution  in  the  first 
trimester  of  pregnancy. 

Precautions:  Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a complete  physi- 
cal and  laboratory  examination,  including  a blood  count. 
The  patient  should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin  reactions; 
black  or  tarry  stools.  Regular  blood  counts  should  be 
made  to  guard  against  blood  dyscrasias. 

Adverse  Reactions:  The  most  common  adverse  re- 
actions are  nausea,  edema  and  drug  rash.  Moderately 
lowered  red  cell  count  may  sometimes  occur  due  to 
hemodilution.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
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response  in  most 
is  dramatic...” 

Lowell, 4. B.: New  England  J. Med. 269: 798,1963. 


When  Lowell  added  phenylbutazone  to 
his  usual  immobilization  and  rest  meas- 
ures for  the  treatment  of  acute  shoulder 
bursitis,  he  found  “The  response  is  dra- 
matic and  occurs  within  forty-eight  to  sev- 


enty-two hours,  and  occasionally  as  early 
as  twenty-four  hours.  There  is  rapid  loss 
of  pain  and  concomitant  increase  in  avail- 
able motion”. 


quently,  agranulocytosis,  exfoliative  dermatitis,  Stevens- 
Johnson  syndrome  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vertigo  or  languor  may 
occur.  Leukemia  and  leukemoid  reactions  have  been 
reported  but  cannot  definitely  be  attributed  to  the  drug. 
Thrombocytopenic  purpura  and  aplastic  anemia  are  also 
possible  side  effects. 

Confusional  states,  hyperglycemia,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  transient  hearing 
loss  have  been  reported,  as  have  hepatitis,  jaundice 
and  several  cases  of  anuria  and  hematuria.  With  long- 
term use.  reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage:  Initially,  give  400  mg.  daily  (one 

tablet  or  capsule  q.i.d.),  reducing  this,  if  possible,  when 


a favorable  therapeutic  effect  has  been  obtained.  If 
after  one  week  there  has  been  no  response,  discontinue 
the  drug. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6509-V{B) 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU’4S13 


Butazolidiri  alka  Geigy 

Each  capsule  contains:  Butazolidin®,  phenylbutazone,  100 
mg.;  dried  aluminum  hydroxide  gel,  100  mg.;  magnesium 
trisilicate,  150  mg.;  homatropine  methylbromide,  1.25  mg. 
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GLUCOLA", 

Carbonated  Preparation  for  , ^ j 

Carbohydrate  Tolerance  Tests 

NEW  j 

. For  use  in  glucose  I 

tolerance  tests  / 


in  preference  to  the 
postprandial  test  meal 


I Glucola 


S>8£PaRSTI0N 
FOR  GLUCOSE 
I0LIRSSCE  TEST 


PHIHT  PtltDlliS 


p;  A IVIES 

‘MTOltni.n. 


A NEW  SOLUTION  FOR  AN  OLD  PROBLEM 

Ready  to  use  • Pleasant  tasting  cola  flavor  • Well  tolerated 


A 7-ounce  bottle  of  Glucola  provides  a liquid  oral  loading  dose  equivalent  to 
75  Gm.  of  glucose*  for  carbohydrate  tolerance  testing.  Glucola  avoids  the 
nausea  that  frequently  results  from  lingering  sweet  laboratory  preparations, 
and  the  occasional  emesis  that  necessitates  rescheduling  the  test.  With 
Glucola,  no  time  is  lost  weighing  and  mixing  glucose  “cocktails”— only  a 
bottle  opener  is  needed. 

"The  rapidly  hydrolyzable  saccharides  in  this  formulation  assure  optimum  absorption  and  glucose 
levels  comparable  to  those  obtained  with  a 100  Gm.  loading  dose. 

Available  through  your  regular  supplier: 
cartons  of  12  7-oz  bottles  (6  bottles 
per  pack,  2 packs  per  carton). 


Ames  Company,  Inc. 
Elkhart,  Indiana 
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why 
wonder 
about  a 
drug  for 
your 
forgetful 
patient 
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DECIjOMYCIIV 

DEMEIHm3HL0BmmcmiNE 


activity  doesn’t 
stop  wiien 
dosage  does 

DECLOMYCIN^ 

DEMETHYLCHLOKTETRACTCLINE 
300 FILM  COATED  TABLETS 

are  made  for  b.Ld. 

Effective  in  a wide  range  of  everyday  infections— respiratory, 
urinary  tract  and  others— in  the  young  and  aged— the  acutely  or 
chronicaliy  iil— when  the  offending  organisms  are 
tetracyciine-sensitive. 

Confra/nd/caf/on— History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— \n  renai  impairment,  usuai  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under  such 
conditions,  iower  than  usual  doses  are  indicated  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and  short 
exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations. 

In  a smaller  proportion,  photoallergic  reactions  have  been 
reported.  Patients  should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Precautions  and  Side  Effects- Overgrowth  of  nonsusceptible 
organisms  may  occur.  Constant  observation  is  essential.  If  new 
infections  appear,  appropriate  measures  should  be  taken. 

Use  of  demethylchlortetracycline  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period  and  early  childhood) 
may  cause  discoloration  of  the  teeth  (yellow-grey-brownish). 

This  effect  occurs  mostly  during  long-term  use  but  has  also  been 
observed  in  short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If  adverse 
reaction  or  idiosyncrasy  occurs,  discontinue  medication  and 
institute  appropriate  therapy.  Anaphylactoid  reactions 
have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption 
is  impaired  by  the  concomitant  administration  of  high  calcium 
content  drugs,  foods  and  some  dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,  and  75 
mg  of  demethylchlortetracycline  HCI. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


Adopfotion  from 
Shakespeare  Rare  Print 
Collection 


''Give  me  a bowl  of  wine 

-in  this  I bury 

5 all  unkindness” 

-SHAKESPEARE 

DEAR  DOCTOR: 

Will  Shakespeare  was  a pretty  fair  hostler  and  real  estate  in- 
vestor, a pal  of  Francis  Drake  and  Walter  Raleigh,  much  ad- 
mired by  Queen  Elizabeth,  and  a tophole  poet  and  playwright 
— but  no  physician. 


Nevertheless,  he  had  a rather  good  idea  of  the  helpfulness  of 
wine  in  cases  of  stress,  as  you  can  see  above. 

Like  Will,  we  wish  to  recommend  a daily  bit  of  wine,  with 
your  meals  for  your  own  personal  stress.  Doctor,  in  your  rug- 
ged profession. 

Also,  for  your  wife’s  stress  at  home,  we’d  like  to  prescribe  a 
24-page  folder,  “WINE  COOKERY  THE  EASY  WAY,”  which 
will  help  her  to  relax  in  the  kitchen  [and  help  you  at  the  bar- 
becue]. We’ll  mail  it  to  you  [free]  if  you’ll  just  drop  us  a note 
on  your  professional  letterhead. 


By  the  way,  we’ll  also  send  you  our  newly  revised  64-page 
booklet,  “USES  OF  WINE  IN  MEDICAL  PRACTICE,’’  which 
summarizes  a quarter  century  of  scientific  research,  in  Amer- 
ica and  Europe,  as  an  aid  to  your  profession. 

We  hope  you  will  request  one  or  both  of  these  free  booklets. 
As  you  know,  wine  stimulates  gastric  flow;  can  help  the  con- 
valescing patient;  the  patient  lacking  appetite;  can  help  relieve 
anxiety;  can  help  patients  suffering  from  the  malabsorption 
syndrome— and  helps  hospital  and  geriatric  home  morale. 
Shakespeare  had  a good  idea  there.  And  many  physicians  and 
hospital  administrators  are  also  sharing  that  idea. 

Here’s  a toast  in  California  wine,  Doctor— to  your  health! 


WINE  ADVISORY  BOARD',  717  MARKET  ST.,  DEPT  1,  SAN  FRANCISCO,  CALIF.  94103 


How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


Does  she  really  care? 

Is  she  alert,  encouraged, 
positive  and  optimistic 
about  getting  completely 
well  soon? 

Or  has  she  given  in  to 
the  demoralizing  impact 
of  confinement,  disability 
and  dependency? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonfiil  t.i.d.,  30  minutes  before 
meals... tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Atertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15% ; pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Be),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 
♦Multiple  of  adult  Minimum  Daily  Requirement  supplied. 
tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement,  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215 
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new  small  size 


15  Qm. 

fOR  TOPICAL  USE  OHU 

SYNALAR* 
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ACETONIDE] 

CREAM 
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LABORATORIES.  INC, 
Palo  Alto,  Calif. 
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IMDE  IN  USA 


Syiialar’o.01% 

(fluocinolone  acetonide)  cream 

15  Gm. 

for  even  greater 
economy  in 
office  or  hospital 
practice 


the  superiority) 

topicaf 

with  the 


Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
0.01%  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient.  The  new 
15  Gm.  tube,  for  example,  is  best  suited  for  short-term  therapy 
and  for  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube— a size  that’s  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  for  hospital  use.  Thus,  with 
Synalar  Cream  0,01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone'"^ ph^  the  economy  that  makes  therapy  practical  for  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement. 

Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic 
use  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to  any 
of  its  components.  Precautions:  1.  GerreraZ-Synalar  Cream  0.01%  is  virtually 
nonsensitizing  and  nonirritating.  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids  have  not  been  reported  to 


have  an  adverse  effect  on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established.  Therefore,  they  should  not  be 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  for  prolonged 
periods  of  time.  2.  Occlusive  dressing  mefhocf-With  occlusion  of  extensive 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  suitable  , 
precautions  should  be  taken.  Occasional  patients  may  show  contact  sensi-  I 
tivity  to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculitis,  or  1 
pyodermas  have  been  seen  infrequently  with  the  use  of  this  technique.  The 
development  of  infection  requires  appropriate  antibacterial  therapy  and  dis- 
continuation of  the  occlusive  dressing  method.  Local  atrophy  and  striae 
have  been  reported  with  protracted  occlusive  dressing  therapy.  While  lesion 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients,  remissions 
may  persist  for  several  weeks  to  several  months  in  favorable  cases.  The 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance  of  new  i 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse.  Some  : 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  in  their 
use.  Similarly,  caution  should  be  employed  when  such  films  are  used  on  or 
left  near  children  to  avoid  the  possibility  of  accidental  suffocation.  Side’i 
Effects:  Side  effects  are  not  ordinarily  encountered  with  topically  applied  ij 
corticosteroids.  As  with  all  drugs,  however,  a lew  patients  may  react  unfa-  ' 
vorably  to  Synalar  under  certain  conditions.  References:  1.  Cahn,  M.  M.,  and’ 
Levy,  E.  J.:  J New  Drugs  1:262  (Nov. -Dec.)  1961.  2.  Meenan,  F.  O.:  J Irish 
Med  Ass  52:75  (Mar.)  1963.  3.  Robinson,  H.  M.,  Jr.,  Raskin,  J.,  and  Dunseath, 
W.  J.  R.:  Southern  Med  J 56:797  (Jul.)  1963. 


of  a modern 
corticosteroid 
economy  of 
hydrocortisone 


Now... a choice  of  3 
economical  sizes  ^ 


m 

m 


..  .Mm 


120  Gm.  jar  15  Gm.  tube  45  Gm.  tube 


fluoctnolone  acetonide  — an  original  steroid  from 

SYNTEXS 


LABORATORIES  INC  . PALO  ALTO,  CALIF. 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the  gamut  of 
home  remedies  without  success,  pleasant-tasting 
CREMOMYCiN  Can  answer  the  call  for  help.  It  can  be 
counted  on  to  consolidate  fluid  stools,  soothe  intes- 
tinal inflammation,  inhibit  enteric  pathogens,  and 
detoxify  putrefactive  materials  — usually  within  a 
few  hours. 


CREMOMYCIN  Combines  the  bacteriostatic  agents, 
succinylsulfathiazole  and  neomycin,  with  the  ad- 
sorbent and  protective  demulcents,  kaolin  and  pec- 
tin, for  comprehensive  control  of  diarrhea. 


INDICATIONS:  Diarrhea. 

CONTRAINDICATIONS:  Do  not  use  in  intestinal  obstruction,  ex- 
tensive ulceration  of  bov/el,  or  diverticulosis;  in  hypersensitivity 
to  sulfonamides  or  neomycin;  in  pregnancy  at  term,  in  premature 
infants,  or  during  first  week  of  life  in  the  newborn. 

WARNINGS:  Use  only  after  critical  appraisal  In  patients  with 
hepatic  or  renal  damage,  urinary  obstruction,  or  blood  dyscra- 
sias.  Fatal  hypersensitivity  reactions  and  blood  dyscraslas  re- 
ported with  use  of  sulfonamides.  Consider  periodic  blood  counts, 
hepatic  and  renal  function  tests  during  intermittent  or  chronic 
use. 

PRECAUTIONS:  Succinylsulfathiazole:  Use  with  caution  if  there 
is  history  of  significant  allergies  and/or  asthma.  Continued  use 
requires  supplementary  vitamins  Bi  and  K.  Neomycin:  Watch  for 


your  for 
Cremomycin 
can  provide  relief 


where  today’s  theory  is  tomorrow’s  therapy 


promptly  relieves  diarrheal  distress 

Cremomycin* 


Composition:  Each  30  cc.  contains  neomycin  sulfate  300  mg. 
(equivalent  to  210  mg.  of  neomycin  base),  succinylsulfathiazole 
3.0  Gm.,  colloidal  kaolin  3.0  Gm.,  pectin  0.27  Gm. 

©MERCK  SHARPS  DOHME  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 


curare-like  neuromuscular  block  during  anesthesia  if  neomycin 
is  used  preoperatively  in  large  doses  when  renal  function  is 
poor;  watch  for  overgrowth  of  nonsusceptible  organisms.  Con- 
sider possibility  of  ototoxicity  and  nephrotoxicity  with  prolonged 
high  dosage. 


SIDE  EFFECTS:  As  with  all  sulfonamides:  Headache,  malaise,  an- 
orexia, G.l.  symptoms,  hepatitis,  pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  rash,  conjunctiva!  and  scleral  injection, 
petechiae,  purpura,  hematuria,  and  crystalluria  have  been  noted. 
Reduced  fecal  output  of  thiamine  and  decreased  synthesis  of 
vitamin  K have  been  reported.  Neomycin:  Nausea,  loose  stools. 


Before  prescribing  or  administering,  read  package  circular  with 
product  or  available  on  request. 


SQUIBB  NOTES  ON  THERAPY 


“‘Tranquilizer’  is  not  a good  word”' 


This  classification  is  psychologi- 
cally too  seductive,  pharmaco- 
logically too  unspecific,  and  in 
terms  of  results  not  infrequently 
untrue."^ 

What  is  a tranquilizer?  According 
to  the  24th  Edition  of  Dorland's 
Medical  Dictionary^  a tranquilizer 
is  "an  agent  which  acts  on  the 
emotional  state,  quieting  or  calm- 
ing the  patient  without  affecting 
clarity  of  consciousness." 

Defining  a drug  by  its  effects,  how- 
ever, can  be  misleading.  The  same 
effects  by  which  the  dictionary 
defines  a tranquilizer  have  some- 
times been  seen  after  administra- 
tion of  a sedative  ~ or,  for  that 
matter,  a placebo. 

Ambiguous  though  the  term  may 
be,  it  appears  to  be  here  to  stay. 
The  1966  edition  of  the  Physicians' 
Desk  Reference''  lists  42  tranquil- 
izers indicated  for  treatment  of 
anxiety  and  apprehensive  states. 

'Tranquilizers'  have  differences  in 
action,  differences  in  effect 

Although  all  tranquilizers  are  in- 
tended to  calm  anxious  patients 
there  are  differences  in  their 
actions  — and  in  their  effects.  They 
have  been  divided  into  three  cate- 
gories — the  rauwolfia  group,  the 
'minor'  tranquilizers,  and  the  phe- 
nothiazines.^ 

Although  the  tranquilizing  effect 
of  rauwolfia  has  been  known  for 
centuries,  its  use  as  an  antipsy- 
chotic agent  in  current  practice 
has  diminished.^ 

A 'minor'  tranquilizer  is  often  pre- 
scribed to  achieve  more  than  one 
effect.  Thus,  besides  being  tran- 
quilizers some  of  these  com- 
pounds may  be  muscle  relaxants, 
antihistaminics  with  some  calming 
action,  anticholinergic  sedatives, 
or  antispasmodics.^ 

The  phenothiazines  are  considered 
'major'  tranquilizers  because  they 
alter  psychotic  behavior.'  This  clas- 
sification may  have  done  them 
more  harm  than  good  because  it 
implies  that  the  phenothiazines 
should  be  reserved  for  the  more 


severely  disturbed.  This  is  not  nec- 
essarily true. 

The  phenothiazines  — and  the 
problem  of  sedation 

One  of  the  problems  of  prescrib- 
ing phenothiazines  for  ambulatory 
patients  has  been  the  fear  that  ex- 
cessive sedation  will  impair  the 
patient's  ability  to  function.  This, 
however,  is  less  of  a problem  with 
some  of  the  phenothiazines. 
"Clinically  they  may  be  differenti- 
ated primarily  in  terms  of  their 
potency  and  the  extent  of  their 
sedative  effect,  which  appear  to  be 
inversely  proportional.  That  is,  the 
least  potent,  the  one  which  is  used 
in  highest  dosage,  chlorpromazine, 
is  the  most  sedative,  while  the  re- 
verse holds  true  for  fluphenazine.'"’ 
In  a recent  report  on  various  stud- 
ies conducted  over  several  years 
evaluating  360  patients  treated  for 
anxiety  and  stress  with  seven  phe- 
nothiazines, this  inverse  relation- 
ship of  potency  to  sedation  was 
confirmed.^  Also  under  considera- 
tion was  the  degree  to  which  the 
particular  phenothiazines  neutral- 
ized anxiety  (the  angolytic  index). 
Interestingly  enough  there  was, 
again,  an  inverse  relationship.  The 
most  sedative  of  the  phenothia- 
zines appeared  to  be  the  least 
active  in  neutralizing  anxiety.  Flu- 


phenazine, one  of  the  least  seda- 
tive, on  the  other  hand,  was  found 
to  be  most  effective  in  relieving 
anxiety.' 


RELATIVE  SEDATIVE  AND 
ANCOLYTIG  INDtCES  OF 
PRINCIPAL  PHENOTHIAZiNES* 

BASED  ON 

SEDATIVE  ANGOLYTIC  STANDARD 


DRUG 

INDEX 

INDEX 

DOSE  OF 

Chlorpromazine 

100 

15 

25  mgs. 

Triflupromazine 

100 

15 

25  mgs. 

Thioridazine 

90 

17 

25  mgs. 

Perphenazine 

15 

25 

4 mgs. 

Carphenazine 

25 

25 

25  mgs. 

Trifluoperazine 

3.3 

95 

Fluphenazine 

3.5 

100 

2.5  mgs 

‘adapted  from  Sainz? 


Prolixin  is  therapeutically  effective 
without  excessive  sedation 

When  used  as  a 'tranquilizer'  in 
general  medical  practice,  in  many 
patients  Prolixin  (Squibb  Fluphe- 
nazine Hydrochloride)  suppresses 
anxiety,  but  not  normal  activity. 
These  two  features  are  of  particu- 
lar importance  to  patients  who 
must  be  able  to  live  and  work  with- 
out their  normal  daily  activities 
being  restricted. 

Because  of  its  longer  duration  of 
action.  Prolixin,  in  doses  of  as  little 
as  one  to  three  milligrams  in  adults, 
generally  taken  once  a day,  is  ef- 
fective in  maintaining  many  pa- 
tients free  of  their  symptoms  of 
anxiety  and  tension. 


Contraindications:  Do  not  use  with  high  doses  of 
hypnotics  or  in  patients  with  subcortical  brain 
damage.  Use  with  caution  in  patients  with  a his- 
tory of  convulsive  disorders.  Severe  reactions  may 
occur  in  patients  with  idiosyncrasy  to  other  cen- 
trally-acting drugs,  and  severe  hypotension  may 
occur  in  patients  with  special  medical  disorders, 
e.g.  mitral  insufficiency  and  pheochromocytoma. 
Precautions:  Effects  of  atropine,  anesthetics  and 
C.N.S.  depressants  may  be  potentiated.  Hypoten- 
sion may  occur  in  patients  undergoing  surgery.  Do 
not  use  epinephrine  for  treatment  of  the  hypo- 
tensive reactions  which  may  appear  in  patients  on 
phenothiazine  therapy. 

Side  Effects:  Extrapyramidal  reactions,  allergic  skin 
reactions,  the  possibility  of  anaphylaxis,  drowsi- 
ness, visual  blurring,  dizziness,  insomnia,  nausea, 
anorexia,  salivation,  edema,  perspiration,  dry 


mouth,  abnormal  lactation,  polyuria,  hypotension, 
and  jaundice  and  biliary  stasis  may  occur.  Routine 
blood  counts  are  recommended  to  determine  pos- 
sible blood  dyscrasias;  if  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  drug  and 
institute  appropriate  therapy. 

Available;  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  prescribing  information,  see  package  insert 

References:  1.  Simpson,  G.M.:  Postgrad.  Med. 
39:557,  1966.  2.  Freyhan,  F.A.:  Am.  J.  Psychiat. 
775:577,  1959.  3.  Dorland's  Illustrated  Medical  Dic- 
tionary, ed.  24,  Philadelphia,  W.  B.  Saunders  Co., 
1965,  p.  1603.  4.  Physicians'  Desk  Reference,  1966, 
Oradeil,  N.|.,  1965,  p.  310.  5.  Cohen,  S.:  Northwest 
Med.:  65:197,  1966.  6.  Detre,  T.,  and  Jarecki,  H.: 
Connecticut  Med.  25:553,  1961.  7.  Sainz,  A.:  Psy- 
chosomatics  5:167,  1964. 


prolixin' 

SQUIBB  auPHENAZINE  HYDROCHLORIDE 


Squibb 


‘The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  makers 


IT’S  AS  PLAIN 
AS  THE 
NOSE  ON  HIS 
FACE. 


UP  TO  10-12  HOURS'  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp°  Extentabs* 

(Dimetane®  [brompheniramine  maleatel,  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  or  all  night, 
usually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
histamine reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,* 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10-  to  12-hour  form. 

'‘Schiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
J.  Med. 261:478,  1959. 


Contraindications;  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

AH'[^OBINS 


The  full  V4  grain  of  phenobarb  in  the  forfrw^  - 

takes  the^A^duS  edge  off  the  pain 
...helps  bring  out  the  best  in  cbdetn 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (%  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (272  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate V4  gr.  (No.  2), 


V2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon — nausea,  constipation 
and  drowsiness  have  been  reported. 

A,  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 


The  63rd  Annual  Meeting  of  the  Nevada  State  Medical  Association 
will  be  held  in  conjunction  with  the  American  Medical  Association  20th 
Clinical  Convention  November  26-30,  1966  at  Las  Vegas. 

Nevada  physicians  will  register  at  the  Riviera  Hotel  in  Las  Vegas, 
headquarters  tor  their  meeting.  The  first  activity  will  be  orientation  of 
new  members  at  2:00  p.m.  Saturday,  November  26. 

At  10:00  a.m.  Sunday,  November  27,  there  will  be  a meeting  of  the 
Executive  Committee  and  at  2:00  p.m.,  the  House  of  Delegates  will 
convene  for  their  first  meeting.  The  last  meeting  of  the  House  will  be  at 
1:00  p.m.  Wednesday,  November  30.  Physicians  will  be  free  in  the  inter- 
vening days  to  take  in  the  scientific  sessions  of  the  meeting  which  was 
organized  by  the  Clarke  County  Medical  Society  under  the  direction  of 
Dr.  Kirk  Cammack,  General  Chairman.  Dr.  Theodore  Jacobs  and  Dr.  Hugh 
C.  Follmer  are  in  charge  of  the  joint  scientific  program. 
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Now,  now,  Mrs.  Forsythe,  we've  never  lost  a cold  patient  yet. 


When  she's  experiencing  acute  discomfort  from  cold  symptoms,  it's  small  wonder  the  patient  becomes  distressed 
about  her  condition. 

She  vyill  breathe  easier  when  you  prescribe  Novahistine  LP. 

Novahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physio- 
logic mechanisms  which  prevent  infection  of  the  respiratory  tract.  A dose  of  two  tablets  taken  in  the  morning 
and  repeated  in  the  evening  will  usually  keep  air  passages  clear  for  24  hours. 

Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
chloride, 25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

PITMAN-MOORE  Division  of  The  Dow  Chemical  Company.  Indianapolis 


For  relief  of  nasal  congestion. 


good  reason 
to  select 

Ilosone’ 

Erythromycin  Estolate 


CONTRAINDICATIONS:  Ilosone  is  contraindicated  in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver  disease  or  dysfunction. 

SIDE-EFFECTS:  Even  though  Ilosone  is  the  most  active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug  idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported.  There  have  been  no  known  fatal  or  definite  resid- 
ual effects.  Gastro-intestinal  disturbances  not  associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local  stimulating  action  of  Ilosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

DOSAGE:  Children  under  25  pounds— 5 mg.  per  pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults  and  children  over  50  pounds— 250  mg.  every 
six  hours.  For  severe  infections,  these  dosages  may  be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and  chewable  tablets.  Ilosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed  with  water. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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L o SUPPLEMENT  the  excellent  editorial  in  the 
Rocky  Mountain  Medical  Journal  of  Sept.,  1966 
(Physicians’  Dwindling  Interest  in  Medical  Affairs 
by  Dr.  Tom  L.  Carr),  I will  comment  upon  the 
Arthritis  Symposium  held  at  Ramada  Inn  on 

August  27,  1966, 
in  Santa  Fe.  It  was 
sponsored  by  the 
New  Mexico  Gen- 
eral Practitioners 
Association,  the  American  Therapeutic  Society, 
and  the  Pharmaceutical  Industry. 

The  site  of  Santa  Fe  was  no  doubt  picked  be- 
cause it  is  the  ancient  city  and  the  capital  of  the 
Land  of  Enchantment.  The  meeting  offered  the 
most  excellent  coverage  up  to  date  of  all  rheu- 
matic diseases  by  top  medical  authorities  from 
Philadelphia,  Louisville,  and  San  Francisco.  At- 
tendance was  very  poor — about  15  in  the  morn- 
ing and  even  less  in  the  afternoon.  Some  doctors 
came  from  Albuquerque  and  nearby  environs, 
but  from  Santa  Fe  came  the  President  of  the 
Santa  Fe  County  Medical  Society,  who  happened 
to  be  from  Espanola,  the  District  Health  Officer 
of  District  No.  1,  and  the  undersigned.  The  meet- 
ing was  adequately  publicized  by  the  fine  program 
noted  as  “A  Day  in  Therapeutics.”  It  went  to  all 
physicians  throughout  the  State  of  New  Mexico 
and  in  time  to  make  arrangements.  However,  busy 
practitioners  on  Saturdays  obviously  did  not  wish 
to  leave  their  offices  uncovered,  especially  for 
patients  who  came  a long  way  on  this  particular 
day  when  they  make  it  a point  to  see  the  doctor 
— whether  or  not  an  emergency! 

There  was  also  the  grand  finale  of  the  magnifi- 
cent Santa  Fe  Opera  in  the  evening.  Furthermore, 
competition  arose  from  the  excellent  dinner  pre- 
sentation about  New  Mexico’s  Billy  The  Kid 
by  the  renowned  speaker  Colonel  Wilfred 
McCormick.  This  undoubtedly  reduced  attendance 
further. 

To  prevent  recurrence  of  poor  attendance  at 
these  professional  meetings  with  outside  speakers 
of  such  known  repute  who  have  travelled  thou- 
sands and  more  miles  it  is  imperative  that  re- 
minders be  instituted  by  telephone  calls  prior  to 
the  meeting.  Many  doctors  planned  to  attend  but 


Poor  Attendance  at 

Medical  Meetings 


were  unavoidably  detained;  others  simply  forgot 
about  the  meeting. 

Attendance  by  physicians  is  necessary  even 
though  the  subject  discussed  might  not  be  in  a 
particular  field  of  specialization  for  those  attend- 
ing. These  speakers  will  go  home  with  the  impres- 
sion that  the  Ancient  City  with  its  tri-culture — the 
American  Indian,  the  Spanish  American,  and  the 
Anglo-American — was  most  stimulating  but  phy- 
sicians of  whatever  descent  in  this  American 
melting  pot  seemingly  have  little  or  dwindling  in- 
terest in  being  brought  up  to  date  in  clinical  medi- 
cine! 

ERIC  G.  JOHNSON,  MD 
Santa  Fe,  N.  Mex. 
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E NOW  HAVE,  at  the  Federal  level,  legislation 
moderately  adequate  to  deal  with  the  national 
traffic  scandal.  It  was  long  overdue.  Public  Law 
89-563,  the  National  Traffic  and  Motor  Vehicle 
Safety  Act  of  1966,  can  force  the  motor  car  and 

tire  industries  to 


Automotive  Safety 
Legislation 


provide  reasonably 
safe  products  for 
our  consumption. 
Public  Law  89- 
564,  the  Highway  Safety  Act  of  1966,  will  give 
the  States  the  financial  incentive  to  bring  their 
local  traffic  programs  to  a much  higher  level  than 
now  exists.  On  October  15  these  powers  were 
placed  in  a new  Department  of  Transportation, 
out  of  the  hands  of  the  Department  of  Commerce, 
where  they  ill  belonged.  It  now  remains  to  be 
seen  if  the  Executive  Department  can  develop  the 
skills  and  insights  to  implement  these  laws. 

But  despite  these  sweeping  developments,  we 
will  not  have  safety  on  our  streets  and  highways. 
The  drinking  driver  is  making,  and  will  continue 
to  make,  a shambles  of  these  areas.  A recent  study 
of  fatal  traffic  accidents  revealed  that  among  those 
drivers  adjudged  responsible  for  the  accident. 
73%  had  been  drinking,  and  46%  had  blood 
alcohol  concentrations  of  .25  or  higher.  These 
latter,  and  probably  many  others,  were  almost 
certainly  chronic  alcoholics. 

Ninety  days  in  jail  or  in  a current  hospital  do 
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not  reform  the  chronic  alcoholic.  Suspension  and 
revocation  of  driving  licenses  have  no  effect  upon 
this  individual.  He  just  keeps  on  driving  anyway. 
Our  present  methods  of  dealing  with  drinking 
drivers  are  almost  completely  ineffective.  Can  the 
individual  States  develop  programs  adequate  to 
solve  the  problem?  As  of  this  date,  none  has. 

Congressman  Theodore  R.  Kupferman  (D. 
N.  Y. ) has  introduced  H.R.  14197,  sponsored  in 
the  Senate  by  Jacob  K.  Javits  (R.  N.  Y.),  whereby 
an  Office  of  Alcoholism  Control  would  be  es- 
tablished under  the  Surgeon  General  to  administer 
the  program  of  matching  funds  to  the  States.  This 
would  provide  the  facilities  so  desperately  needed 
to  research  the  problem  and  to  provide  the  hos- 
pitals to  combat  alcoholism  in  this  land. 

This  writer  has  long  believed  that  the  costs  of 
rehabilitating  the  chronic  alcoholic  should  be 
borne  entirely  by  the  alcohol  beverage  industry. 
That  any  group  of  people  should  be  allowed  to 
make  stupendous  profits  from  the  manufacture 
and  sale  of  a product  which  is  directly  destroying 
six  million  people  in  this  country,  without  being 
made  to  take  full  financial  responsibility  for  their 
rehabilitation,  is  to  naive  for  further  comment. 
This  can  only  be  achieved  and  implemented  by  in- 
creasing Federal  taxes  on  the  industry.  A national 
alcoholic  rehabilitation  program,  not  in  any  way 
to  be  administered  by  the  alcohol  beverage  indus- 
try. but  to  be  financed  entirely  by  this  industry,  is 
the  next  step  in  the  traffic  safety  program. 

HORACE  E.  CAMPBELL.  MD 
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AMA  Diien  Increase 


HE  American  Medical  Association  House 
of  Delegates  in  Chicago  last  June  approved  an 
increase  in  annual  dues  from  $45.00  to  $70.00 
beginning  January  1,  1967.  This  confirmed  a 
Board  of  Trustees  recommendation  earlier  ap- 
proved at  the  1965 
Clinical  Convention. 
It  is  hoped  that  the 
membership  at  large 
will  understand,  ap- 
prove, and  cooperate  with  this  essential  action. 

Just  as  operating  costs  of  our  offices  have  in- 
creased, so  have  the  costs  of  running  the  AMA. 
Paper,  printing,  postage,  taxes,  furniture  and 
equipment  and  social  security  taxes  have  in- 
creased from  10  to  181  per  cent  as  the  purchas- 
■ 'g  power  of  the  dollar  has  decreased  more  than 
.50  per  cent  in  the  last  quarter  century.  The 


present  membership  of  the  AMA  is  210,938  of 
which  165,712  are  dues-paying.  Those  who  do 
not  pay  dues  include  interns,  residents,  retired 
and  disabled  physicians,  and  those  in  military  ser- 
vice. Operating  deficits  totaling  over  $1,000,000 
were  incurred  in  1964  and  1965,  depleting  the 
reserve  funds.  Income  other  than  dues  cannot 
possibly  eliminate  the  need  for  their  increase. 

Essential  programs  of  the  AMA  must  be  ac- 
celerated rather  than  decreased  to  maintain  our 
parent  organization’s  traditional  leadership  in 
today’s  complex  environment  of  medicine  and 
health.  People  want  more  health  education  and 
expect  our  profession  to  provide  it.  They  should 
know  more  about  cults,  quacks,  and  charlatans. 
Our  leadership  cannot  be  abandoned  or  relin- 
quished to  others,  and  it  must  be  international 
in  scope.  Health-care  financing  and  implementa- 
tion of  new  laws  is  largely  our  responsibility.  A 
solid  base  of  good  will  toward  the  AMA  exists 
and  it  must  be  further  built  and  secured.  More 
than  a dozen  new  medical  schools  will  have 
opened  by  1970  and  at  least  a half  dozen  others 
by  1975.  These  demand  more  from  the  AMA  in 
money  and  manpower.  Accreditation  programs 
must  be  augmented.  Activities  designed  to  re- 
cruit the  better  students  for  medical  careers  is 
essential.  This  names  but  a few  of  the  demands 
upon  our  AMA. 

Many  physicians  do  not  utilize  AMA  member- 
ships to  their  fullest  extent.  We  receive  the  JAMA, 
choice  of  one  of  the  ten  specialty  journals,  a re- 
ception room  copy  of  Today’s  Health,  and  The 
AMA  News;  these  subscriptions  are  valued  at 
$34.00.  The  Annual  and  Clinical  Conventions 
present  the  latest  developments  in  medical  science. 
Services  of  the  Washington  office  include  liaison 
with  members  of  Congress  and  government.  In- 
formation and  assistance  in  medical  matters  are 
available  to  physicians  and  medical  societies.  A 
medical  film  library  is  the  largest  in  the  world, 
the  films  available  upon  request.  Health  educa- 
tion pamphlets  for  distribution  to  patients  are 
available.  Expert  advice  on  medicolegal  problems, 
office  economy  and  management,  a placement 
service,  and  information  upon  many  scientific 
subjects  are  at  the  home  office  for  utilization  upon 
request. 

We  realize  that  state  and  local  societies  need 
to  increase  their  dues  but  the  strength  of  the  AMA 
must  maintain  its  scope  and  carry  on  its  programs. 
Unanimous  support  by  the  medical  manpower  in 
the  large  geographic  area  served  by  the  Rocky 
Mountain  Medical  Journal  is  anticipated. 
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Helps  keep  arthritic  patients  active 

P-B-SAL-C  is  a dependable,  effective  salicylate  formula  for 
relief  of  pain  due  to  rheumatoid  arthritis,  bursitis  and 
fibrositis. 

Its  formula  consists  of  a combination  of  sodium  salicylate, 
para-aminobenzoic  acid  and  ascorbic  acid.  This  special  com- 
bination provides  higher,  longer-lasting  analgesic  levels 
compared  with  salicylates  alone.  Each  P-B-SAL-C  Tablet 
is  enteric  coated  to  delay  disintegration  until  it  reaches  the 
small  intestine. 

P-B-SAL-C,  low  in  cost  to  your  arthritic  patients,  will 
help  keep  them  active.  Other  P-B-SAL-C  formulas  available: 

1.  P-B-SAL-C  with  Colchicine 

2.  P-B-SAL-C  with  Esoprine 

3.  P-B-SAL-C  Sodium  Free 

4.  P-B-SAL-C  with  Prednisolene  (Sodium  Free) 

For  complete  information  and  samples,  write  to  Dept.  RM-100 


FORWIULA 

Each  enteric-coated  P-B-SAL-C  Tablet 
contains  sodium  salicylate  0.3  Gm., 
para-aminobenzoic  acid  0.3  Gm.,  as- 
corbic acid  50.0  mg. 

CONTRAINDICATIONS 
Renal  damage,  salicylate  sensitivity 
or  in  conjunction  with  sulfonamide 
therapy. 

DOSAGE 

Take  2 tablets  four  or  more  times 
daily. 


ULMER 


THE  ULMER 
PHARMACAL 
COMPAIVIY 

1400  Harmon  Place 
Minneapolis,  Minnesota  55403 
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New 

low-cost  tetracycline/ antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida: 


2.  nonpregnant  women  with  a history  of  recent 

^ diabetic  patients  or  recurrent  monilial  vaginitis  J.  elderly  or  debilitated  patients 


5.  patients  on  long-term  tetracycline  or  cortico- 
^ patients  with  a past  history  of  moniliasis  steroid  therapy 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  in- 
formation  consult  Official  Package  Circular.  Indications^ 
Infections  of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensi- 
tive organisms,  in  patients  with  increased  susceptibility  " 
to  monilial  infections.  Contraindications : The  drug  is  con-  f 
traindicated  in  patients  hypersensitive  to  its  components,  i 
U^arnings:  Photodynamic  reactions  have  been  produced  by  | 
tetracyclines.  Natural  and  artificial  sunlight  should  be  \ 
avoided  during  therapy.  Stop  treatment  if  skin  discomfort  j 
occurs.  With  renal  impairment,  systemic  accumulation  and  I 
hepatotoxicity  may  occur.  In  this  situation,  lower  doses  I 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may  I 
be  induced  during  tooth  development  (last  trimester  of 
pregnancy,  neonatal  period  and  childhood).  Precautions: 
Bacterial  superinfection  may  occur.  Infants  may  develop 
increased  intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis,  dermatitis,  and  allergic  reactions 
may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue 
therapy  for  10  days  in  beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before  or  2 hours  after  meals. 
Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tet- 
racycline phosphate  complex  equivalent  to  250  mg.  tetra- 
cycline HCl  activity  and  250,000  units  of  nystatin. 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL 


Tetrex-F 

.^och  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units. 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


Medical  education  and  the  community* 

William  H.  Stewart,  MD,  Washington,  D.  C. 


This  lecture  provides  insight  into  the 
attitudes  and  philosophy  of  the  Surgeon 
General  as  related  to  the  relations  of  the 
physician  to  the  patient  and  to  the 
community. 

A LONG  TIME  AGO  THE  SCOTTISH  POET  Robert 
Burns  expressed  the  often-quoted  wish  that  we 
might  see  ourselves  as  others  see  us.  It  is  usually 
forgotten  that  the  subject  of  Burns’  poem  was  a 
louse  which  he  watched  creeping  across  the  bon- 
net of  a very  proper  lady  in  church.  The  main 
idea  was  that,  if  we  could  in  fact  see  ourselves  as 
others  see  us,  we  might  be  eonsiderably  humbled, 
if  not  acutely  embarrassed. 

There  is,  I think,  a moral  in  this  for  the  med- 
ical profession.  We  very  rarely  try  to  step  out- 
side ourselves  and  look  at  the  physician  through 
the  eyes  of  the  people  he  serves.  Instead  we  place 
on  the  wall  of  our  consulting  room  the  familiar 
picture  of  the  kindly  family  doctor  at  the  child’s 
bedside.  We  assume,  1 suppose,  that  our  patients 
won’t  realize  the  picture  is  as  out-of-date  as  the 
doctor’s  watch-fob. 

As  a profession  we  tend  to  talk  a great  deal 
about  the  physician-patient  relationship,  frequently 
vowing  to  defend  it  to  the  death.  But  we  give  very 
little  thought  to  the  patient-physician  relationship, 
viewed  from  the  other  side. 

Occasionally  a brave  patient  speaks  out.  Alistair 
Cooke  recently  observed  that  the  patient-physician 
relationship  is  one  of  constant  humiliation  for  the 
patient.  When  he  sees  the  doctor  ail  of  his  de- 
fenses are  down,  literally  and  figuratively.  He  is 
both  worried  and  undressed,  while  the  physician 
is  both  serene  and  fully  clad.  He  desperately  wants 
to  know  what’s  going  on  inside  himself,  and  yet 
he  is  reasonably  sure  that  the  doctor  won’t  tell 
him  anything.  This  kind  of  one-upmanship  is  not 
calculated  to  win  friends.  It  is  especially  unlikely 

* Annual  Lecture,  Nu  Sigma  Nu  Medical  Fraternity  of  The 
Johns  Hopkins  University,  Baltimore,  Maryland,  April  13, 
1966.  Dr.  Stewart  is  Surgeon  General,  Public  Health  Service, 
U.  S.  Department  of  Health,  Education,  and  Welfare. 


to  do  so  when  the  patient  has  had  to  wait  an  hour 
for  his  brief  and — to  use  Mr.  Cooke’s  word — 
humiliating  session,  and  when  the  patient  and  doc- 
tor are  almost  total  strangers  to  each  other. 

Does  it  matter?  Do  we  need  to  win  friends? 

I think  it  matters  a great  deal.  It’s  easy  enough 
for  us  to  turn  a deaf  ear  to  the  mounting  chorus 
of  public  grumbles.  We  can  justify  our  loss  of 
touch  with  the  individual  patient  on  the  basis  of 
efficiency.  We  can  justify  our  extreme  specializa- 
tion on  the  basis  of  science.  But  when  we  are 
through  justifying  ourselves,  there  is  still  some- 
thing left  out — that  “something”  is  the  patient  as 
a human  being. 

I recently  came  across  a paper  presented  a 
couple  of  years  ago  at  Stanford  by  William  W. 
McPeak,  Vice  President  of  the  Ford  Foundation. 
The  title  was  “The  Small,  Frantic  Voice  of  the 
Patient.”  Let  me  read  a paragraph; 

“As  the  doctor  becomes  more  the  specialized 
scientist,  there  necessarily  follows  a narrowing 
of  the  base  for  human  contact.  No  one  doubts 
that  the  shift  in  medicine  has  brought  more 
gains  than  losses,  but  the  gains  do  not  permit 
us  to  ignore  the  losses,  especially  when  the  lat- 
ter are  so  much  in  the  patients’  sphere.  We  must 
remember  what  medical  care  is  all  about  and 
that  the  word  ‘care’  has  a human,  as  well  as 
a technical,  meaning.” 

In  my  judgment  Mr.  McPeak  has  hit  the  nail 
squarely  on  the  head.  American  medicine  stands 
in  danger  of  losing  the  human  meaning  of  the 
word  “care.”  More  and  more,  we  meet  people 
only  on  our  own  home  grounds,  in  the  warm, 
secure,  efficient,  antiseptic  environment  of  the 
medical  center.  If  we  see  them  in  their  own  setting 
of  home  and  community  at  all,  it  is  only  in  mo- 
ments of  absolute  emergency.  Both  we  and  they 
are  the  losers.  By  lifting  ourselves  above  the  com- 
munity where  people  live,  we  may  render  more 
efficient  service,  but  we  do  not  give  better  care. 

Let’s  not  delude  ourselves  about  the  nature  of 
community  medicine.  Compared  with  the  familiar 
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comfort  of  the  insulated  medical  citadel,  it’s  cold 
out  there  where  people  live.  Sometimes  it’s  down- 
right unpleasant.  But  if  our  scientific  wisdom  is 
to  have  any  relevance  to  human  reality,  we  need 
to  know  what  reality  is  like. 

There  is  a lot  of  talk  these  days  about  the 
“crisis”  in  American  medicine.  Granting  that  the 
word  “crisis”  has  been  badly  stretched  out  of 
shape  by  over-use,  I think  we  are  at  a point  of 
crisis  in  something  like  its  original  medical  sense 
of  “a  turning-point.”  I believe  we  have  reached  a 
crisis  of  unfulfilled  expectation  on  the  part  of 
the  people  we  serve. 

The  changing  American  scene 

The  American  people  have  accepted  the  prin- 
ciple that  the  best  in  health  care  should  be  theirs 
by  birthright.  In  part  we  have  brought  this  accept- 
ance upon  ourselves  by  proclaiming  the  wonders 
of  scientific  medicine.  In  part  it  has  evolved  out 
of  great  economic  and  social  changes  in  the  soci- 
ety as  a whole.  In  any  event,  the  people  have  set 
a new  goal  for  us — the  best  in  medical  care,  not 
for  some  of  the  people  some  of  the  time,  but  for 
all  of  the  people  all  of  the  time.  The  great  legis- 
lative programs  in  health  of  the  past  few  years 
are  an  expression,  by  the  President  and  the  Con- 
gress, of  this  aspiration.  Now  it  is  up  to  us  to 
raise  our  sights  so  as  to  hit  the  new  target.  And  1 
believe  that  the  medical  education  establishment 
which  most  of  you  represent,  as  both  students  and 
teachers,  is  the  institution  in  our  society  that  must 
take  the  lead.  That  is  why  1 have  titled  this  lecture 
“Medical  Education  and  the  Community.” 

I’ve  taken  a long  time  getting  to  it,  but  I do 
have  in  mind  a fairly  specific  action  program  for 
medical  education,  a program  in  search  of  creative 
experimentation.  First,  however — since  you’ve 
borne  with  me  this  long — let  me  back  off  a little 
bit  and  present  briefly  my  interpretation  of  how 
we  reached  our  present  time  of  crisis. 

This  is  not  the  first  such  moment  of  truth  in 
the  history  of  medical  education.  There  have  been 
at  least  two  others  since  medicine  emerged  from 
its  own  Dark  Ages.  Each  time,  medical  education 
has  responded  to  the  challenge  of  new  conditions 
— first  with  the  Flexner  Report  and  its  sequelae; 
second,  with  the  swift  development  of  medical 
specialization.  We  are  now,  I think,  on  the  thresh- 
old of  a third  major  departure. 

The  Flexner  Report,  more  than  half  a century 
ago,  fixed  medical  education  and  therefore  med- 
icine itself  to  the  rising  star  of  science.  The  devel- 
opments that  stemmed  from  this  revolutionary 


document  established  the  scientific  base  on  which 
we  have  been  building  ever  since.  The  Report  set 
the  stage  for  the  swift  advance  of  knowledge  and 
the  racing  technology  of  medicine  as  we  know  it. 
It  created  the  interlocking  faculties,  oriented  to- 
ward the  basic  sciences,  and  the  graduate  school 
milieu  that  characterizes  the  university-medical 
school  complex. 

The  second  major  response  to  crisis  has  been 
evolutionary  rather  than  revolutionary.  But  it  has 
been  an  evolution  on  an  accelerating  schedule. 
This  is  the  development  of  specialization.  It  began 
to  be  visible  as  a significant  trend  in  the  1920’s 
and  ’30’s.  It  has  become  the  dominant  theme  of 
medical  practice  since  World  War  II.  In  a sense, 
of  course,  specialization  was  another  outgrowth  of 
the  Flexner  Report,  for  it  is  a necessary  compan- 
ion of  scientific  and  technological  advance.  Med- 
icine long  ago  outgrew  the  little  black  bag  and 
the  capacity  for  knowledge  of  the  man  carrying  it. 
Medicine  had  to  specialize  or  stagnate. 

But  specialization  has  inevitably  led  to  several 
by-products  whose  implications  have  still  not  been 
deeply  explored.  It  has  led  to  residency  training 
and  the  accompanying  prolongation  of  medical 
education  by  from  two  to  seven  years.  As  sub- 
specializations develop  within  specialties,  the 
temptation  exists  to  lengthen  it  still  more.  Where, 
if  anywhere,  is  the  point  of  diminishing  returns? 
Have  we  already  passed  it? 

Specialization 

Specialization  has  completely  altered  the  mean- 
ing of  the  physician-population  ratio  by  which 
manpower  needs  have  been  measured  for  many 
years.  We  know  that  the  gross  ratio  has  remained 
fairly  constant  in  recent  years.  We  don’t  really 
know  what  the  ratio  means.  The  service  provided 
by  a given  number  of  present-day  physicians  to 
a given  number  of  consumers  is  vastly  different 
from  that  which  was  provided  30  years  ago.  Some 
health  needs  are  undoubtedly  being  met  more 
successfully  today.  I suspect  that  some  are  not 
being  met  as  well. 

Finally,  specialization  has  created  a medical 
school  faculty  which  is  itself  oriented  toward 
specialization.  Most  of  your  professors  were  nur- 
tured in  the  specialized  environment.  They  are 
completely  at  home  only  in  the  climate  of  the 
hospital  complex  which  gives  full  rein  to  special- 
ized practice.  The  system  is  self-generating,  self- 
perpetuating  and  self-accelerating. 

This  rapidly  revolving  system,  complete  in  itself, 
has  spun  off  many  wonders.  It  has  immeasurably 
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heightened  the  potential  of  medicine.  But  now  we 
return  to  my  point  of  departure.  For  in  harnessing 
itself  to  the  upward  spiral  of  science,  medical  edu- 
cation has  lost,  or  threatens  to  lose,  its  linkage 
with  people — with  the  health  needs  of  individuals 
and  families,  perceived  as  they  perceive  them,  in 
the  homes  and  communities  where  they  live. 

To  me,  this  loss  of  touch  with  the  individual, 
the  family  and  the  community  is  the  true  cause 
of  the  crisis  in  American  medicine.  Therefore  my 
specific  call  to  action  for  medical  education  is 
directed  toward  re-establishing  medicine’s  com- 
munity roots. 

A constructive  answer 

I would  urge  the  creation,  in  medical  schools 
across  the  country,  of  a “third  faculty”  oriented 
toward  the  community.  Dean  Willard  at  Kentucky, 
who  has  pioneered  in  this  field,  calls  it  the  “out- 
side faculty”  as  contrasted  with  the  conventional 
departments.  The  task  of  this  third  faculty  would 
be  to  prepare  oncoming  generations  of  students 
for  practice  in  the  community.  It  would  conduct 
research  on  community  grounds.  It  would  experi- 
ment with  new  forms  and  patterns  of  service.  And 
it  would  teach — all  outside  the  institutional  walls, 
using  the  community  itself  as  its  laboratory  and 
elassroom.  The  existence  of  this  third  faculty 
would  serve  a double  purpose.  In  addition  to  its 
educational  function  for  the  students,  it  would 
also  help  to  link  existing  community  services  with 
the  medical  centers.  The  third  faculty  would,  in 
a sense,  constitute  a bridge  between  the  two 
worlds  of  community  and  academic  medicine.  Its 
presence  would  encourage  the  flow  of  new  knowl- 
edge into  practice.  This  kind  of  linkage,  I might 
add,  is  just  as  important  in  Baltimore  as  in  the 
hinterlands — as  important  for  suburban  practice 
as  for  rural  areas  and  urban  slums. 

Obviously,  this  new  revolution — for  it  is  nothing 
less — will  not  resolve  the  crisis  overnight.  Neither 
the  Flexner  Report  nor  the  specialization  move- 
ment produced  instant  miracles.  But  as  it  gains 
momentum  it  can,  I believe,  enable  scientific  and 
specialized  medicine  to  fulfill  its  potential  for  all 
the  people.  Today’s  crisis  is,  as  I have  said,  a 
crisis  of  unfulfilled  public  expectation.  It  is  also 
a crisis  of  unfulfilled  professional  capability. 

Let’s  examine  some  of  the  benefits  that  would 
evolve  out  of  a conscious  and  deliberate  effort  to 
educate  physicians  for  community  service.  We 
have  been  talking  for  many  years  about  the  widen- 
ing gap  between  the  accumulation  of  scientific 


knowledge  in  biology  and  medicine  and  the  wide- 
spread application  of  that  knowledge  for  the  bene- 
fit of  people  who  need  it.  I am  suggesting  that 
that  gap  represents  the  distance  between  the  fam- 
ily, with  its  health  needs,  and  the  medical  center 
with  its  technology  for  health.  What  appears  to 
be  missing  is  a person,  an  institution,  a proeedure 
for  bringing  these  together. 

Traditionally  that  vanishing  American,  the 
family  physician,  has  been  assumed  to  play  this 
role.  But  consider  the  young  physician  moving 
into  practice  this  year.  His  entire  education  and 
experience  has  been  in  a university  setting  or  a 
hospital.  The  great  majority  of  his  teachers  and 
preceptors  have  had  similarly  limited  experience 
within  the  walls  of  a citadel.  Can  this  young  physi- 
cian enter  the  community  setting  and  serve  the 
families  of  that  community  as  their  first  line  of 
contact,  their  initial  port  of  call  en  route  to  the 
care  they  need?  Some  of  them  undoubtedly  can, 
and  will.  But  they  will  do  it  in  a setting  foreign 
to  all  their  previous  training  and  experience  and 
contrary  to  much  of  the  leadership  to  which  they 
have  been  exposed.  This  is  a formidable  obstacle 
to  place  in  the  path  of  community  medicine, 
where  most  medical  practice  actually  takes  place. 

In  short,  as  the  physician  specializes  and  sub- 
specializes, as  he  is  increasingly  oriented  to  the 
hospital,  his  ability  to  meet  family  health  needs 
tends  to  diminish.  The  family,  and  often  the  indi- 
vidual within  it,  are  treated  on  a piecemeal  basis. 
The  integral  quality  of  the  family  and  its  commu- 
nity roots  are  threatened. 

Orientation  of  patients 

I am  convinced,  therefore,  that  the  establish- 
ment of  a link  between  family  and  hospital  is  a 
primary  goal  for  the  nation’s  health  enterprises 
in  the  years  immediately  ahead.  Every  person  who 
is  ill  or  injured  should  have  a place  to  go  for  ini- 
tial entrance  into  the  health  system.  He  should 
know  where  it  is,  how  to  obtain  its  services;  and 
he  should  have  confidence  in  it.  Moreover,  there 
must  be  established  channels  leading  from  these 
checkpoints  into  the  course  of  treatment  that  will 
serve  the  individual  best.  Today  the  individual 
gets  to  the  right  place  at  the  right  time  largely  by 
happenstance.  Many  do  not. 

These  entrance  points  into  the  health  system  do 
not  now  exist  in  a universally  recognized  form. 
The  GP’s  office,  the  specialist’s  office,  the  public 
health  clinic,  the  neighborhood  health  center,  and 
the  hospital  emergency  room  each  serve  a part  of 
this  function  for  some  people  some  of  the  time. 
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None  is  ideally  constituted  for  the  job  I have  in 
mind.  We  may  have  to  invent  a new  institution 
to  do  it. 

And  that  invention,  or  the  refinement  of  exist- 
ing systems,  is  very  much  the  business  of  medical 
education.  As  medical  education  involves  itself 
deeply  in  the  community,  new  forms  and  patterns 
of  practice  may  well  develop  for  bringing  the 
mainstream  of  American  medicine  to  the  people. 

ft  will  not  be  an  easy  transition.  The  comfort- 
able certainty  of  supporting  services,  to  which  the 
hospital  physician  is  accustomed,  does  not  exist 
outside  the  walls.  But  as  we  move  out  to  meet  the 
health  problems  of  the  people,  the  supporting  ser- 
vices will  follow.  We  will  learn  what  kinds  of 
helpers  we  need,  in  what  numbers,  and  we  will 
have  a setting  in  which  to  train  them.  We  will 
learn  how  automation  can  serve  in  the  community 
setting  without  violating  the  human  touch  that  is 
the  heart  of  medical  care. 

Popular  reaction  to  medical  progress 

We  have  sown  the  wind  with  scientific  advance 
and  we  are  reaping  the  whirlwind  of  popular  ex- 
pectations. That  is  the  real  story  of  the  crisis  in 
medicine  and  medical  education.  American  med- 
icine is  not  in  a state  of  decay — far  from  it.  It  is 
doing  more  things,  better,  for  more  people  than 
ever  before.  But  the  people  whom  we  serve  have 
accepted  the  best  in  health  care  as  a right.  They 
have  thrust  the  challenge  upon  us.  Our  response 
must  be  to  meet  them  on  their  own  ground. 

We  shall  never  have  all  the  physician  man- 
power we  need.  Therefore  we  must  re-examine  our 
function  as  physicians  to  make  sure  that  we  are 
performing  at  the  top  of  our  professional  com- 
petence all  the  time,  extending  that  competence 
by  the  use  of  ancillary  personnel.  We  shall  never 
have  all  the  ancillary  manpower  we  need  either. 
Therefore  we  must  look  to  technology,  to  auto- 
mation, for  all  the  support  it  can  provide.  We 
shall  never  be  able  to  remove  completely  the  eco- 
nomic, social  and  geographic  barriers  to  health 
care.  Therefore  we  must  do  everything  possible 
to  surmount  those  barriers  and  make  equal  access 
to  health  services  more  than  a pious  hope.  Each 
of  these  problems  has  profound  implications  for 
medical  education — its  nature,  its  content,  its  ori- 
entation and  duration.  Each  is  worthy  of  full 
treatment  by  the  best  minds  we  have. 

But  to  me  the  great  turning-point  of  our  time — 
comparable  in  scope  to  the  union  of  medicine  with 


science — will  be  the  reorientation  of  medicine  to- 
ward the  community,  turning  the  physician  back 
toward  the  people.  I am  confident  that  this  can  be 
done  without  sacrifice  of  scientific  excellence.  In 
fact  it  must  be  done  if  scientific  excellence  is  to 
yield  its  full  harvest. 

Let  me  conclude  by  addressing  a few  words  and 
a few  questions  directly  to  the  members  of  the 
Nu  Sigma  Nu  Fraternity  who  are  my  sponsors 
today  and  to  the  other  future  physicians  in  the 
audience. 

Preservation  of  the  doctor-patient  relationship 

You  are  the  heirs  of  one  of  the  proudest  tradi- 
tions in  American  medicine.  A quarter  of  a cen- 
tury ago  Abraham  Flexner,  the  author  of  the  cel- 
ebrated report,  said  of  Johns  Hopkins;  “The 
Trustees  ...  set  up  a new  pattern  in  medical  edu- 
cation and  in  hospital-university  relationships  that 
has  within  fifty  years  become  the  ideal  which  med- 
ical schools  and  teaching  hospitals  throughout  the 
country  have  striven  to  attain.”  A medical  degree 
from  this  University  places  your  scientific  com- 
petence above  question.  There  are,  however,  some 
questions  I hope  you  will  ask  yourselves  as  you 
enter  medical  practice.  Some  of  these  are  para- 
phrased from  the  talk  by  Mr.  McPeak  to  which 
I referred  earlier.  Some  are  my  own. 

Will  you  recognize  your  patients  as  surely  as 
you  recognize  their  diseases? 

Will  you  level  with  them  or  lie  to  them,  and 
what  circumstances  will  determine  which? 

Will  you  be  able  to  function  competently  when 
you  are  called  upon  in  an  emergency  situation 
without  supporting  services? 

How  will  you  behave  when  you  simply  don’t 
know  the  answer? 

How  will  you  behave  when  medical  science 
doesn’t  know  the  answer,  or  when  the  only  answer 
involves  extreme  risk? 

Are  you  solidly  sure  of  your  motivations,  espe- 
cially in  terms  of  money  versus  care? 

Will  you  take  trouble  to  remember  that  your 
patient  is  a human  being?  What  is  a human  being, 
anyway?  What  does  he  need  that  you  can  give 
him? 

Your  generation  of  physicians  can  build  a 
bridge  back  to  the  needs  of  people,  and  carry 
the  wealth  of  scientific  knowledge  across  it.  That 
is  the  only  way  we  can  meet  the  crisis  of  unfulfilled 
expectation  that  confronts  us.  • 
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Suicide  and  assessing  its  risk 

Richard  B.  Garnand,  MD,  Lakewood,  Colorado 


Suicide  is  a paradox.  Most  people  want 
to  live  and  are  unwilling  to  die.  How 
are  we  to  understand  the  person 
who  apparently  wishes  to  die? 

As  physicians  we  are  engaged  in 
preventing  death  and  prolonging  life. 

How  can  we,  when  the  suicide  chooses 
to  die? 

There  are  about  25,000^  suicides  per  year  in 
the  United  States,  making  suicide  the  tenth  rank- 
ing cause  of  death.  There  are  between  175,000 
and  200,000  serious  but  unsuccessful  attempts  at 
suicide  per  year.  Obviously  the  problem  of  sui- 
cide concerns  us  all. 

In  an  attempt  to  increase  our  understanding 
of  suicide  Faberow  and  Shneidman-  in  The  Cry 
for  Help  listed  several  myths  and  misconceptions 
about  suicide. 

1.  People  who  talk  about  suicide  won’t  do  it. 
Their  studies  showed  that  75%  of  the  people 
who  suicided  had  made  previous  attempts  and/or 
talked  about  suicide.  Suicide  as  an  attempt  or 
threat  must  be  taken  seriously. 

2.  Suicide  happens  without  warning.  This  is 
simply  not  true.  People  who  finally  suicided  have 
frequently  given  many  clues  and  indications  of 
their  intentions.  However,  the  suicidal  act  may 
be  an  impulsive  reaction  to  current  life  difficulties. 

3.  Improvement  after  a suicidal  crisis  means 
the  suicide  risk  is  over.  The  initial  improvement 
frequently  provides  the  necessary  energy  to  carry 
out  another  suicidal  act.  The  improvement  may 
be  the  result  of  the  patient’s  decision  to  attempt 
suicide  again  with  the  feeling  that  suicide  will 
solve  his  problems.  The  critical  period  seems  to 
be  the  first  90  days.  Their  study  reported  that 
one-half  of  those  who  eventually  succeeded  in 
suiciding  after  a previous  attempt,  do  so  within 
90  days. 

4.  Suicide  and  depression  are  synonymous.  One 
study^  made  in  Seattle  listed  the  diagnosis  of  those 
who  suicided  as  follows: 


% 

Alcoholic  27 

Psychotic  Depression  18 

Schizophrenic  12 

Psychoneurotic  Depression  12 

Personality  and  Sociopathic  Disorder  9 

Chronic  Brain  Syndrome  4 

Miscellaneous  3 

Other  16 


If  the  Psychotic  Depression  and  Psychoneurotic 
Depression  groups  are  added  together,  they  total 
30%.  The  presence  of  depression  remains  the 
single  best  index  of  suspicion  of  suicide.  How- 
ever, alcoholics  and  schizophrenics  are  groups 
who  contribute  significantly  to  the  suicide  totals. 

5.  Suicidal  patients  are  insane.  Their  study  of 
700  notes  left  by  people  who  suicided  showed  the 
quality  of  reasoning  was  sound  if  the  basic  premis- 
es of  the  individual  were  “accepted.” 

6.  Suicide  is  a single  disease.  People  suicide  for 
many  different  reasons.  Examples  vary  from  the 
patient  in  intractable  pain  who  can  live  only  a 
short  time  to  the  impulsive  teenager  who  wants 
to  get  back  at  his  parents  for  their  criticism  of  him. 

7.  The  tendency  to  suicide  is  inherited.  There 
is  no  evidence  of  this.  The  psychological  impact 
of  a parent’s  suicide  on  a child  may  tend  to  fix  his 
thoughts  on  suicide  and  in  certain  circumstances 
make  him  feel  it  is  an  appropriate  thing  for  him 
to  do. 

8.  Suicide  is  the  curse  of  the  poor  or  the  disease 
of  the  rich.  Actually  each  socioeconomic  group 
contributes  to  the  number  of  suicides. 

There  are  both  social  and  personal  factors 
which  affect  suicide  activity.  Different  countries 
have  different  suicide  rates. ^ The  rate  is  high  in 
Austria,  Denmark,  Germany,  Japan,  Sweden  and 
Switzerland.  The  rate  is  low  in  Ireland,  Italy,  Hol- 
land, Norway,  Scotland  and  Spain.  England  and 
the  United  States  have  suicide  rates  between  these 
two  extremes.  Different  cities  in  the  United  States 
have  different  suicide  rates.  The  rates  are  high 
in  Seattle,  Portland,  Oregon.  Los  Angeles  and 
Denver.  The  rates  are  low  in  Chicago,  Memphis, 
Scranton,  Pennsylvania  and  Winston-Salem,  North 
Carolina. 
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There  are  differences  in  vocational  groups.'' 
Physicians,  dentists  and  attorneys  have  a suicide 
rate  three  times  that  of  white  collar  groups.  Teach- 
ers in  elementary  and  secondary  schools  have  a 
lower  than  average  suicide  rate.  There  are  season- 
al variations  with  April  in  the  United  States  being 
the  month  of  most  suicides.'’  The  suicide  rate  tends 
to  be  higher  for  Protestants  than  for  Catholics  or 
Jews.  The  suicide  rate  was  higher  during  the 
depression  years  than  the  war  years. 

An  attempt  to  assess  the  social  differences  was 
made  by  Hendin,'  who  studied  suicide  in  Den- 
mark, Norway  and  Sweden.  He  felt  that  in  Sweden 
(with  a high  rate),  suicide  was  a result  of  a failure 
to  reach  a high  expectation  of  performance  in 
work  or  other  goals  combined  with  a denial  of 
feelings  and  a lack  of  method  to  express  those  feel- 
ings. In  Denmark  (with  a high  rate),  he  felt  sui- 
cide represented  a response  to  the  loss  of  a sup- 
portive person  by  death,  separation,  divorce  or 
deterioration  of  a personal  relationship  combined 
with  a cultural  need  to  inhibit  aggression.  In 
Norway  (with  a low  rate),  he  felt  suicide  repre- 
sented a strong  guilt  reaction  to  an  act  of  aggres- 
sive, antisocial  or  lawless  behavior.  A common 
factor  appears  to  be  the  inhibition  of  expression 
of  feelings  in  Sweden  and  Denmark  with  a high 
rate  and  the  freedom  to  express  feelings  in  Norway 
with  a low  rate. 

What  are  some  of  the  personal  factors  in  sui- 
cide? Hendin  in  his  study  of  suicide  listed  the  fol- 
lowing; self-punishment,  retroflexed  murder,  re- 
taliatory abandonment,  omnipotent  mastery,  re- 
union, rebirth  and  feeling  already  dead. 

Self  punishment 

Such  a person  feels  that  he  has  been  unworthy 
or  failed  in  a significant  way  and  he  must  pay  for 
this  with  his  own  life.  The  alcoholic  may  feel  that 
he  has  inflicted  a life  of  misery  upon  his  family 
and  the  only  proper  retribution  is  his  own  death. 

Retroflexed  murder 

A person  can  become  so  angry  and  embittered 
with  the  way  his  family  or  spouse  treats  him  that 
instead  of  murdering  the  offender  he  symbolically 
murders  by  suicide.  He  may  derive  the  added 
satisfaction  of  assuming  that  they  will  feel  guilty 
when  his  death  shows  how  badly  he  felt  from  their 
treatment  of  him. 

Retaliatory  ahandomnent 

Such  a person  feels  rejected  or  abandoned  by 
his  loved  one  either  by  divorce,  separation,  or 


break-up  in  the  relationship.  He  feels  that  if  there 
is  to  be  a rejection,  he  is  going  to  be  the  one  to  do 
it.  By  committing  suicide  he  can  be  the  one  who 
leaves  and  rejects. 

Omnipotent  mastery 

Such  a person  may  feel  that  his  life  is  such  a 
mess  or  that  things  are  not  going  right  for  him. 
By  suicide  he  can  gain  an  illusionary  control  over 
the  situation  by  dying. 

Rebirth 

Such  a person  feels  that  suicide  provides  an 
opportunity  for  a fresh  start  without  all  the  prob- 
lems and  handicaps  the  person  had  experienced 
in  life.  Without  the  burdens  of  the  past  he  will 
be  more  acceptable  or  loveable  to  family  or  friends 
and  find  his  life  easier. 

Feeling  already  dead 

Such  a person  feels  he  has  nothing  to  which  to 
look  forward.  Perhaps  all  his  family  and  friends 
are  dead.  Life  holds  no  pleasure.  For  him,  death 
is  only  an  outward  sign  of  what  he  inwardly  feels 
is  already  true.  Such  a person  not  only  may  look 
dead  in  physical  appearance  but  slow  movements 
may  suggest  a kind  of  walking  death. 

How  can  suicide  risk  be  assessed?  Cohen,®  et  al, 
developed  the  following  list  of  questions. 

1 . Is  the  person  male?  Men  have  a suicide  rate 
three  times  higher  than  women."  Women,  how- 
ever, attempt  suicide  at  a rate  three  times  that  of 
men.  A woman  is  more  likely  to  attempt  suicide. 
A man  is  more  likely  to  succeed  in  suiciding. 

2.  Is  the  person  Caucasian?  The  non-white 
group  in  the  United  States  have  a lower  suicide 
rate  than  the  white  group. 

3.  Is  the  person  45  years  or  older?  Statistics 
show  that  as  the  age  increases  the  suicide  rate 
increases.  This  is  true  of  men.  Women,  however, 
reach  a peak  at  50  or  60  and  then  decline. 

4.  Is  the  person  separated,  divorced  or  wid- 
owed? The  married  person  has  a lower  suicide  rate 
than  the  separated,  divorced  or  widowed  person. 

5.  Does  the  person  live  in  a transitional  area 
surrounding  the  central  downtown  section?  Such 
areas  are  characterized  as  places  with  weaker  fam- 
ily ties  and  with  less  emotional  support  to  the  indi- 
vidual and  higher  suicide  rates. 

6.  Did  the  person  attempt  suicide  by  oral  inges- 
tion, shooting  or  jumping  from  a high  place?  Ex- 
cept for  aspirin  ingestion,  these  other  methods  are 
felt  to  be  more  serious  attempts  at  suicide  and 
indicate  a greater  suicide  risk. 
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7.  IVas  the  person  unconscious  or  unable  to 
answer  questions  coherently  as  a result  of  the  self- 
destructive  act?  This  again  is  a measure  of  the 
seriousness  of  the  suicidal  act. 

8.  Did  the  person  have  a previous  psychiatric 
hospitalization?  A previous  psychiatric  diagnosis 
increases  the  risk  of  suicide.  In  addition  to  depres- 
sives,  schizophrenics  are  suicide  risks. 

9.  Did  the  person  make  a previous  suicide  at- 
tempt? Figures  indicate  that  30%  of  those  who 
attempt  suicide  will  try  again  in  the  next  eight 
years. Ten  per  cent  of  those  who  attempt  suicide 
will  eventually  again  attempt  suicide  and  succeed. 

10.  Was  the  person  in  poor  physical  health  in 
the  previous  six  months?  This  should  alert  us  to 
the  factor  of  poor  health  causing  an  increase  in 
risk.  Perhaps  it  is  the  result  of  discouragement 
over  physical  ills  or  the  result  of  emotional  factors 
being  present  in  the  physical  symptoms. 

1 1 . Does  the  person  now  or  has  he  ever  had  a 
problem  with  alcohol?  For  whatever  reason,  alco- 
holics have  a higher  suicide  risk. 

12.  Does  the  person  now  or  has  he  ever  had  a 
problem  with  drug  addiction?  For  whatever  rea- 
son, drug  addicts  have  a higher  suicide  risk. 

13.  Does  the  person  now  or  ever  had  a problem 
with  lawlessness  or  antisocial  behavior?  Apparent- 
ly antisocial  behavior  carries  a higher  risk  of  sui- 
cide. 

14.  Has  the  person  had  a loss — real,  threatened 
or  fantasied  within  the  past  six  months?  This  gen- 
erally is  present  in  depression  and  decreases  a 
person’s  will  to  live  and  makes  him  less  able  to 
tolerate  the  difficulties  in  his  life. 

Their  study  showed  that  if  three  questions  were 
answered  affirmatively  the  chance  of  repeating  a 
suicide  attempt  in  eight  years  was  low — one  in  22. 
If  four  to  six  questions  were  answered  affirmatively 
the  risk  was  moderate — one  in  three.  If  more  than 
seven  questions  were  answered  affirmatively,  the 
risk  was  high — one  in  two. 

Cohen’s  questions  apply  to  situations  in  which 
suicide  had  already  been  attempted.  There  are 
patients  in  which  the  question  of  suicide  arises 
in  the  physician’s  mind  before  the  patient  has 


brought  up  the  subject.  In  that  case,  direct  ques- 
tioning is  in  order.  An  easy  introduction  is  by 
means  of  the  following  sequence  of  questions: 

Have  you  ever  thought  of  just  giving  up? 

Have  you  ever  thought  you  would  be  better  off 
dead? 

Have  you  ever  thought  of  killing  yourself?  If  so, 
how  would  you  do  it? 

A detailed  plan  carries  a greater  risk  than  vague 
thoughts.  It  is  also  helpful  to  ask  the  patient  if  he 
knows  anyone  who  has  suicided,  what  he  thought 
of  them  for  doing  it  and  what  he  thought  their 
reasons  were  for  doing  it.  Answers  to  these  ques- 
tions can  give  some  indirect  clues  as  to  the  pa- 
tient’s own  attitude  about  suicide.  If  the  risk  of 
suicide  is  high,  hospitalization  in  indicated.  Anti- 
depressants such  as  Tofranill  and  Elavil  have  a 
value  in  treatment  of  depression  where  suicide  is 
not  a danger.  If  suicide  is  a risk,  the  anti-depres- 
sants are  contraindicated  because  they  may  give 
the  needed  energy  to  carry  out  a plan  for  suicide. 
Once  hospitalized,  anti-depressants  can  be  safely 
used.  Electroconvulsive  treatment  may  be  neces- 
sary if  there  is  no  response  to  medicine.  If  the 
patient  is  not  eating,  electroconvulsive  treatment 
is  certainly  indicated  without  a trial  of  medicine. 

With  a high  index  of  suspicion  for  the  risk  of 
suicide,  the  judicious  application  of  questions  to 
determine  the  risk  of  suicide  and  the  institution  of 
proper  treatment,  many  of  the  present  suicides 
can  be  prevented.  • 
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Edwin  James  1797-1861 


Early  Colorado  physician,  explorer  and  botanist 

F.  A.  Traylor,  Jr.,  MD,  and  L.  Joseph  Butterfield,  MD,  Denver 


Many  prominent  botanists  of  the  early  nin- 
teenth  century  were  also  physicians.  Edwin  James, 
aside  from  being  botanist  and  physician,  was  the 
first  man  to  climb  Pike’s  Peak.  Doctor  James  was 
born  August  26,  1797,  in  Weybridge,  Vermont, 
the  youngest  of  thirteen  children.  His  early  educa- 
tion was  obtained  in  the  local  schools,  and  at  the 
age  of  eighteen  he  was  graduated  from  Middlebury 
College. 

During,  or  shortly  after,  his  college  days  he 
compiled  a catalogue  of  plants  indigenous  to  the 
Township  of  Middlebury.  This  was  published  in 
1821  in  a book  by  Professor  Hull  of  Middlebury. 
Following  graduation  James  spent  one  to  two 
years  studying  medicine  with  his  brother,  John,  a 
physician  in  Albany. 

In  1819  Congress  enacted  legislation  providing 
for  exploration  of  the  plains  country  west  to  the 
Rocky  Mountains.  The  purpose  was  to  map  the 
area  between  the  Platte  and  Arkansas  Rivers  and 
to  describe  everything  interesting  whether  animal, 
vegetable,  or  mineral.  The  party,  under  the  com- 
mand of  Major  Stephen  H.  Long,  left  Pittsburgh 
in  April,  1819,  spending  the  winter  near  the 
present  site  of  Omaha.  The  expedition’s  botanist 
died  before  the  winter  encampment  was  reached. 
Doctor  James  was  assigned  to  accompany  the  ex- 
pedition, joining  it  in  May,  1820.  The  journals 
of  Doctor  James  describe  the  Indian  tribes,  their 
customs,  diseases  and  medical  practices.  The  con- 
cept of  the  famous,  highly  paid  consultant  had 
spread  to  the  frontiers  as  described  in  Doctor 
James’  journal. 

“A  wealthy  Indian  man,  when  sick,  will  some- 
times send  to  a great  distance  for  a celebrated 
practitioner  who,  if  not  already  engaged,  removes 
with  his  family  and  lodge  to  the  vicinity  of  the  af- 
flicted. The  compensation  for  all  this  attendance 
and  pow-wowing  is  proportioned  to  the  violence 
and  duration  of  the  complaint  and  to  the  wealth 
of  the  individual.  It  is  frequently  exorbitant  and 
consists  of  horses,  kettles,  blankets,  etc.,  which  al- 


though they  are  never  demanded,  yet  the  magician 
does  not  fail  to  allude  to  some  of  them  as  the  ob- 
jects of  his  wishes.  And  the  gratitude  of  the  pa- 
tient seldom  fails  on  this  occasion.  If  the  patient 
dies,  notwithstanding  all  this  necromancy,  he  is 
said  to  be  summoned  by  the  Wahconda,  and  the 
fee,  a present  to  the  magician,  is  made  by  the  rela- 
tives or  friends  of  the  deceased.”^ 

In  early  June  the  party  set  out  along  the  Platte 
River,  reaching  the  Rocky  Mountains  four  weeks 
later.  Along  the  way  were  huge  herds  of  buffalo, 
the  size  of  which  was  already  diminishing  under 
guns  of  white  hunters.  Doctor  James  recom- 
mended the  protection  of  these  animals,  foreseeing 
their  ultimate  extinction.  Apparently  the  buffalo 
presented  unusual  hazards.  The  journal  describes 
an  incident  at  the  party’s  campsite  by  a brook  at 
the  foot  of  the  mountains  during  a heavy  rain- 
storm. 

“When  the  stream  began  to  rise  it  was  soon 
covered  with  such  a quantity  of  bison’s  dung, 
suddenly  washed  in  from  the  declivities  of  the 
mountains  and  the  plains  at  its  base,  that  the 
water  could  scarcely  be  seen.  About  this  time  our 
cook  filled  his  kettle  and  put  into  it  the  meat 
intended  for  supper.  But  when  the  soup  was 
brought  to  our  tent  the  flavor  of  the  cowyard 
was  found  too  prevalent  and  the  meat  so  filled 
with  sand  that  very  little  could  be  eaten.”-  Thus, 
the  second  American  physician  to  step  foot  in 
Colorado  was  already  concerned  about  stream 
pollution. 

The  expedition  traveled  southward  along  the 
eastern  slope  of  the  Rocky  Mountains,  stopping 
at  the  site  at  which  Denver  would  be  established 
forty  years  later.  They  camped  at  the  base  of  a 
high  peak  which  had  been  noted  by  Lt.  Zebulon 
Pike  in  November,  1 807.  After  an  unsuccessful 
attempt  to  reach  the  summit,  Pike  labelled  the 
climb  impossible,  which  it  probably  was  at  that 
time  of  year.  On  July  13,  1820,  James  and  others 
set  out  to  climb  it.  They  reached  the  summit  late 
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the  next  afternoon  after  collecting  many  speci- 
mens of  the  brilliant  alpine  flowers.  Because  of  the 
lateness  of  the  hour,  they  were  forced  to  spend  the 
night  without  food  or  blankets  on  the  mountain 
with  the  temperature  recorded  by  James  at  38°F. 
James  is  given  undisputed  credit  for  the  first  as- 
cent of  the  peak  and  it  bore  his  name  until  the 
1840’s  when  Fremont  called  it  Pike’s  Peak.  To- 
day, an  impressive  mountain  near  Central  City, 
Colorado  bears  the  name  of  James’  Peak.  The 
expedition  later  divided  into  two  contingents, 
heading  eastward  and  reaching  the  Mississippi  in 
late  October. 

His  journal,  published  in  Philadelphia  in  1822 
and  in  London  in  1823,  became  the  official  ac- 
count of  the  expedition.  His  description  of  the 
arid  plains  country  probably  discouraged  west- 
ward expansion,  however.  As  the  party's  botanist, 
James  collected  sixty  animal  skins,  several  thou- 
sand insect  specimens  and  four  to  five  hundred 
plants,  many  of  which  he  felt  had  never  been 
classified.  To  James  goes  the  credit  for  the  original 
description  of  the  Rocky  Mountain  Columbine 
(the  Colorado  State  flower),  the  original  descrip- 
tion of  the  limber  pine  (pinus  flexilis  James)  and 
the  naming  of  the  Ozark  Mountains. 

In  about  1825  James  enlisted  in  the  Army 
Medical  Corps  and  during  the  next  six  years  was 
assigned  as  surgeon  to  several  army  posts  on  the 
northwest  frontier.  At  Fort  Mackinac  he  met  a 
white  man,  John  Tanner,  who  had  lived  with  the 
Indians  since  childhood.  He  wrote  an  account  of 
Tanner’s  life,  published  in  1833,  for  the  financial 


benefit  of  Tanner  and  his  Indian  wife  and  chil- 
dren. During  his  seven  or  eight  years  as  army 
surgeon  James  spent  much  of  his  time  extolling 
temperance  and  attempting  to  convert  the  Indians 
to  Christianity.  A major  project  was  the  transla- 
tion of  the  New  Testament  from,  Greek  to 
Chippewa. 

In  1833  Doctor  James  was  discharged  from  the 
Army.  For  a short  time  he  was  an  Indian  agent 
at  Council  Bluffs,  but  his  rigid  feelings  on  temper- 
ance alienated  him  from  the  fur  traders.  He  set- 
tled several  years  later  on  a farm  in  eastern  Iowa 
near  Burlington,  where  he  spent  the  remainder  of 
his  life.  His  views  on  temperance  and  the  slavery 
problem  became  gradually  more  extreme.  He 
fervently  supported  John  Brown  and  his  followers. 
He  helped  many  fugitive  slaves  escape  to  freedom 
by  concealing  them  and  ferrying  them  across  the 
Mississippi. 

In  his  later  years  he  became  a recluse  and  was 
regarded  by  his  neighbors  as  an  eccentric.  Doctor 
James  died  on  his  farm  October  28,  1861,  at  the 
age  of  64,  several  days  after  he  was  run  over  by 
his  wagon  and  team  of  horses.  • 
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Injuries  to  the  fingernail 

Robert  L.  Horner,  MD,  and  Bernard  I.  Cohen,  MD,  Denver 


The  fingernail  is  frequently  the  site  of 
trauma.  There  is  considerable  confusion  as 
to  the  proper  treatment  and  expected 
outcome  of  these  injuries,  especially  when 
the  nail  bed  is  involved.  This  confusion 
results  from  lack  of  appreciation  of  the 
basic  anatomy  and  histology  of  the  nail 
and  its  component  parts.  The  purpose  of 
this  paper  is  to  present  a rational  form  of 
treatment  based  on  salient  anatomic 
and  histologic  features. 

Anatomy  and  histology 

The  fingernails  are  ectodermal  derivatives  which 
demarcate  during  the  first  intra-uterine  trimester. 
The  “nail  unit”  (Fig.  1 ) is  composed  of  the  hard, 
visible  nail  plate  with  its  root,  the  underlying, 
soft  nail  bed  and  the  proximal,  germinative  nail 
matrix.  The  nail  plate  is  composed  of  the  highly 
keratinized  stratum  corneum,  while  the  nail  bed 
is  a persistence  of  the  malphigian  layer.  The  nail 
root  is  that  part  of  the  nail  plate  which  is  covered 
by  the  eponychium  and  extends  almost  to  the 
distal  interphalangeal  joint.  The  nail  bed  and 
matrix  are  almost  inseparably  adherent  to  the 
periosteum  of  the  distal  phalanx  (Fig.  2).  It  is 
at  the  nail  matrix  that  production  of  the  nail  plate 
takes  place  by  transition  of  the  malphigian  cells 
to  keratinized  stratum  corneum.  The  nail  plate 
literally  grows  by  proliferating  at  its  proximal 
end  and  sliding  distally  over  the  nail  bed  at  the 
rate  of  0.5  mm.  per  week. 

The  primary  functions  of  the  fingernail  are  to 
give  shape,  support  and  protection  to  the  sensitive 
and  highly  skilled  fingertip. 

Types  of  injuries  to  fingernails 
and  their  treatment 

Injuries  to  the  nails  are  usually  of  three  types: 
(1)  Clean  sharp  lacerations.  (2)  Avulsions  with 
tissue  loss.  (3)  Crush  injuries.  These  injuries  may 
involve  one  or  all  components  of  the  “nail  unit,” 
and  the  preferred  treatment  will  vary  according 
to  the  particular  area  that  is  damaged. 

^ From  the  Division  of  Orthopedic  Surgery,  Department  of 
Surgery,  University  of  Colorado  Medical  Center.  Denver. 


Fig.  ].  Diagrammatic  view  of  fingertip:  (a)  Hypo- 
nycliiiim;  (h)  soft  tissue  of  fingertip;  (c)  skin  of  finger- 
tip; (d)  distal  phalanx;  (e)  insertion  of  flexor  tendon; 
(f)  distal  interphalangeal  joint;  (g)  nail  plate;  (h)  nail 
bed;  f/j  area  of  luinda;  (j)  eponychium  (cuticle);  (k) 
nail  root;  (1)  nail  matrix;  (m)  insertion  of  extensor 
tendon;  (n)  middle  phalanx. 


Injuries  involving  only  the  nail  plate 

Injuries  to  the  nail  plate  are  usually  incisive  or 
avulsive  in  nature.  Although  they  are  extremely 
painful,  a minimum  of  surgical  treatment  is  re- 
quired when  the  nail  bed  is  not  involved.  The 
nail  distal  to  the  site  of  a complete  laceration  may 
be  removed  and  washed  well  with  detergent, 
rinsed  in  saline,  trimmed  slightly  and  placed  over 
the  exposed  nail  bed  to  act  as  temporary  splint. 
An  Adaptic  dressing  serves  well  to  hold  the  splint 
in  place  and  prevent  drying  and  keratinization  of 
the  underlying  soft  nail  bed.  Excessive  thickening 
of  the  nail  bed  will  interfere  with  the  normal  ad- 
herence of  the  nail  plate  as  it  advances. 
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Fig.  2.  (a)  nail  plate;  (b)  nail  root;  (c)  nail  bed; 
(d)  nail  matrix;  (e)  area  of  attachment  of  extensor 
tendon;  (f)  area  of  distal  interphalangeal  joint;  (g) 
area  of  the  lunula. 

Injuries  involving  the  nail  bed 

The  basic  principle  in  treatment  of  nail  bed 
injuries  is  adequate  debridement  and  primary  cov- 
erage. A nail  bed  injury  should  not  be  allowed 
to  heal  by  granulation,  as  this  will  result  in  a de- 
formed or  non-adhering  nail.  If  the  nail  bed  is 
lacerated  cleanly  the  treatment  of  choice  is  re- 
moval of  the  distal  nail  plate,  conservative  trim- 
ming of  the  proximal  nail  plate  and  primary 
suture  of  the  nail  bed  with  6-0  or  7-0  nylon,  using 
a small,  swedged-on  needle.  If  a portion  of  the  nail 
bed  has  been  avulsed,  then,  following  adequate 
cleansing  and  debridement,  primary  coverage 
should  be  obtained  by  means  of  split-thickness 
skin  graft,  again  utilizing  6-0  or  7-0  nylon  suture. 
This  graft  will  serve  as  a smooth  bed  over  which 
the  nail  plate  will  grow  and  adhere  satisfactorily. 

Injuries  involving  the  nail  matrix 

These  are  the  most  difficult  injuries  of  the  nail 
to  treat,  because  irrespective  of  the  type  of  treat- 
ment, they  often  result  in  a persistent  deformity  of 
the  nail  plate.  A troublesome  injury  involving  the 
nail  matrix  is  complete  avulsion  from  the  under- 
lying periosteum.  An  attempt  at  re-attachment  of 
the  matrix  to  the  underlying  soft  tissue  by  careful 


suturing  should  be  attempted.  However,  in  many 
cases,  only  a deformed  nail  remnant  will  form.  In 
these  cases,  the  entire  nail  and  matrix  should  be 
removed  secondarily  and  coverage  procured  by 
means  of  an  appropriate  split-thickness  skin  graft. 


Fig.  3.  After  removal  of  interposed  soft  tissue  the 
fracture  was  reduced  anatomically  and  a longitudinal 
Kirschner  wire  was  used  for  fixation.  The  nail  bed 
is  being  repaired  with  small  interrupted  sutures  of 
nylon. 

Because  of  the  very  adherent  relationship  of  the 
nail  bed  and  matrix  to  the  underlying  dermis  and 
periosteum  respectively,  the  problem  of  complete 
nail  bed  and  matrix  removal  is  more  difficult  than 
one  would  initially  anticipate  and  usually  should 
be  left  for  a secondary  procedure.  The  area  of  the 
nail  matrix  must  be  thoroughly  excised  from  the 
underlying  periosteum  almost  to  the  distal  inter- 
phalangeal joint,  protecting  the  extensor  tendon. 
This  must  be  done  to  prevent  the  re-growth  of 
unsightly  and  painful  nail  “beaks.” 

Fracture  of  distal  phalanx  associated  with 
nail  bed  injuries 

When  there  is  fracture  of  the  distal  phalanx 
open  through  the  nail  bed.  each  component  must 
be  treated  as  a separate  injury — the  fracture  by 
reduction  and  the  nail  bed  by  primary  closure. 

Following  careful  cleansing  and  debridement  of 
devitalized  tissue,  the  fractured  phalanx  is  reduced 
and  stabilized.  The  nail  bed  injury  is  then  treated 
either  by  primary  suturing  or  by  use  of  a split- 
thickness skin  graft. 
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Fig.  4.  Two  sutures  have  been  placed  in  the  eponych- 
iiiiu  and  before  bulky  dressings  are  applied  a piece 
of  non-adherent  dressing  has  been  placed  over  the 
nail  bed  and  under  the  eponychium. 

Usually  some  form  of  internal  fixation  is  neces- 
sary for  fracture  stabilization.  A disposable  20 
gauge  lUt"  hypodermic  needle  or  a small 
Kirschner  wire  is  usually  satisfactory  for  this 
temporary  immobilization.  The  fixation  device  is 
cut  off  just  under  the  skin  of  the  fingertip  and 
removed  under  digital  block  anesthesia  after  3 
or  4 weeks. 


CASE  PRESENTATION 

A man  was  working  in  a truck-trailer  fabrication 
plant  when  a falling  metal  beam  struck  the  distal 
portion  of  his  index  finger.  The  nail  root  had  been 
elevated  and  x-ray  examination  shows  a displaced 
fracture  of  the  distal  phalanx.  After  removal  of  the 
nail  it  was  seen  that  the  nail  bed  was  separated  at 
the  distal  edge  of  the  matrix.  The  skin  of  the  eponych- 
ium and  the  edge  of  the  matrix  were  interposed 
between  the  fracture  fragments. 

After  careful  cleansing  and  debridement  under 
adequate  anesthesia  the  soft  tissues  were  lifted  from 
the  fracture  site  and  a Kirschner  wire  was  used  for 
internal  fixation  (Fig.  3).  The  nail  bed  was  then 
repaired  with  6-0  nylon  using  a small  swedged  on 
needle. 

The  nail  bed  was  then  covered  with  an  Adaptic 
dressing  (Fig.  4)  to  minimize  adhesions  forming 
across  the  nail  sulcus  and  excessive  keratinization  of 
the  exposed  nail  bed. 

Summary 

We  have  attempted  to  illustrate  the  various 
types  of  injuries  to  the  fingernail.  A rational  mode 
of  therapy  based  on  sound  anatomic  and  histologic 
knowledge  has  been  proposed. 

There  is  the  need  for  an  individual  plan  of 
treatment,  often  deciding  what  course  of  treat- 
ment is  best  for  the  patient  at  the  operating  table. 
The  surgeon  should  be  prepared  to  use  whatever 
methods  and  materials  are  necessary  for  the  par- 
ticular problem.  • 

REFERENCE 
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Streptococcal  wound  infections 

Robert  A.  Zimmerman,  PhD,"  and  George  W.  Sciple,  MD,'  Greeley,  Colo. 


This  brief  communication  describes  a 
rather  rare  occurrence  of  streptococcal 
surgical  wound  infections  resulting  from 
documented  contamination  by  one  of  the 
attending  surgeons  during  the  procedures. 
Even  though  the  streptococcus  may  be 
viewed  rather  lightly  in  this  day  and  age 
of  modern  medicine,  this  experience 
demonstrates  that  it  is  not  tvithout  hazards. 

This  communication  describes  development  of 
serious  postsurgical  streptococcal  wound  infec- 
tions in  two  patients  attended  by  the  same  sur- 
geon. The  incidents  occurred  during  May,  1965, 
in  an  excellently  maintained  and  equipped  mili- 
tary hospital  in  one  of  the  Western  States.  Occur- 
rences of  this  nature  are  considered  uncommon 
in  this  country  although  they  are  occasionally  a 
problem  in  Great  Britain.’  A survey  of  recent 
literature  reveals  only  two  reports  of  cases  of 
streptococcal  wound  infection  resulting  from  sur- 
gical manipulation.--  In  addition,  two  cases  of 
streptococcal  puerperal  sepsis,  probably  partially 
attributable  to  contact  with  hospital  personnel, 
have  recently  been  described.’ 

P.  W.,  7-year-old  male,  was  subjected  to  a left 
orchiopexy  on  May  11,  1965.  No  difficulties  were 
encountered  by  the  surgical  team,  consisting  of 
Surgeons  A and  B and  supporting  personnel.  The 
clean  wound  was  closed  and  the  patient  left  the 
operating  room  in  excellent  condition. 

R.  R.,  42-year-old  male,  was  prepared  for 
cholecystectomy  and  entered  a second  operating 
room  in  the  same  suite  at  once.  This  patient  was 
attended  by  Surgeons  A and  B,  but  with  a differ- 
ent supporting  team.  The  procedure  was  uncom- 
plicated and  was  completed  1 Vi  hours  later. 

There  was  no  contact  nor  common  presence 

* Chief.  Streptococcal  Investigations,  Disease  Ecology  Section. 
Technology  Branch,  Communicable  Disease  Center,  Public 
Health  Service,  U.  S.  Department  of  Health,  Education,  and 
Welfare,  Greeley,  Colorado, 

t Medical  Ecologist,  Disease  Ecology  Section,  Technology 
Branch,  Communicable  Disease  Center,  Public  Health  Service, 
U,  S.  Department  of  Health,  Education,  and  Welfare,  Greeley, 
Colorado. 


between  these  two  patients.  The  only  common 
members  of  the  surgical  teams  were  Surgeons  A 
and  B. 

On  the  first  postoperative  day,  patient  P.  W. 
had  fever,  induration,  and  spreading  redness  at 
the  site  of  the  wound  ( Figure  1 ) . By  the  second 
day,  massive  advancing  cellulitis  of  erysipeloid 
character  had  involved  the  body  wall  to  the  left 
axilla,  and  the  patient  was  critically  ill  (Figure  2). 
The  wound  was  opened  widely,  cultures  obtained, 
and  massive  multiple  antibiotic  therapy  started. 

Meanwhile,  it  was  observed  that  patient  R.  R. 
was  following  a similar  but  less  dramatic  course. 
His  wound  was  immediately  opened,  cultures 
taken,  and  antibiotic  therapy  commenced.  Be- 
cause of  early  recognition,  this  patient’s  course 
was  fairly  benign  compared  to  the  extreme  sever- 
ity of  P.  W.’s  septic  complications.  Both  patients 
survived. 


Fig.  1.  Development  of  cellulitis  24  hours  after  pro- 
cedure. 
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Fig.  2.  Advancing  cellulitis  48  hours  after  procedure. 


Methods 

Routine  surveillance  procedures  at  this  hospital 
include  separate  nasal  and  pharyngeal  swab  cul- 
tures of  every  member  of  the  operating  teams,  ob- 
tained monthly.  In  this  instance,  all  members 
were  cultured  seven  days  prior  to  the  surgery 
described  and  all  were  found  to  be  negative  for 
beta  hemolytic  streptococci.  Furthermore,  exam- 
ination of  the  records  for  several  months  preced- 
ing this  episode  revealed  that  both  Surgeons  A 
and  B had  been  consistently  negative  on  culture 
for  beta  hemolytic  streptococci. 

Routine  environmental  cultures  for  common 
pathogens  are  taken  on  equipment  and  surfaces 
of  operating  rooms  in  all  suites.  On  May  4,  alpha 
hemolytic  streptococci  were  isolated  from  one  of 
the  operating  rooms,  while  the  other  room  was 
negative. 

Residts 

After  tentative  identification  of  the  organisms 
collected  from  both  wound  infections  as  beta 
hemolytic  streptococci,  all  members  of  both  oper- 
ating teams  were  recultured.  Both  nasal  and 


pharyngeal  cultures  were  performed.  No  beta 
hemolytic  streptococci  were  isolated  from  any 
member  of  the  surgical  teams  except  from  the 
pharynx  of  Surgeon  B.  This  individual  denied  all 
symptoms. 

Subcultures  from  the  streptococci  isolated  from 
the  two  wound  infections  and  the  surgeon’s  phar- 
ynx were  sent  to  the  Streptococcal  Investigations 
Laboratory  at  Greeley,  Colorado,  for  further 
identification.  Subsequently,  multiple  colonies  of 
all  three  cultures  were  positively  identified  as 
Group  A Type  22  beta  hemolytic  streptococci. 
These  identifications  were  reaffirmed  by  Dr.  Max 
Moody,  Streptococcal  Reference  Laboratory,  Com- 
municable Disease  Center,  Atlanta,  Georgia. 

Discussion 

An  investigation  of  streptococcal  prevalence  in 
a community  contiguous  with  this  installation  has 
been  carried  on  continuously  since  January,  1964. 
All  beta  hemolytic  isolations  from  approximately 
5,500  cultures  have  been  grouped  and  typed  in 
our  laboratory.  Some  100  cultures  obtained  from 
pediatric  outpatients  in  Surgeon  B’s  hospital  were 
similarly  handled  several  months  earlier.  Although 
several  strains  of  Group  A are  prevalent  in  the 
community.  Type  22  has  not  been  isolated  pre- 
viously from  any  other  source,  other  than  Sur- 
geon B,  for  more  than  a year. 

During  the  surgical  procedures.  Surgeon  B wore 
an  Aseptex*'  ^ face  mask.  He  performed  no  exam- 
ination of  the  patients  prior  to  surgery,  nor  did 
he  examine  the  wounds  or  change  the  dressings 
of  either  patient  until  after  the  infections  had 
become  apparent. 

In  reviewing  Surgeon  B’s  activities  and  contacts 
before  the  operations,  and  after  considerable  in- 
vestigation, no  direct  association  with  a source 
of  streptococcal  infection  could  be  obtained.  How 
Surgeon  B acquired  this  Type  22,  comparatively 
rare  in  this  locality,  in  unknown,  although  he  trav- 
els extensively. 

For  the  following  four  reasons,  we  conclude 
that  Surgeon  B was  the  source  of  infection  of  both 
wounds  with  Group  A Type  22  beta  hemolytic 
streptococci:  ( 1 ) The  only  beta  hemolytic  strep- 
tococcus isolated  from  nasal  and  pharyngeal  cul- 
tures collected  from  every  member  of  both  oper- 
ating teams,  before  and  after  the  surgical  proce- 
dures, was  the  Type  22  organisms  found  in  the 

* 3M  Co.,  Minneapolis,  Minnesota. 

t The  use  of  trade  names  is  for  identification  purposes  only 
and  does  not  constitute  endorsement  by  the  Public  Health 
Service  or  by  the  U.  S.  Department  of  Health,  Education, 
and  Welfare. 
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pharynx  of  Surgeon  B.  (2)  Multiple  environ- 
mental cultures,  prior  to  surgery,  from  surfaces 
and  equipment  in  both  operating  rooms  yielded 
no  beta  hemolytic  streptococci.  (3)  Surgeon  B 
had  no  previous  contact  with  either  patient  be- 
fore surgery  or  until  the  infection  in  both  patients 
was  obvious.  (4)  The  observed  character  of  the 
massive  inflammatory  process  in  both  wounds,  i.e., 
the  deep  nature  of  the  infections,  indicates  that 
streptococcal  contamination  of  the  wounds  oc- 
curred during  the  surgical  procedure. 

After  the  positive  culture.  Surgeon  B was  with- 
drawn from  further  contact  with  patients  until 
after  adequate  therapy  was  completed  and  nega- 
tive nasal  and  pharyngeal  cultures  were  demon- 
strated. Due  to  the  prompt  recognition  of  the 
probable  source  of  these  wound  infections  and 
immediate  corrective  action,  a potentially  serious 
streptococcal  epidemic  in  surgical  patients  may 
have  been  averted. 

In  general,  the  medical  community  tends  to 
view  the  beta  hemolytic  streptococcus  lightly 
since  the  advent  of  penicillin  therapy.  This  may 
lull  individuals  into  a sense  of  false  security,  re- 
sulting in  a certain  laxity  in  undertaking  pre- 


cautionary measures.  The  authors  feel  that  the  de- 
scription of  this  experience  should  remind  us  that 
the  Group  A streptococcus  is  still  with  us  and  is 
capable  of  causing  potentially  hazardous  compli- 
cations. 

Summary  and  conclusions 

Two  cases  of  streptococcal  surgical  wound 
sepsis  are  described.  Organisms  isolated  from 
these  wounds  and  from  the  pharynx  of  one  of 
the  attending  surgeons  were  identified  as  Group 
A Type  22  beta  hemolytic  streptococci.  An  epi- 
demiologic investigation  identified  Surgeon  B as 
the  source  of  the  wound  infections.  Prompt  re- 
cognition of  the  source  of  the  infections  and  ade- 
quate therapy  for  the  surgeon  involved  appears  to 
have  averted  a serious  epidemic  of  streptococcal 
wound  infections.  • 
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Electrophoresis  for  the  practicing  physician 

Part  III.  Diagnosis  of  the  hemoglobinopathies 

and  thalassemia  syndrome 


Many  practicing  physicians  may  not  only  be 
confused  but  actually  discouraged  by  the  seeming 
complexity  of  the  terminology  used  to  describe 
the  basic  molecular  alterations  thought  to  underlie 
the  various  hemoglobinopathies  and  thalassemia 
syndromes.  Questions  may  be  legitimately  raised 
— first,  whether  a depth  of  understanding  of  these 
diseases  is  of  practical  value  for  the  average  physi- 
cian; and  second,  whether  the  somewhat  cumber- 
some laboratory  procedures  necessary  for  their 
detection  should  be  provided  in  the  Rocky 
Mountain  area  where  the  incidence  of  susceptible 
ethnic  groups  is  low.  In  this  discussion  an  attempt 

* Parts  I and  II  of  this  series  appeared  in  the  May  (Montana) 
and  June  issues  of  this  journal,  1966. 


Elmer  W,  Koneman,  MD,  Billings,  Montana 

will  be  made  to  simplify  many  of  the  confusing 
concepts  and  to  show  how  such  knowledge  may 
find  practical  application  for  the  physician  even  in 
remote  areas,  where  these  diseases,  when  searched 
for,  are  being  found  with  increasing  frequency. 

Clinical  setting 

Usually  the  patient  consults  a physician  because 
of  symptoms  related  to  anemia,  or  anemia  is  dis- 
covered during  a routine  physical  examination. 
In  cases  of  thalassemia  or  Hb-C  trait  the  anemia 
is  usually  not  severe  and  is  hypochromic  and 
microcytic  in  type.  Clue  to  the  true  diagnosis  is 
discovery  of  target  cells  in  the  peripheral  blood 
smear;  however,  the  initial  impression  is  usually 
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iron  deficiency  anemia  and  iron  therapy  is  insti- 
tuted. Occasionally  the  diagnosis  of  an  abnormal 
hemoglobin  disease  is  made  incidentally  by  routine 
hemoglobin  electrophoresis,  since  the  patient  may 
have  no  anemia,  and  the  peripheral  blood  smear 
is  normal.  The  majority  of  patients  who  are  re- 
ferred to  us  for  evaluation  have  had  a prolonged 
unsuccessful  course  of  iron  therapy,  and  additional 
laboratory  tests  are  requested  to  establish  the 
true  nature  of  the  anemia. 

Current  biochemical  concepts 

The  hemoglobin  molecule  contains  two  basic 
chemical  parts:  the  iron-porphyrin  complex — 
heme,  and  the  large  molecular  weight  protein — 
globin.  In  the  past,  the  study  of  anemia  has  been 
devoted  primarily  to  the  detection  of  defects 
within  the  heme  portion  of  the  molecule,  including 
such  conditions  as  iron  deficiency  anemia,  lead 
poisoning  and,  more  recently,  sideroblastic  ane- 
mias in  which  deficiencies  of  folic  acid,  ascorbic 
acid  or  pyridoxine  have  been  found.  Within  the 
last  two  decades  realization  that  anemia  can  occur 
because  of  defective  globin  synthesis  has  lead  to 
a fundamental  understanding  of  such  previously 
poorly  understood  conditions  as  the  hemoglobi- 
nopathies and  thalassemia.  The  advance  in  knowl- 
edge describing  the  molecular  alterations  under- 
lying these  conditions  has  recently  been  reviewed 
in  detail.-"'  The  paragraphs  to  follow  will  cover 
the  essential  concepts,  which  if  clearly  understood 
will  provide  the  basic  information  necessary  to 
resolve  the  more  complex  developments. 

Proteins  are  composed  of  amino  acids  linked 
in  sequence  through  peptide  bonds  forming  poly- 
peptide chains  of  varying  length.  Globin  in  par- 
ticular is  made  up  of  four  polypeptide  chains, 
each  containing  approximately  140  amino  acids. 
The  hemoglobin  molecule  may  be  characterized 
by  the  types  of  component  polypeptide  chains.  For 
instance,  adult  hemoglobin-A  contains  two  pairs 
of  identical  chains,  known  respectively  as  alpha 
and  beta  chains.  By  convention,  the  chemical  for- 
mula for  Hb-A  is  written  the  subscript 

denoting  the  number  of  each  chain  per  molecule, 
and  the  superscript  designating  the  hemoglobin 
type  for  which  the  chain  is  normal.  Fetal  hemo- 
globin (Hb-F)  differs  from  Hb-A  by  possessing 
different  beta  chains  known  as  gamma  chains. 
Hb-F  is  written  ao-^yoi".  present  in  normal 

adults  is  a third  slow  migrating  hemoglobin 
(Hb-Ao)  comprising  up  to  2.5%  of  the  total.  In 
Hb-A:;  the  beta  chains  are  replaced  by  yet  another 


pair  of  chains  known  as  delta  chains,  and  the 
formula  is  written  a2^S2'^2. 

In  1949,  Pauling-^  discovered  that  sickle  hemo- 
globin (Hb-S)  has  an  electrophoretic  migration 
rate  slower  than  Hb-A.  By  comparing  the  isoelec- 
tric points  of  the  two  hemoglobins,  he  calculated 
that  one  differed  from  the  other  by  two  net  charges 
per  molecule.  Scheinberg-®  later  demonstrated  that 
Hb-S  possessed  two  less  negative  charges  than 
Hb-A,  which  signified  a difference  in  either  glu- 
tamic acid  or  aspartic  add,  since  these  are  the  only 
negatively  charged  amino  acids.  Utilizing  a system 
combining  electrophoresis  and  chromatography, 
called  “fingerprinting,”  Ingram^^  demonstrated 
that  Hb-S  differed  from  Hb-A  by  the  single  substi- 
tution of  the  neutral  amino  acid  valine  for  glutam- 
ic acid  in  each  of  the  beta  chains.  This  substi- 
tution results  in  a total  loss  of  two  charges  per 
molecule  as  previously  predicted  by  Pauling  and 
Scheinberg.  The  chemical  formula  for  Hb-S  is 
written  a2^^/32s-  This  single  amino  acid  substitution 
not  only  results  in  an  alteration  in  the  net  surface 
charge  which  affects  its  electrophoretic  migration 
rate,  but  also  results  in  molecular  instability  ( sick- 
ling) and  a decrease  in  solubility  under  reduced 
oxygen  tension,  producing  in  turn  the  various  clini- 
cal manifestations  of  sickle  cell  disease.  There  is 
now  recognized  the  concept  of  “molecular  dis- 
ease”; that  is,  a seemingly  insignificant  chemical 
alteration  within  a minute  focus  of  a molecule  may 
underlie  an  entire  clinical  disease  syndrome. 

The  anemia  in  these  conditions  is  in  part  due  to 
hemolysis,  but  the  major  defect  is  one  of  poor 
hemoglobin  synthesis.  It  is  essential  at  this  point  to 
understand  that  the  rate  of  polypeptide  chain  syn- 
thesis may  be  decreased  when  amino  acid  sub- 
stitutions occur.  For  instance,  the  quantity  of 
Hb-S  is  always  less  than  Hb-A  in  individuals  with 
sickle  cell  trait.  That  amino  acid  substitutions  may 
result  in  faulty  polypeptide  chain  synthesis  is  the 
basis  for  many  other  diseases  of  protein  deficiency. 
For  example,  Fudenberg,  Heremans  and  Frank- 
lin-'"  have  postulated  that  hypogammaglobulinemia 
may  result  from  molecular  defects  by  mechanisms 
similar  to  those  underlying  the  hemoglobinop- 
athies. Since  the  anemia  in  thalassemia  is  pri- 
marily secondary  to  poor  hemoglobin  synthesis, 
Ingram-"  has  reasoned  that  abnormal  amino  acid 
substitutions  may  underlie  this  syndrome  as  well. 
Since  thalassemia  hemoglobin  does  not  possess  an 
abnormal  electrophoretic  migration  rate,  it  is  as- 
sumed that  substitutions  by  amino  acids  of  simi- 
lar charge  are  involved.  Such  substitutions  may 
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occur  in  either  the  alpha  or  the  beta  chains,  lead- 
ing to  so  called  “alpha-chain”  and  “beta-chain” 
thalassemia.  A variety  of  amino  acid  substitutions 
thus  may  occur  leading  to  a number  of  molecular 
types  of  thalassemia  which  may  be  clinically  mani- 
fest as  a syndrome  of  greater  or  lesser  severity 
depending  upon  the  nature  of  the  amino  acid 
substituted.  The  body  can  compensate  to  some 
degree  in  cases  of  beta  chain  alterations  by  in- 
creasing gamma  and  delta  chain  production.  This 
explains  why  Hb-F  and  Hb-Ao  may  be  elevated 
in  cases  of  sickle-cell  disease  or  beta  chain  thal- 
assemia. However,  since  alpha  chains  are  common 
to  Hb-A,  Hb-F  and  Hb-Ao,  compensatory  produc- 
tion of  Hb-F  or  Hb-Ao  cannot  take  place  in  cases 
of  alpha  chain  substitution,  resulting  either  in 
severe  anemia  or  a lethal  condition.  In  this  regard, 
Lie-Injo  Luan  Eng-"  has  reported  an  apparent 
link  between  homozygous  alpha  chain  thalassemia 
and  a number  of  cases  of  fetal  hydrops.  Some 
compensatory  hemoglobin  synthesis  may  occur 
with  alpha  chain  defects  by  the  formation  of  tet- 
ramers  of  four  beta  chains  (Hb-H),  or  four  gam- 
ma chains  (Hb-Barts).  Dittman,  et  al.-®  have 
pointed  out  that  the  detection  of  Hb-H,  either  by 
electrophoresis  or  by  demonstrating  the  character- 
istic intra-erythrocyte  inclusions  in  the  peripheral 
blood  smear,  may  be  of  considerable  aid  in  the 
diagnosis  of  suspected  cases  of  alpha  chain  thal- 
assemia. 

The  “silent  mutation”  hypothesis  has  recently 
been  challenged,  since  a rather  extensive  search  in 
many  laboratories  has  failed  to  disclose  abnormal 
amino  acid  substitutions  in  either  the  alpha  or 
beta  chains  of  thalassemia  hemoglobin.  It  has 
been  suggested  that  alterations  in  amino  acid  se- 
quence may  provide  the  answer,  which  would  be 
difficult  to  demonstrate  by  the  laboratory  pro- 
cedures currently  available.  Currently,  geneticists 
are  proposing  that  the  primary  defect  is  in  the 
structure  of  the  genes  responsible  for  hemoblobin 
synthesis.  Neel-’  has  proposed  that  alterations  may 
occur  in  certain  “controller”  or  “regulator”  genes 
which  in  turn  govern  the  genes  responsible  for 
beta  chain  synthesis.  For  instance,  it  is  currently 
believed  that  the  “switch  over”  from  fetal  to  adult 
hemoglobin  production  during  infancy  is  due  to 
regulator  genes  which  activate  the  genes  for  beta 
chain  production,  while  suppressing  those  re- 
sponsible for  gamma  chain  formation.  Thus,  the 
high  fetal  or  Hb-Ao  found  in  cases  of  thalassemia 
may  result  from  either  a lack  of  activation  of  the 
genes  responsible  for  beta  chain  production,  or 


from  a lack  of  suppression  of  those  controlling 
the  synthesis  of  gamma  and  delta  chains.  Nance'^" 
has  proposed  that  the  gene  locus  itself  may  be 
structurally  defective  because  of  abnormal  gene 
duplication  or  crossing  over.  Whatever  theory 
concerning  hemoglobin  synthesis  is  finally  accepted 
by  experimental  geneticists,  it  can  be  now  as- 
sumed that  a least  four  separate  gene  loci  (one 
each  controlling  alpha,  beta,  gamma  and  delta 
chain  synthesis)  are  involved  in  hemoglobin  pro- 
duction. Furthermore,  these  gene  loci  specify  the 
precise  amino  acid  sequence  within  polypeptide 
chains,  producing  a number  of  currently  recog- 
nized diseases  of  defective  protein  synthesis  when 
alterations  occur.  This  concept  is  commonly 
known  as  the  “one  gene — one  polypeptide  chain” 
theory. 

Laboratory  outline 

The  laboratory  approach  to  the  diagnosis  of 
these  diseases  should  follow  a definite  sequence  so 
that  the  more  complicated  and  time  consuming 
procedures  are  done  only  if  necessary.  The  de- 
tailed methodology  of  the  tests  to  be  mentioned 
can  be  found  in  the  appendix  of  Miale’s  textbook 
of  hematology A suggested  approach  is  as 
follows; 

1.  COMPLETE  BLOOD  COUNT.  Included  with 
the  blood  count  should  be  the  calculation  of  the 
red  cell  indices  and  a careful  screen  of  the  periph- 
eral blood  smear.  The  anemia  in  most  cases  is 
mild  or  moderate,  unless  there  is  superimposed 
hemolysis  or  acute  blood  loss.  The  peripheral  blood 
erythrocytes  are  usually  hypochromic  and  micro- 
cytic in  cases  of  thalassemia,  but  more  commonly 
tend  to  be  normochromic  and  normocytic  in  patients 
with  an  abnormal  hemoglobin.  The  finding  of  ab- 
normal cells  in  the  peripheral  blood  smear,  such  as 
target  cells  or  sickle  cells,  may  offer  a valuable  ini- 
tial clue.  Varying  degrees  of  anisocytosis  and  poikilo- 
cytosis  can  usually  be  found,  while  the  presence  of 
erythrocyte  basophilia,  stippling,  Howell-Jolly  bodies 
or  nucleated  red  cells  indicate  a more  severe  dis- 
ease, frequently  with  signs  of  recent  hemolysis. 

2.  EVALUATION  OF  THE  IRON  STORES. 
Since  the  anemia  may  closely  simulate  iron  defic- 
iency, the  iron  reserve  of  the  patient  should  be  eval- 
uated. The  majority  of  patients  who  are  referred  to 
us  for  study  have  had  an  empiric  therapeutic  trial 
with  iron.  This  is  the  least  desirable  approach.  The 
finding  of  a normal  serum  iron  and  iron  binding 
capacity  would  be  of  more  immediate  value  in  point- 
ing to  the  correct  diagnosis.  Some  hematologists  pre- 
fer to  evaluate  the  iron  stores  by  direct  iron  stain  of 
the  bone  marrow,  which  also  offers  the  advantage  of 
allowing  assessment  of  overall  marrow  cytology,  in- 
cluding search  for  abnormal  sideroblasts. 
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3.  OSMOTIC  FRAGILITY.  The  erythrocyte  sa- 
line osmotic  fragility  should  be  done  in  all  cases  of 
non-iron  deficient,  hypochromic  anemia.  We  prefer 
the  method  of  Dacie  in  which  carefully  measured 
volumes  of  blood  and  saline  are  mixed  and  hemolysis 
measured  in  a photoelectric  colorimeter.  The  results 
are  tabulated  in  graph  form  as  shown  in  Fig.  1 . An 
increased  resistance  to  hemolysis  in  hypotonic  saline 
(shift  of  the  curve  to  the  left)  is  characteristically 
seen  in  patients  with  thalassemia.  For  reasons  which 
are  obscure,  there  are  certain  cases  where  the  char- 
acteristic decrease  in  fragility  can  be  demonstrated 
only  after  the  blood  has  been  allowed  to  incubate  for 
24  hours  at  37°C.  In  our  laboratory,  we  routinely 
perform  fragility  studies  on  both  freshly  drawn  and 
incubated  blood  samples. 

4.  HEMOGLOBIN  ELECTROPHORESIS.  Ab- 
normal hemoglobins  are  detected  and  classified  by 
their  electrophoretic  migration  rate.  If  an  abnormal 
hemoglobin  is  found,  an  attempt  should  he  made  to 
identify  it  using  standard  controls.  Supplementary 
tests  such  as  a sickle-cell  preparation  may  be  help- 
ful in  differentiating  hemoglobins  with  identical  mi- 
gration rates.  Hemoglobin  electrophoresis  should  also 
he  performed  in  cases  of  suspected  thalassemia  both 
to  rule  out  an  interaction  with  an  abnormal  hemoglo- 
bin and  to  detect  abnormal  hemoglobins  such  as 
Hb-H  or  Hb-Barts  which  may  indicate  an  alpha 
chain  defect. 

5.  ALKALI  DENATURATION  TEST  FOR  FE- 
TAL HEMOGLOBIN.  This  laboratory  test  is  based 
upon  the  property  of  fetal  hemoglobin  to  withstand 
denaturation  in  strong  alkaline  solution.  The  fetal 
hemoglobin  concentration  in  normal  adults  is  less 
than  2%,  but  may  be  elevated  when  beta  chain  syn- 
thesis is  defective.  Although  this  test  is  valuable  in 
the  overall  evaluation  of  thalassemia  suspects,  in- 
creased percentages  are  found  in  many  other  con- 
ditions somewhat  limiting  its  specificity. 

6.  STARCH  BLOCK  ELECTROPHORESIS  FOR 
Hb-Ao  DETERMINATION.  Elevation  of  Hb-Ao 
above  the  normal  2.5%  is  virtually  diagnostic  of  beta 
chain  thalassemia.  Starch  block  electrophoresis  utilizes 
a starch  paste  as  supporting  medium  and  is  somewhat 
cumbersome  and  requires  considerable  technical  ex- 
perience. However,  it  is  the  most  exacting  method 
available  for  the  quantitation  of  Hb-A.i,  although  a 
qualitative  estimate  of  this  fraction  can  be  made  on 
routine  hemoglobin  electrophoresis  when  cellulose 
acetate  or  agar  gel  are  used  as  supporting  media.  The 
starch  procedure  is  particularly  useful  when  Hb-Ao 
elevations  are  borderline  or  decreased  in  cases  of 
alpha  chain  defects. 

7.  TRANSPORT  OP  BLOOD  SAMPLES.  Since 
local  laboratory  facilities  may  not  be  available  or  are 
limited  for  the  complete  study  of  suspected  cases 
of  the  above  hemoglobin  disorders,  it  may  be  neces- 
sary to  ship  blood  samples  to  a reference  laboratory. 
The  complete  blood  count,  red  cell  indices  and  os- 
motic fragility  studies  must  be  performed  locally. 
All  of  the  other  procedures  discussed  above  can  be 
performed  on  mail-in  samples.  It  is  not  necessary 


to  refrigerate  or  freeze  the  samples  during  mailing  if 
the  following  protocol  is  followed;  By  venipuncture, 
collect  about  20  cc.  venous  blood  in  heparinized  or 
oxalated  tubes.  Wash  the  cells  at  least  three  times 
with  physiologic  saline  to  remove  the  serum  protein. 
Resuspend  the  cells  in  saline,  filling  the  collection 
tube  so  that  very  little  air  remains  beneath  the  stop- 
per. Seal  tightly  and  mail.  The  hemoglobin  is  much 
better  preserved  by  this  technique  than  by  sending 
the  hemoglobin  hemolysate  prepared  locally. 

Case  presentation 

A 32-year-old  white  female  was  first  seen  in  April, 
1965  because  of  a “bad  cold.”  A routine  blood 
count  revealed  a hemoglobin  of  11.0  gm%  and  a 
hematocrit  of  34%.  The  anemia  appeared  hypochro- 
mic and  microcytic,  and  ferrous  gluconate  therapy 
was  begun. 

The  patient  returned  in  July,  1965  (three  months 
pregnant)  complaining  of  dizziness,  intermittent  blur- 
ring of  vision  and  excessive  fatigue.  A repeat  blood 
count  revealed  decrease  in  hemoglobin  to  10.0  gm% 
and  of  hematocrit  to  31%,  in  spite  of  the  iron  ther- 
apy. The  red  cell  indices  were:  MCH  = 23  /i./a, 
MCV  = 10  cu  11  and  the  MCHC  = 35 % . It  was  further 
learned  from  the  patient  that  she  was  of  direct  Greek 
ancestry  from  both  sides  of  her  family  and  that  she 
had  been  significantly  anemic  during  her  previous 
two  pregnancies.  A bone  marrow  examination  re- 
vealed normoblastic  erythroid  hyperplasia  and 
abundant  iron.  The  serum  iron  was  167  /igm%  and 
the  total  iron  binding  capacity  was  290  p,gm%.  The 
erythrocyte  saline  osmotic  fragility  was  decreased 
(see  Fig.  1).  The  fetal  hemoglobin  was  2.5%  (nor- 
mal under  2.0% ) and  the  Hb-Ao  level  by  starch 
block  electrophoresis  was  4.2%  (normal — 1.5-2. 5%, 
see  Fig.  2).  The  diagnosis  of  beta  chain  thalassemia 
was  evident. 

Following  this,  family  studies  were  done  including 
the  father  and  two  sons.  The  father  was  not  anemic; 
however,  an  abnormal  hemoglobin  was  discovered  by 
routine  hemoglobin  electrophoresis.  This  hemoglo- 
bin migrated  in  the  area  of  Hb-S  but  a sickle-cell 
test  was  negative.  This  hemoglobin  has  subsequently 


Fig.  7.  Erythrocyte  osmotic  fragility  curve  {Method 
of  Dacie).  Patient’s  curve  shows  left  .shift,  character- 
istically seen  in  cases  of  thalassemia  syndrome. 
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Fig.  2.  Starch  block  electrophoresL'i.  Migration  is  to 
the  left.  Note  elevation  in  mother  Flb-A.,  compared 
with  control,  and  abnormally  migrating  Hb-D  in 
father. 
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Fig.  3.  Hemoglobin  electrophoresis  (Mircozone  Cel- 
lulose Acetate*).  Migration  is  to  the  right.  Mother 
and  son  No.  1 ; father  and  son  No.  2 show  similar 
patterns. 


action.  However,  hemoglobin  studies  at  birth  were 
normal,  and  the  child  will  be  retested  at  age  six 
months  when  the  high  level  of  fetal  hemoglobin 
should  be  reduced  to  normal  range. 

This  case  illustrates  the  necessity  for  doing  family 
studies  when  a hemoglobin  defect  is  found  in  a 
patient,  even  if  the  parents  or  siblings  are  not  clinical- 
ly anemic.  It  also  illustrates  how  the  anemia  may 
become  clinically  more  severe  during  such  con- 
ditions as  pregnancy  when  the  defective  hemoglobin 
synthesis  cannot  keep  pace  with  the  increased  de- 
mand. 

Summary 

Electrophoresis  has  practical  application  for 
the  practicing  physician  in  diagnosis  of  various 
hemoglobinopathies  and  thalassemia.  Clinical  set- 
ting, underlying  biochemical  concepts,  and  labora- 
tory approach  to  diagnosis  of  these  diseases  have 
been  presented.  • 
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Survival  time  and  some  related 
factors  in  childhood  leukemia 

C.  W.  Reiquam,  MD,  and 

Kjell  Koch,  MD,  Denver 

Acute  childhood  leukemia  is  yet  a fatal  dis- 
ease— a disease  fraught  with  therapeutic  frustra- 
tions for  the  physician,  devastating  heartaches  for 
the  parents,  and  certainty  of  early  demise  for  the 
unfortunate  child.  The  fact  that  the  diagnosis  of 
leukemia  is  shrouded  with  emotion  makes  it  im- 
perative that  it  be  correct.  Study  of  the  cellular 
morphology  usually  makes  this  diagnosis.  Also 
from  cellular  studies  we  are  able  to  make  some 
predictions  of  survival  time  by  correlation  of  such 
factors  as  age  and  total  white  blood  count.  This 
predicability  is  useful  to  the  physician  in  his  strug- 
gle to  inform  the  family  wisely.  We  will  discuss 
these  factors  and  others  in  this  study  of  192  ex- 
pired cases  of  childhood  leukemia  seen  at  Denver 
Children’s  Hospital  in  the  11 -year  period  begin- 
ning in  1954. 

Material 

The  material  reviewed  is  from  studies  of  192 
expired  patients  with  acute  leukemia  diagnosed 
between  January  1,  1954  and  December  31,  1964. 
In  158  cases  the  exact  expiration  date  was  avail- 
able. allowing  us  to  arrive  at  a definite  survival 
time.  In  each  case  data  were  obtained  from  the 
clinical  file,  the  protocol  of  necropsy  and  from 

* This  is  the  fifth  in  the  series  of  papers  on  childhood  malig- 
nancies based  on  case  material  from  Denver  Children's 
Hospital.  This  material  is  from  a portion  of  a Tumor 
Conference  on  Childhood  Leukemia  held  on  October  28,  1965. 


Acute  Leukemia 
1954  - 1964 

Distribution  by  year  (192  expired  cases) 


Morphologic  Type 


Year 

ALL 

AGL 

AML 

Total 

1954 

7 

2 

0 

9 

1955 

9 

2 

1 

12 

1956 

6 

3 

2 

1 1 

1957 

15 

7 

2 

24 

1958 

1 1 

2 

2 

15 

1959 

18 

8 

3 

29 

i960 

1 1 

2 

4 

17 

1961 

14 

5 

2 

21 

1962 

20 

4 

0 

24 

1963 

1 1 

3 

1 

15 

1964 

9 

1 

5 

15 

Tota  1 

131 

39 

22 

192 

Table  1.  Yearly  distribution  of  192  expired  patients 
with  acute  leukemia  according  to  morphological 
type. 

the  histopathologic  material.  The  addition  of  18 
more  patients  with  diagnosis  in  this  period  and 
still  living  on  December  31,  1964,  brings  the 
total  number  of  cases  to  210.  These  210  patients 
with  leukemia  constitute  0.16%  of  the  130,384 
Children’s  Hospital  dismissals  in  the  1954-1964 
interval.  This  figure  is  more  meaningful  if  com- 
pared with  brain  tumors,  the  next  most  common 
malignant  disease  at  Children’s  Hospital.  In  the 
period  1952-1964  brain  tumor  cases  represented 
.06%  of  the  149,219  hospital  dismissals. 

The  yearly  distribution  of  the  192  expired  cases 
according  to  morphologic  type  is  shown  in  Table 
1.  One  hundred  and  thirty-one  were  classified 
acute  lymphocytic  (ALL),  39  acute  granulocytic 

60  *1 

Acute  Leukemio  1954  • 1964 
Distribution  by  oge  k}  »p '•< 


B.l.i 


Fig.  1.  Distribution  by  age  of  192  patients  with  acute 
leukemia. 
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(AGL),  and  22  acute  monocytic  leukemia 
(AML)  including  the  myelomonocytic  forms.  The 
incidence  of  leukemia  was  approximately  the 
same  in  males  (97  cases)  and  females  (95  cases). 
The  age  distribution  is  illustrated  in  Fig.  1 with 
the  range  from  three  weeks  to  1 7 years.  Leukemia 
was  found  to  be  more  frequent  during  the  first 
five  years  of  life,  the  peak  of  incidence  between 
two  and  five  years.  We  have  no  cases  diagnosed 
between  seven  and  nine  months  of  age,  and 
lymphocytic  leukemia  was  encountered  only  once 
before  the  age  of  12  months. 

The  initial  total  white  blood  count  in  each  of 
the  leukemic  forms  is  seen  in  Table  2.  The  initial 
white  blood  count  was  unknown  in  13  cases,  it 
was  below  20,000  per  cubic  mm.  in  106  patients, 
and  it  was  over  20,000  in  73.  In  the  lymphocytic 
group  most  of  the  patients  (93  of  131 ) had  initial 
white  blood  count  below  20,000,  and  in  the 
granulocytic  group  most  children  (24  of  31 ) had 
initial  white  blood  count  over  20,000.  In  the 
monocytic  group  there  was  about  an  equal  propor- 
tion of  patients  with  counts  below  or  above  20,000 
per  cubic  mm. 


Acute  Leukemia 
1954  - 1964 


D i s t r i but  i on  by 

tota  1 

ALL 

initial  WBC 

AGL 

(192 

AML 

exp i red  cases 

Tota  1 

Unknown 

10 

1 

2 

13 

■<«  5,000 

36 

9 

6 

5ll 

5-10,000 

31 

2 

1 

3^* 

► 1 06 

10-20,000 

16 

3 

2 

2h 

20-50,000 

22 

7 

1 

3oi 

50-100,000 

8 

10 

5 

23 

100-500,000 

8 

6 

4 

18 

f 

>500,000 

0 

1 

1 

2j 

Tota  1 

131 

39 

22 

192 

Table  2.  Distribution  according  to  total  initial  WBC 
of  192  expired  patients  with  acute  leukemia. 

The  incidence  of  family  history  of  leukemia  and 
malignant  neoplasms  in  the  expired  cases  is  of 
interest.  In  eleven  instances  there  was  a family 
history  of  leukemia  (5.1%),  and  25  patients  had 
family  history  of  malignancy  other  than  leukemia 
( 13%  ).  Therefore,  there  were  36  patients  with  a 
history  of  leukemia  or  other  malignancies,  an  inci- 
dence of  18.7%. 

Discussion 

The  diversity  of  therapeutic  schemes  used  in 
our  patients  does  not  allow  easy  correlation  of 
survival  time  with  specific  chemotherapeutic  com- 


binations. Nevertheless,  as  each  new  useful  drug 
was  added  to  the  regimen,  a longer  survival  time 
could  be  expected.  This  follows  the  patterns  report- 
ed in  other  studies  of  acute  leukemia. In  our  192 
patients,  six  received  only  supportive  therapy  as 
blood  transfusions,  21  only  had  one  antileukemic 
agent,  and  the  remaining  1 65  had  two  or  more 
chemotherapeutic  agents. 

The  survival  time  is  the  period  between  the 
date  of  appearance  of  the  first  symptom  or  sign  of 
disease  and  the  date  of  death.  The  survival  curve 
of  all  expired  patients  (158)  is  represented  in 
Fig.  2.  The  over-all  mean  survival  time  is  11.9 
months  with  a range  between  0.46  and  37.2 
months. 


Fig.  2.  Graph  of  survival  times  of  158  expired  pa- 
tients with  acute  leukemia. 

A study  of  our  cases  of  leukemia  diagnosed 
between  1948  and  1952  reveals  a 50%  survival 
time  of  nine  months.  The  50%  survival  figure  in 
the  1954-1956  period  is  14.5  months.  In  1961- 
1962  this  figure  is  12  months.  Since  there  are 
still  a few  survivors  from  the  cases  with  diagnosis 
in  1963  and  1964,  a survival  figure  for  this  period 
is  not  representative.  Increase  in  survival  time 
over  a ten  year  period  of  a few  months  seems  to 
indicate  little  progress  in  therapy.  Yet  we  can 
be  more  optimistic  by  comparing  survivals  at  12, 
24  and  36  months  after  onset  of  disease  (Table 
3).  In  the  period  1954-1956  the  percentage  sur- 
vival at  12  months  was  38.4%,  whereas  in  1962 
this  percentage  increased  to  48.7%.  Similarly,  in 


No. d iagn. cases 
176 

Perc 
Exp 
12  mos. 

entage  Survival 
red  cases(l58) 

24  mos . 36  mos . 

Survivals  (18) 

No. cases  S.T. 

S5'<-56 

26 

38.4 

3.8 

0 

0 

1957-58 

28 

35-7 

7.  1 

3-5 

1 91-5 

1959-60 

41 

63.4 

17-0 

2.4 

1 60.3 

1961-62 

4) 

48.7 

21.9 

4.8 

1 54.4 

1963-64 

40 

^7-5 

10.0 

- - 

15 

Table  3.  Percentage  survival  in  months  after  onset  of 
acute  leukemia  (176  traced  cases). 
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the  period  1954-1956,  3.8%  of  the  patients  were 
alive  24  months  after  diagnosis,  whereas  in  1961- 
1962,  4.8%  of  the  patients  were  alive  36  months 
after  diagnosis.  From  the  total  of  176  traced 
cases  there  are  no  survivors  from  the  period  1954- 
1956;  there  is  one  survivor  from  the  period  1957- 
1958;  there  is  one  survivor  from  the  period  1959- 
1960;  one  survivor  from  the  period  1961-1962; 
15  patients  are  alive  from  the  period  1963-1964 
as  of  December  31,  1964. 

There  is  evidence  that  if  the  first  remission  is 
readily  induced,  the  remission  will  be  prolonged — 
the  longer  the  first  remission,  the  longer  the  length 
of  survival.”  It  is  apparent  that  the  survival  times 
in  our  cases  may  not  be  always  optimally  pro- 
longed because  various  induction  regimens  were 
evaluated  and  some  may  have  failed  since  the 
optimal  therapy  was  not  known  at  the  time. 
Our  present  induction  routine  in  acute  lymphocy- 
tic leukemia  is  with  prednisone  and  6-mercap- 
topurine.  Prednisone  is  given  at  60  mg/m.-  per 
day  (2  mg/k/day)  orally  in  divided  dosages  for 
four  weeks.  The  dosage  is  gradually  decreased 
over  the  next  two  weeks  and  discontinued  at  the 
end  of  the  sixth  week.  6-mercaptopurine  is  given 
concomitantly  in  the  amount  of  70/mg/m.-  (2.5 
mg/Kg/day)  orally  for  six  weeks.  The  combina- 
tion of  prednisone  and  6-mercaptopurine  will  in- 
duce a complete  bone  marrow  remission  in  86% 
of  cases  of  acute  lymphocytic  leukemia;  with  pred- 
nisone and  methotrexate  the  percentage  of  re- 
missions will  be  at  least  80%.'  Thus  methotrexate 
at  3.3  mg/m. -/day  (0.1  mg  K day)  combined 
with  prednisone  statistically  is  no  better  nor  worse 
than  6-mercaptopurine  and  prednisone.  The  com- 
bination of  vincristine  and  prednisone  is  also  highly 
elfiective  in  remission  induction.”  However,  vin- 
cristine must  be  given  intravenously,  and  the  side 
effects  of  hair  loss  and  peripheral  nerve  impair- 
ment are  much  more  severe  than  the  toxicity  of 


Fig.  3.  Graph  of  correlation  of  .survival  time  to  initial 
total  WBC  in  patients  with  acute  leukemia. 


6-mercaptopurine  or  methotrexate.'^  In  any  in- 
stance, maintenance  therapy  is  cyclic  and  includes 
two  or  more  drugs,  each  given  for  a four  to  six 
week  interval  before  changing  to  another  one. 

Intervals  between  doses  and  routes  of  adminis- 
tration are  of  real  importance  in  improving  sur- 
vival rates.  Methotrexate  for  instance  when  ad- 
ministered parentally  has  been  shown  to  be 
superior  to  conventional  oral  therapy  in  mainte- 
nance of  remissions.  Our  experience  too  bears  this 
out  as  well  as  the  experience  of  others.” 

The  mean  survival  time  of  13.8  months  is 
longest  in  the  lymphocytic  group  as  compared  to 
9.1  months  in  the  granulocytic  and  6.7  months  in 
the  monocytic  groups.  The  range  is  0.46-37.2 
months  in  the  lymphocytic,  0.96-30.6  months  in 
the  granulocytic  and  0.50-17.2  months  in  the 
monocytic  groups. 

There  is  an  interesting  correlation  between  the 
survival  time  and  the  initial  total  white  blood 
count  ( Fig.  3 ) . The  survival  time  is  greater  in 
the  group  with  the  initial  white  blood  count  below 
20,000  (91  cases)  as  compared  with  the  group 
with  initial  count  above  20,000  per  cubic  mm. 
Note  that  most  of  the  cases  with  the  initial  white 
count  below  20,000  are  also  lymphocytic  in  type. 

Thirty-eight  infants  were  24  months  of  age  or 
younger  when  the  diagnosis  of  acute  leukemia 
was  made.  Eleven  of  these  were  under  a year  of 
age  and  had  the  diagnosis  of  acute  myelocytic  or 
monocytic  leukemia;  only  one  infant  under  one 
year  of  age  was  classified  as  acute  lymphocytic 
leukemia.  The  survival  times  in  the  infants  under 
one  year  of  age  is  particularily  discouraging,  with 
the  average  time  less  than  three  months.  It  is 
interesting  that  in  this  group  of  patients  the  ini- 
tial white  counts  were  well  above  20,000  per 
cubic  mm.,  except  in  three  instances.  In  those  27 
remaining  infants  under  two  years,  22  were  classi- 
fied as  acute  lymphocytic  leukemia.  Nine  of  these 
had  initial  white  counts  above  20,000  cells  per 
cubic  mm.  and  the  average  survival  time  was  llVi 
months.  Those  remaining  five  infants  between  12 
and  24  months  with  the  diagnosis  of  acute  myelo- 
cytic or  monocytic  leukemia  had  an  average  sur- 
vival of  just  over  six  months;  all  had  initial  white 
blood  counts  well  above  20,000  per  cubic  mm. 
except  one. 

The  cause  of  death  in  a particular  patient  with 
acute  leukemia  is  usually  related  to  several  fac- 
tors. The  main  contributing  factor  in  98  patients 
on  whom  autopsy  was  performed  was  infection 
(50  cases).  The  predominant  organisms  in  our 
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experience  are  Staphylococcus,  E.  Coli  and  Pseu- 
domonas. In  the  majority  of  cases  there  is  a septic 
terminal  clinical  course.  Viral  disease  was  proba- 
bly the  terminal  infection  in  three  cases:  a severe 
viral  hepatitis,  a fulminating  varicella,  and  a se- 
vere rubeola  with  giant  cell  pneumonitis.  Hemor- 
rhage was  the  second  principal  cause  of  death  ( 25 
cases).  These  problems  and  other  interesting 
complications  in  leukemia  have  been  discussed  in 
a previous  communication.'* 

Summary 

One-hundred  and  ninety-two  expired  patients 
with  acute  leukemia  at  Denver  Children’s  Hospital 
are  analyzed.  Of  these  68.2%  were  acute  lympho- 
cytic in  type  and  it  was  these  patients  who  general- 
ly survived  the  longest.  The  number  of  patients 
living  24  months  from  time  of  diagnosis  has  grad- 
ually increased  until  over  21.9%  are  in  this  cate- 
gory. The  patients  living  beyond  36  months  are 
no  more  that  5%,  but  this  is  an  improvement 
over  ten  years  ago  when  less  than  5%  of  the  pa- 
tients lived  24  months  after  diagnosis.  Three  of 
our  patients  have  lived  beyond  five  years. 

The  initial  white  blood  count  has  prognostic 
significance  since  those  patients  with  a count  of 
more  than  20,000  per  cubic  mm.  had  a mean  sur- 
vival time  of  7.8  months.  Those  whose  initial 
counts  were  below  20,000  per  cubic  mm.  had  a 
mean  survival  of  14.98  months. 


Infants  under  one  year  of  age  have  poor  prog- 
nosis for  long  survival.  Nearly  all  of  our  infants 
had  acute  granulocytic  or  monocytic  leukemia  and 
the  average  survival  time  was  less  than  three 
months.  The  average  initial  WBC  was  almost  al- 
ways above  20,000  cells  per  cubic  mm.,  with  an 
average  of  121,000  per  cubic  mm. 

The  main  causes  of  death  were  infection 
(53.6%)  and  hemorrhage  (26%).  • 
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Prevention  of  skin  cancer  with 
topical  5-fluorouracil* 


A SEQUENCE  OF  EVENTS  beginning  with  gradual 
and  progressive  actinic  damage  to  the  sun  exposed 
areas  of  the  skin,  followed  by  the  development  of 
actinic  (senile)  keratoses  and  terminating  with 
the  formation  of  squamous  and  basal  cell  carci- 
nomas, is  responsible  for  the  most  common  form 
of  human  malignancy.  Fortunately,  basal  and 
squamous  cell  carcinomas  so  derived  are  slow  to 
metastasize  and  with  appropriate  treatment,  com- 
plete cures  are  expected.  If  neglected,  however, 
basal  cell  carcinomas,  as  well  as  squamous  cell 
carcinomas  may  metastasize,  with  fatal  results. 

Skin  cancers  are  many  times  more  common  in 
warm  and  sunny  areas  of  the  Southwestern  states 
than  in  northern  climates.  Altitude  is  also  impor- 
tant, in  that  damaging  ultraviolet  rays  which  are 
removed  by  atmospheric  filtration  are  more  in- 
tense at  higher  altitudes.  The  complexion  and 
occupation  of  a given  individual  are  also  factors 
in  determining  his  likelihood  of  accumulating 
actinic  damage  of  sufficient  degree  to  produce 
malignant  degeneration. 

The  problem  of  skin  cancer  is  of  major  der- 
matological significance  in  Colorado.  Patients  may 
present  with  as  many  as  a hundred  or  more  actinic 
keratoses  on  the  face,  neck,  hands  and  arms  and 
may  have  a score  or  more  of  frankly  malignant 
lesions  throughout  the  involved  areas.  Dermatol- 
ogists have  treated  such  lesions  with  a variety  of 
modalities,  such  as  dessication  and  curettage,  ex- 
cision, cryotherapy,  ionizing  radiation,  dermabra- 
sion and  chemical  cauterization.  None  of  these 
has  proved  completely  satisfactory  and  search  has 
continued  for  a more  effective  and  practical  method 
of  dealing  with  this  important  problem. 

In  the  past  five  years  there  has  been  increasing 
interest  in  topical  chemotherapy  of  cutaneous 
malignancies.  Belesario,’  Klein--  and  Goldman^ 
were  the  first  to  become  interested  in  this  field 
and  worked  primarily  with  the  antimetabolites — 
methotrexate,  6-mercaptopurine,  5-fluorouracil 
(5-FU).  Demecoline  (Colcemid®)  and  N-desace- 
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tyl  thiocolchine  (Thio-colciran®).  The  early  re- 
sults were  encouraging,  but  not  completely  satis- 
factory in  that  the  more  invasive  squamous  or 
basal  cell  carcinomas  were  not  completely  de- 
stroyed. Of  all  the  compounds  tested,  5-FU  was 
noted  to  possess  the  greatest  anti-tumor  effect.  In 
1963  Dillaha-’'  and  co-workers  reported  successful 
results  in  treatment  of  the  pre-malignant  actinic 
keratoses  by  topical  application  of  5-FU  in  an 
ointment  form,  a finding  they  have  confirmed  in 
a recent  more  detailed  report. 

Materials  and  methods 

Seventeen  private  patients  with  actinic  kera- 
toses have  been  treated  by  application  of  5-FU 
ointment  since  1964.  Most  of  these  patients  had 
extensive  and  severe  actinic  damage  with  many 
keratoses,  and  a number  of  carcinomas  had  been 
previously  removed  from  their  skin.  Patients  with 
only  a few  keratoses  and  without  extensive  actinic 
damage  were  not  treated  with  this  modality. 

The  5-FU  ointment  was  compounded  by  vari- 
ous commercial  pharmacies,  using  the  standard 
5-FU  solution  for  intravenous  use  (500  mg.  per 
10/cc.  H-jO  in  sterile  ampules).  Four  such  am- 
pules (2.0  gm.  5-FU)  were  incorporated  into  30 
gm.  Aquaphor-  to  make  an  ointment  with  a con- 
centration of  approximately  3.0%  5-FU  by  weight. 

Depending  upon  the  area  involved,  the  ointment 
was  massaged  into  the  skin  of  the  entire  face, 
neck  and/or  arms  once  daily  and  the  patients 
were  observed  at  weekly  intervals.  In  all  instances 
an  inflammatory  reaction  occurred,  in  which  the 
keratoses  became  reddened  and  moist.  If  this  in- 
flammatory reaction  in  the  lesions  was  very  brisk 
at  the  end  of  the  first  week,  the  applications  were 
continued  once  daily.  If  it  was  less  severe,  the 
ointment  was  thereafter  applied  twice  daily.  The 
cutaneous  reaction  gradually  increased  in  intensity 
and  superficial  erosions  appeared  in  some  cases. 
Treatment  was  terminated  when  the  patient  com- 
plained of  rather  severe  discomfort  in  the  reacting 
sites,  which  in  most  instances  occurred  after  3 to 
4 weeks;  4.0  gm.  of  5-FU  was  the  maximum 
amount  applied  to  any  patient.  Following  discon- 
tinuance of  the  ointment,  there  was  rapid  drying 
and  peeling  of  the  involved  areas  with  the  skin 
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TABLE  1 


SUMMARY  OF  17  CASES  TREATED  WITH  TOPICAL  5-FU 


No. 

Age  Sex 

Diagnosis 

Additional  Lesions 

Weeks 

Treated  Complications 

Duration  of 
Follow-up 

Results 

1. 

73 

M 

Severe  actinic  damage 
and  mult,  keratoses,  face 

Numerous  B.C.C."’  and 
S.C.C. t in  past 

3 

Mild?  Phototoxic 
reaction 

27  months 

Excellent.  3-4  new 
keratoses  2 years 
after  treatment 

2. 

79 

M 

Severe  actinic  damage 
and  mult,  keratoses,  face 

Numerous  B.C.C.  and 
S.C.C.  in  past 

4 

None 

24  months 

Excellent 

3. 

69 

M 

Severe  actinic  damage 
to  bald  scalp  and  face 

100  keratoses  removed 
previously  plus  nu- 
merous S.C.C. 

4 

4 

Mild  reaction  in 
areas  of  sebor- 
rheic dermatitis 

19  months 

Excellent.  Developed 
few  new  keratoses  at 
12  mo.  Excellent  re- 
sponse to  second 
course. 

4. 

66 

F 

Moderate  actinic 
damage,  face  and  arms 

None 

4 

None 

6 months 

Face — excellent. 

Arms — fair 
(approximately 

50%) 

5. 

62 

M 

Severe  actinic  damage 
and  mult,  keratoses,  face 

Mult.  S.C.C.  in  past 

4 

None 

9 months 

Excellent 

6. 

78 

F 

Severe  actinic  damage 
and  keratoses,  face 

One  S.C.C.  in  past 

4 

None 

6 months 

Excellent 

7. 

82 

M 

Severe  actinic  damage 
and  mult,  keratoses,  face 

25  previous  B.C.C.  and 
S.C.C.  in  past 

4 

None 

9 months 

Excellent 

8. 

35 

M 

Moderate  actinic  damage 
and  mult,  keratoses,  face 

Several  B.C.C.  in  past 

3 

Mild  phototoxic 
reaction 

6 months 

Excellent 

9. 

42 

M 

Severe  actinic  damage 
and  mult,  keratoses,  face 
and  arms 

5 previous  B.C.C.  and 
S.C.C. 

4 

None 

6 months 

Face — excellent. 

Arms — fair 
( approximately 

50%) 

10. 

51 

F 

Severe  actinic  damage 
and  mult,  keratoses,  arms 
only 

Isolated  B.C.C.  on 
nose 

5 

None 

18  months 

Arms  only  fair 
(50%-75%) 

11. 

82 

M 

Severe  actinic  damage 
and  mult,  keratoses,  face 

None 

4 

None 

5 months 

Excellent 

12. 

45 

M 

Severe  actinic  damage 
face  and  neck 

3 previous  B.C.C. 
from  post,  auricular 
areas 

4 

None 

6 months 

Excellent 

Excellent 

13. 

67 

F 

Severe  actinic  damage, 
face  without  keratoses 

None 

4 

None 

12  months 

14. 

59 

F 

5 cm.  Bowen’s  plaque 
dorsum,  left  hand 

None 

4 

None 

12  months 

Excellent 

15. 

70 

M 

6 cm.  Bowen’s  plaque 
left  forearm 

None 

4 

None 

2 months 

Excellent 

16. 

33 

F 

8 cm.  superficial  multi- 
centric  B.C.C.  cheek 

Previous  B.C.C.  on 
forehead 

5 

None 

12  months 

Second  course  re- 
quired for  complete 
cure 

17. 

61 

M 

Radiodermatitis,  second- 
ary to  X-ray  overdose 

20  years  previously, 
right  shoulder 

None 

4 

None 

3 months 

Excellent 

* B.C.C.  = Basal  cell  carcinoma 
t S.C.C.  = Squamous  cell  carcinoma 


regaining  a remarkably  smooth  and  normal  tex- 
ture after  approximately  two  weeks. 

Results 

The  response  to  treatment  with  topical  5-FU 
and  a brief  resume  of  pertinent  historical  data  is 
summarized  in  Table  1.  In  all  cases  where  kera- 
toses were  located  on  the  face  the  results  were 
excellent.  There  was  complete  disappearance  of 
all  lesions,  from  those  keratoses  in  the  earliest 
detectable  stage  to  definite  carcinoma-in-situ. 
Keratoses  located  on  the  dorsum  of  the  hands 
and  forearms  responded  considerably  less  well. 
In  general,  only  about  50%  of  the  keratoses  were 
removed  from  these  areas.  The  reason  for  this  dif- 
ference in  response  is  not  known  but  it  was 
consistently  observed.  In  two  patients  whose  only 
problem  was  a plaque  of  Bowen’s  disease  on  the 
forearm,  however,  there  was  complete  disappear- 
ance of  the  lesions. 


The  cytotoxic  effects  of  topical  5-FU  are  ex- 
tremely selective  (Figs.  1-4).  They  occur  only  in 
skin  which  has  incurred  at  least  moderate  damage 
from  the  sun,  while  there  is  no  visible  effect  on 
immediately  contiguous  normal  skin  receiving 
identical  applications  of  5-FU. 

The  response  of  frank  carcinomas  was  poor, 
and  essentially  the  same  as  reported  by  the  origi- 
nal workers  in  this  area.^-^  In  patients  with  multiple 
keratoses  and  basal  cell  carcinomas,  while  the 
keratoses  were  removed,  the  carcinomas  reacted 
only  superficially.  Apparently  the  5-FU  was  not 
able  to  penetrate  into  the  tumor  masses  deeply 
enough  to  effect  a cure.  However,  in  one  patient 
who  had  a large  (8  cm.  diameter)  superficial 
multicentric  basal  cell  carcinoma  on  the  face,  there 
was  complete  disappearance  of  the  lesion  after 
two  courses  of  treatment. 

Thus  far,  all  patients  have  been  followed  from 
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2 to  27  months.  The  first  patient  treated  developed 

3 or  4 new  keratoses  24  months  later.  These  were 
at  different  sites  than  the  original  lesions  and 
responded  well  to  a second  course  of  treatment. 
Another  patient  with  very  severe  actinic  damage  to 


Fig.  1.  Large  area  of  actinic  keratoses  and  actinically 
damaged  skin  responding  to  topical  5-FLJ. 


Fig.  2.  Same  area  as  Fig.  1,  six  weeks  after  5-FU 
stopped. 


the  bald  skin  of  his  scalp,  having  had  multiple 
basal  and  squamous  cell  carcinomas  removed  in 
the  previous  five  years,  developed  a few  new 
keratoses,  again  in  previously  uninvolved  areas,  1 1 
months  after  initial  treatment.  These  also  re- 
sponded well  to  a second  course  of  5-FU.  The 
appearance  of  new  keratoses  in  skin  that  did  not 
take  part  in  the  original  cytotoxic  reaction  indi- 
cates that  topical  5-FU  probably  has  no  prophy- 
lactic effect  in  preventing  new  keratoses.  There  is, 
however,  an  obvious  and  pronounced  prophylactic 
effect  in  that  all  existing  keratoses  are  removed 
along  with  any  possibility  of  malignant  degenera- 
tion. 

Toxicity 

While  5-FU  is  by  definition  a cytotoxic  agent, 
and  a local  inflammatory  reaction  is  expected,  the 
incidence  of  severe  adverse  reactions  to  its  topi- 
cal application  is  extremely  low.  After  applica- 
tion of  an  ointment  containing  labeled  5-FU, 
Dillaha®  found  a maximum  absorption  of  ap- 
proximately 6%.  Thus  if  a total  of  4.0  gm.  of 
5-FU  were  applied  to  the  skin,  in  the  course  of 
3 to  4 weeks  of  treatment  approximately  240  mg. 
might  be  absorbed.  Ansfield,^  who  has  had  ex- 
tensive experience  with  the  intravenous  use  of 


Fig.  3.  Illustrates  highly  selective  action  of  5-FU 
which  was  applied  to  entire  face,  neck  and  upper 
chest. 
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5-FU,  reported  the  maximum  permissible  I-V  dose 
to  be  1,000  mg.  per  day,  for  up  to  30  days.  There- 
fore, in  the  concentration  of  5-FU  used  and  area 
covered  the  topical  treatment  method  used  in  this 
study  could  result  in  systemic  absorption  only  far 
below  the  limits  of  any  known  systemic  toxicity. 
Dillaha  found  no  instance  of  disturbance  of  formed 
elements  of  the  blood  in  his  patients. 

In  addition  to  the  expected  inflammatory  re- 
sponse in  keratoses,  a few  other  minor  cutaneous 
reactions  have  been  reported.  A phototoxic  re- 
action manifested  by  a rapid  increase  in  inflam- 
mation may  occur  if  there  is  excessive  sun  ex- 
posure during  the  treatment  period.  This  reaction 
may  spread  into  previously  uninvolved  areas.  Two 
mild  and  questionable  examples  of  this  occurred 
in  the  present  series.  Secondly,  areas  of  seborrheic 
dermatitis,  especially  in  the  naso-labial  folds,  will 
become  irritated  if  they  have  been  even  mildly  ac- 
tive before  treatment  with  5-FU.  One  definite  ex- 
ample of  this  reaction  was  observed. 

Comments 

The  mechanism  of  action  of  5-FU  is  not  clearly 
understood.  The  currently  accepted  concept®  is 
that  this  compound  blocks  intracellular  synthesis 
of  DNA  by  competing  with  the  conversion  of  5- 


Fig.  4.  Severe  widespread  actinically  damaged  skin 
with  multiple  previous  skin  cancers,  showing  nearly 
generalized,  but  selective  action  of  5-FU. 


Fluorodexyuridine-5-phosphate  to  thymidine,  an 
essential  component  of  DNA.  RNA  synthesis 
is  also  affected  by  the  incorporation  of  5-FU  into 
the  RNA  molecule,  with  the  formation  of  so- 
called  “fraudulent  RNA,”  which  is  presumably 
able  to  function,  but  in  an  abnormal  manner. 

The  selective  action  of  5-FU  on  actinic  kera- 
toses, with  no  visible  effect  on  contiguous  normal 
skin,  might  be  explained  on  the  basis  of  the  af- 
finity of  this  drug  for  any  cell  population  that  is 
reproducting  at  an  abnormally  rapid  rate.  The 
rate  of  DNA  synthesis  would  thus  be  a critical 
factor.  However,  the  relative  ineffectiveness  of 
5-FU  against  such  diseases  as  psoriasis,  where 
there  is  a very  rapid  epidermal  turnover  rate, 
renders  this  theory  open  to  question,  as  does  the 
minimal  effect  of  other  anti-metabolites,  especial- 
ly 6-MP  and  methotrexate,  on  actinic  keratoses. 
Although  such  is  believed  by  many  to  be  the  case, 
there  is  as  yet  no  conclusive  evidence  that  the  epi- 
thelial cell  turnover  rate  is  in  fact  accelerated  in 
actinic  keratoses. 

The  relationship  of  nuclear  DNA  hyperploid 
states  to  malignant  degeneration  is  currently  being 
studied  in  a variety  of  neoplastic  processes.  It  is 
known®  that  in  actinic  keratoses  some  epithelial 
nuclei  have  increased  amounts  of  DNA  and  that 
such  increases  commonly  occur  in  arithmatic  mul- 
tiples (2X  normal  is  the  diploid  amount,  4X  nor- 
mal is  tetraploid  and  8X  normal  is  octoploid). 
An  increased  susceptibility  of  cells  containing  such 
abnormal  amounts  of  DNA  is  another  possible 
explanation  for  the  local  effects  of  5-FU  on  actinic 
keratoses,  but  does  not  explain  its  effect  on  such 
a purely  inflammatory  condition  as  seborrheic 
dermatitis.  Van  Scott^®  has  suggested  that  any 
physical  or  chemical  disruption  of  the  normal 
epidermal  barrier  may  of  itself  be  sufficient  to  per- 
mit absorption  of  5-FU,  which  would  then  react 
with  epithelial  cells.  The  compound  has  not  been 
tested  on  an  adequate  variety  of  benign  dematoses 
to  verify  this  possibity,  although  its  previously 
described  negative  effect  on  psoriasis  would  also 
be  difficult  to  explain  on  this  basis. 

The  histology  of  lesions  undergoing  treatment 
with  5-FU  was  studied  by  Dillaha.^  He  observed 
that  the  originally  anaplastic  squamous  cells  be- 
came further  enlarged  and  developed  bizarre  nu- 
clei, followed  by  an  acantholytic-like  rounding  up 
of  these  cells  with  subsequent  separation  of  entire 
epidermis  from  the  dermis,  leaving  a superficial 
ulcer  and  an  intense  monuclear  infiltrate  in  the 
upper  corium. 
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Further  investigations  into  these  problems  are 
currently  being  carried  out  in  the  Division  of 
Dermatology  in  an  effort  to  more  precisely  de- 
termine the  nuclear  and  DNA  changes  occurring 
as  an  actinic  keratosis  undergoes  malignant  de- 
generation and  how  these  changes  are  affected  by 
5-FU. 

Summary 

5-Fluorouracil,  a cytotoxic  agent  used  primarily 
for  the  treatment  of  internal  malignancies,  was 
incorporated  into  a 3%  ointment  and  applied 
daily  to  pre-malignant  actinic  (senile)  keratoses 
of  the  skin  for  a period  of  3 to  4 weeks.  The 
compound  produces  a marked  and  highly  selective 
reaction  limited  to  actinically  damaged  skin.  Fa- 
cial, neck  and  scalp  lesions  respond  very  well  with 
complete  clearing,  while  approximately  50%  of 
those  on  the  arms  are  removed  with  a single  course 
of  treatment.  The  material  does  not  penetrate 
deeply  enough  to  effect  a cure  in  frankly  malignant 
and  invasive  lesions. 


Adverse  reactions  were  very  few  and  limited 
to  minor  irritations  in  areas  of  seborrheic  derma- 
titis and  a phototoxic  reaction.  • 
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Science  Fair  Award  Winner 


Mary  Moore,  a Ninth  grader  at  Rifle  Junior  High  School,  Rifle,  Colorado,  won  the  Colorado 
Medical  Society's  award  for  outstanding  exhibit  in  the  biological  sciences  at  the  1966  Colorado- 
Wyoming  Bi-State  Science  Fair  for  her  exhibit  on  “Water  Pollution  of  the  Colorado,  Eagle, 
and  Roaring  Fork  Rivers.”  Miss  Moore  won  an  Honorable  Mention  in  the  Junior  High 
Division  of  Biological  Sciences  at  the  Fair  which  was  held  in  Boulder,  Colorado.  As  part 
of  her  award  from  the  Medical  Society  she  and  her  mother  were  guests  of  the  Colorado 
Medical  Society  during  its  annual  meeting  at  the  Broadmoor,  September  25  through  28, 
where  her  exhibit  was  put  on  display. 
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o R O A N I Z AT  I ON 


Abstract  of  House  of  Delegates  Proceedings 
Wyoming  State  Medical  Society* 

SIXTY-TfflRD  ANNUAL  MEETING 

August  30,  31,  September  1,  2, 1966 

Jackson  Lake  Lodge,  Grand  Teton  National  Park, 

Wyoming 

FIRST  MEETING 

Wednesday,  August  31, 1966,  9:00  a.m. 

The  Sixty-third  Annual  Meeting  of  the  House  of 
Delegates  of  the  Wyoming  State  Medical  Society 
was  called  to  order  at  Jackson  Lake  Lodge,  Grand 
Teton  National  Park,  Wyoming,  at  9:20  a.m.  on 
Wednesday,  August  31,  1966,  by  President  Thomas 
Nicholas.  President  Nicholas  introduced  Mr.  Don 
Derry,  Executive  Secretary  of  the  Colorado  Medical 
Society.  President  Nicholas  then  turned  the  gavel 
over  to  Dr.  John  H.  Froyd,  Speaker  of  the  House 
of  Delegates. 

Speaker  of  the  House  of  Delegates,  Dr.  John  H. 
Froyd,  called  on  Dr.  Laurence  W.  Greene,  Chairman 
of  the  Credentials  Committee,  for  his  report.  Dr. 
Greene  called  the  roll  and  announced  that  a quorum 
was  present. 

Speaker  Froyd  called  for  approval  of  the  minutes 
of  the  1965  meeting  of  the  House  of  Delegates  as 
printed  in  the  packet.  It  was  moved  by  Dr.  E.  George 
Johnson  and  seconded  by  Dr.  Norman  R.  Black 
that  the  minutes  of  the  1965  meeting  be  approved 
as  printed  in  the  packet.  Motion  carried. 

Speaker  Froyd  called  for  approval  of  the  minutes 
of  the  Council  meeting  of  August  27,  1965.  It  was 
moved  by  Dr.  Frederick  H.  Haigler  and  seconded  by 
Dr.  Henry  N.  Stephenson  that  the  minutes  be  ap- 
proved as  printed  in  the  packet.  Motion  carried. 

Approval  of  the  minutes  of  the  Council  meeting 
of  December  19,  1965,  was  called  for  by  Speaker 
Froyd.  It  was  moved  by  Dr.  Claude  O.  Grizzle  and 
seconded  by  Dr.  David  M.  Anderson  that  the  min- 
utes be  approved  as  printed  in  the  packet.  Motion 
carried. 

Speaker  Froyd  called  for  approval  of  the  minutes 
of  the  March  17,  1966,  meeting  of  the  Council.  It 
was  moved  and  seconded  that  they  be  approved. 
Motion  carried. 

* These  minutes  represent  actions  taken  largely  on  material 
from  the  official  packet  of  the  Wyoming  State  Medical  So- 
ciety. This  packet  contains  the  reports  that  are  representa- 
tive of  committee  activities  and  recommendations  and  form 
an  official  part  of  these  minutes. 


Speaker  Froyd  called  for  approval  of  the  minutes 
of  the  June  5,  1966,  meeting  of  the  Council.  It  was 
moved  by  Dr.  R.  W.  Holmes  that  the  minutes  of  all 
of  the  Council  meetings  be  referred  to  the  appropri- 
ate Reference  Committee  for  their  consideration 
and  then  referred  to  the  House  of  Delegates  for  any 
action  intended  by  the  Council.  Seconded  by  Dr. 
H.  B.  Anderson.  Motion  carried.  The  report  was 
accepted  and  the  recommendation  of  the  Council  on 
the  increase  in  dues  was  referred  to  the  Reference 
Committee  on  Executive,  Governmental  Affairs,  and 
Economics. 

Speaker  Froyd  called  for  approval  of  the  Council 
meeting  minutes  of  August  30,  1966.  It  was  moved 
by  Dr.  Norman  R.  Black  and  seconded  by  Dr. 
Duane  M.  Kline  that  the  minutes  be  approved  and 
referred  to  the  Reference  Committee  on  Executive, 
Governmental  Affairs,  and  Economics.  Motion  car- 
ried. 

After  lengthy  discussion  regarding  the  approval  of 
action  taken  by  the  Council  as  reflected  in  its  min- 
utes, it  was  moved  by  Dr.  R.  W.  Holmes  that  the 
House  of  Delegates  at  this  sitting,  accept  the  min- 
utes of  the  Council  as  printed  for  referral  to  the 
Reference  Committee  for  recommended  action,  to 
the  second  meeting  of  the  House  of  Delegates.  Sec- 
onded by  Dr.  H.  B.  Anderson.  Motion  carried. 

Speaker  Froyd  asked  if  the  House  of  Delegates 
rescinded  the  previous  motion.  By  a majority  vote, 
such  motion  was  rescinded.  All  Council  reports  were 
referred  to  the  Executive,  Governmental  Affairs,  and 
Economics  Committee. 

President  Nicholas  referred  to  the  Code  of  Inter- 
professional Relations  for  Physicians  and  Pharma- 
cists in  Wyoming.  He  stated  that  it  was  proposed 
two  years  ago  but  omitted  from  last  year’s  agenda 
and  was  now  being  presented  to  the  House  of  Dele- 
gates for  consideration.  Dr.  Nicholas  moved  that  the 
Code  be  approved  and  accepted  by  the  House  of 
Delegates.  Speaker  Froyd  stated  that  there  was  no 
purpose  in  further  action  at  this  time,  but  that  it  be 
referred  to  the  Medical  Services  Committee  to  be 
reported  out  and  appropriate  action  taken  at  the 
second  meeting  of  the  House  of  Delegates. 

Speaker  Froyd  called  on  Mr.  Don  Derry,  Execu- 
tive Secretary  of  the  Colorado  Medical  Society,  who 
addressed  the  House  of  Delegates  briefly. 

Speaker  Froyd  introduced  the  Field  Representative 
of  AMA,  Mr.  Dallas  Whaley,  who  made  a few  brief 
remarks. 

Acknowledging  an  introduction  by  Speaker  Froyd 
was  Bob  Ethridge  of  the  Department  of  Medicine 
and  Religion  of  the  AMA. 

Dr.  Curtis  Jones,  President  of  the  Idaho  Medical 
Society,  acknowledged  an  introduction  by  Speaker 
Froyd. 
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Officers’  reports 

Dr.  Roger  P.  Mattson,  Treasurer,  submitted  his 
report  as  printed  in  the  packet  but  added  that  the 
Council  now  serves  as  the  Scholarship  Loan  Com- 
mittee and  suggested  that  this  function  be  trans- 
ferred to  the  AMA-ERF.  He  stated  that  they  had 
a fund  of  $3,000  in  cash  and  another  $2,000  in  notes 
receivable  and  stated  that  the  entire  affairs  of  the 
loan  committee  could  be  transferred  to  AMA-ERF. 
Dr.  Mattson  then  moved  that  this  matter  be  referred 
to  the  committee  on  Research.  Organization,  and 
Scientific  Program.  Dr.  Froyd  stated  that  a second 
was  not  necessary  and  that  the  motion  was  referred 
to  the  committee  on  E.xecutive,  Governmental 
Affairs,  and  Economics. 

It  was  moved  by  Dr.  R.  W.  Holmes  that  the 
Treasurer's  Report,  with  the  exception  of  the  mo- 
tion, be  approved.  Seconded  by  Dr.  Frank  J. 
Bertoncelj.  Motion  carried. 

Dr.  Laurence  W.  Greene  gave  the  Secretary's  Re- 
port, which  was  set  forth  in  the  packet,  and  then 
read  a letter  from  Mrs.  Louis  Booth,  State  Chair- 
man of  the  Auxiliary  for  the  AMA-ERF.  It  was 
moved  by  Dr.  Elmer  S.  McKay  and  seconded  by 
Dr.  Frank  J.  Bertoncelj,  that  the  report  of  the  Secre- 
tary be  approved.  Motion  carried. 

Dr.  H.  B.  Anderson,  as  delegate  to  the  AMA,  re- 
ported on  the  highlights  of  the  last  meeting  of  the 
AMA.  It  was  moved  by  Dr.  Claude  O.  Grizzle  and 
seconded  by  Dr.  Paul  R.  Yedinak  that  the  report  of 
Dr.  Anderson  be  approved.  Motion  carried. 

Mr.  Arthur  Abbey,  Executive  Secretary,  advised 
that  his  report  was  in  the  packet  at  Pages  9 through 
19  and  if  there  were  any  questions  he  would  be 
glad  to  answer  them.  There  being  no  questions,  it 
was  moved  by  Dr.  R.  W.  Holmes,  and  seconded  by 
Dr.  R.  D.  Bloemendaal  that  the  report  be  approved. 
Motion  carried. 

After  a question  by  Dr.  R.  W.  Holmes,  Speaker 
Froyd  stated  that  all  reports  were  automatically  re- 
ferred to  the  appropriate  Reference  Committee  for 
discussion  and  recommendation  where  indicated.  The 
report  of  the  Executive  Secretary  was  referred  to 
the  committee  on  Executive,  Governmental  Affairs, 
and  Economics. 

Committee  reports 

Dr.  H.  B.  Anderson,  reporting  for  the  Consti- 
tution and  Bylaws  Committee  stated  that  the  sug- 
gested changes  were  intended  to  implement  the  func- 
tion of  the  Speaker  and  Vice  Speaker  of  the  House. 
Dr.  Anderson  suggested  that  all  of  the  changes  be 
laid  over  until  the  next  annual  meeting  of  the  House 
of  Delegates,  but  proposed  the  following  changes: 

Page  4,  Article  V,  Sec.  1.  Add  at  the  end  of  the  first 
paragraph,  “(4)  The  Speaker  and  Vice  Speaker.” 

Page  5,  Article  V,  Sec.  6.  “1.  Call  to  order  by  the  Presi- 
dent or  Speaker  of  the  House.” 

Page  6,  Article  VI,  Sec.  1.  Add  to  the  end  of  the  para- 
graph, “The  Speaker  and  Vice  Speaker  of  the  House  will 
be  ex-officio  members.” 

Page  6,  Article  VII,  Sec.  2.  At  the  end  of  the  second  line, 
after  President,  add,  “or  by  the  Speaker  of  the  House  of 
Delegates.” 

Page  7,  Article  VIH,  Sec.  1.  Add  after  Councilors,  “a 
Speaker  and  Vice  Speaker  of  the  House  of  Delegates  and 
an  Executive  Secretary  as  provided  in  the  Bylaws.” 


Page  7,  Article  VIII,  Sec.  2.  "The  officers,  except  the 
Councilors,  Delegate  and  Alternate  Delegate  to  the  American 
Medical  Association,  the  Speaker  and  Vice  Speaker,  shall 
be  elected  . . .” 

Page  16,  Chapter  IV,  Sec.  1.  After  President,  add  to  the 
7th  line,  “or  Speaker  of  the  House  of  Delegates.” 

Page  18,  Chapter  IV,  Sec.  10.  In  the  second  line,  after 
President,  add,  "Speaker  of  the  House  of  Delegates.” 

Page  18,  Chapter  IV,  Sec.  11.  Second  line  of  the  last  para- 
graph, after  President,  add,  “or  by  the  Speaker.” 

Page  19,  Chapter  IX,  Sec.  1.  Second  sentence  to  read:  “He 
shall  preside  over  the  House  of  Delegates  unless  the  House 
elects  a Speaker  and  Vice  Speaker  to  preside.  The  President 
of  the  Society  will  be  President  of  the  Council.” 

Table  of  Organization  following  Page  30,  add,  “Speaker 
and  Vice  Speaker”  under  the  House  of  Delegates. 

Speaker  Froyd  referred  Dr.  Anderson’s  report  to 
the  committee  on  Research,  Organization,  and  Scien- 
tific Program. 

Dr.  R.  W.  Holmes,  reporting  for  the  committee 
on  Governmental  Affairs,  stated  that  the  written  re- 
port was  on  Page  46  of  the  packet  but  that  the  com- 
mittee was  meeting  that  afternoon  and  would  sub- 
mit to  the  proper  Reference  Committee  an  adden- 
dum report  concerning  a meeting  that  was  held  since 
the  written  report  was  submitted.  Speaker  Froyd  re- 
ferred the  report  to  the  committee  on  Executive, 
Governmental  Affairs,  and  Economics. 

Speaker  Froyd  stated  that  since  he  was  the  only 
member  of  the  Grievance  Committee  in  attendance, 
he  would  report  that  to  his  knowledge  nothing  had 
been  brought  before  it  during  the  past  year. 

Dr.  Thomas  Nicholas  reported  on  the  Council  by 
saying  that  the  House  of  Delegates  had  been  through 
all  of  the  Council  minutes,  but  called  attention  to 
the  recommendation  of  the  Council  that  they  partici- 
pate in  a male  diabetic  summer  camp  to  be  held  at 
the  Schwinn  Camp  near  Dubois.  The  Council  meet- 
ing minutes  with  this  recommendation  were  referred 
to  the  committee  on  Executive,  Governmental  Af- 
fairs, and  Economics. 

The  report  of  the  Special  Advisory  Committee  to 
Children,  State  Health  Department,  Page  50  of  the 
packet,  was  referred  to  the  Reference  Committee  on 
Medical  Services. 

Special  Advisory  Committee  for  Diabetes  Camp 
was  referred  to  the  Medical  Services  Committee. 

Dr.  Thomas  Nicholas  reported  for  the  commit- 
tee on  Study  of  Administration  and  stated  that  the 
committee  held  one  formal  meeting  and  several  in- 
formal meetings  and  made  some  studies  which  were 
not  complete,  that  Dr.  Brendan  P.  Phibbs  is  not 
ready  to  make  a report  or  recommendation  but  that 
he  asked  that  the  committee  be  continued  so  that 
a report  could  be  made  next  year.  Speaker  Froyd 
referred  the  oral  report  to  the  committee  on  Execu- 
tive, Governmental  Affairs,  and  Economics. 

Dr.  Francis  Barrett’s  report  on  WICHE,  on  Page 
51  of  the  packet  was  referred  to  the  committee  on 
Research,  Organization,  and  Scientific  Program. 

Dr.  Barrett’s  report  on  the  Rocky  Mountain 
Medical  Journal  was  also  referred  to  the  committee 
on  Research,  Organization,  and  Scientific  Program. 

The  reports  of  the  Reference  Committees  and  the 
subcommittees  listed  on  Page  2 of  the  packet  were 
all  referred  to  the  appropriate  committee  under 
which  they  are  listed. 
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Dr.  T.  L.  Johnston  presented  four  resolutions  as 
a part  of  the  Fee  Schedule  report.  This  was  referred 
to  the  committee  on  Executive,  Governmental  Af- 
fairs, and  Economics. 

Speaker  Froyd  stated  that  the  Executive,  Govern- 
mental Affairs,  and  Economics  Committee  would 
receive  the  report  of  the  Insurance  and  Retirement 
Committee,  Legislative,  Military  and  Veterans’ 
Affairs. 

Dr.  Ray  Christensen  announced  that  the  Nom- 
inating Committee  would  meet  Thursday  at  1:30 
p.m. 

Speaker  Froyd  stated  that  the  committee  on  Pub- 
lic Relations,  State  Institutions,  Student  Loan  Fund, 
Medical  Services  Committee,  including  Medical  As- 
sistance, Medicine  and  Religion,  Nursing  Shortage, 
Public  Health,  Public  Safety,  would  be  referred  to 
the  Executive,  Governmental  Affairs,  and  Economics 
Committee. 

Speaker  Froyd  announced  that  the  Research,  Or- 
ganization, and  Scientific  Program  Committee,  Dr. 
Paul  R.  Yedinak,  Chairman,  would  receive  and  dis- 
cuss the  reports  on  the  AMA-ERF,  Credentials  Com- 
mittee, Historical  Committee,  Memorial  Committee, 
Orientation  Program,  Entertainment,  Program, 
Resolutions,  Rocky  Mountain  Medical  Conference, 
Science  Fair,  and  Time  and  Place  Committees. 

New  business 

Speaker  Froyd  called  for  new  business.  Dr.  Frank 
W.  Laird  moved  that  the  State  Society  go  on  record 
approving  in  principle  the  idea  that  physicians  take 
over  the  current  job  that  is  being  done  by  coroners. 
Seconded  by  Dr.  T.  L.  Johnston.  Motion  carried.  The 
matter  was  referred  to  the  committee  on  Medical 
Services. 

Dr.  Claude  O.  Grizzle  presented  three  resolutions 
proposed  by  the  Laramie  County  Medical  Society, 
the  first  of  which  pertained  to  members  still  in  active 
practice  who  have  attained  the  age  of  70  years  and 
who  are  relieved  of  their  dues-paying  responsibilities, 
however  forfeiting  their  right  to  hold  office  and 
vote.  It  was  the  feeling  of  some  of  the  members  of 
Laramie  County  that  they  should  not  be  relegated  to 
second  class  citizen  status  and  they  therefore  wish 
to  bring  before  this  body  the  proposition  that  when  a 
man  reaches  70  and  he  is  still  in  active  practice,  he 
be  allowed  full  privileges,  including  the  right  to  vote 
and  to  hold  office  on  a dues-free  basis. 

No.  2.  “Our  society  recommended  that  this  society 
in  its  annual  budget  allocate  $200  for  the  support  of 
the  Winter  Seminar  which  we  held  last  year,  on  a 
continuing  basis  for  however  long  the  seminars  are 
held.” 

No.  3.  Dr.  Grizzle  stated  that  this  resolution  per- 
tains to  the  liability  of  physicians  performing  their 
duties  on  various  committees,  specifically  that  it  be 
recommended  that  this  society  consider  going  on 
record  and  backing  legislation  in  the  next  State 
Legislature  a statute  patterned  after  California's  1963 
Statute  43.7,  stating  that  there  shall  be  no  financial 
liability  against  any  member  of  a duly  constituted 
committee  of  state,  local,  or  other  professional  soci- 
ety or  of  a licensed  hospital  when  he,  in  conjunction 


with  other  members  of  that  committee  perform  their 
duties  without  malice  in  the  public  interest  and  to 
achieve  higher  standards  of  medical  care  and  to  re- 
duce unnecessary  hospital  and  medical  expenses,  or 
that  there  should  be  no  financial  liability  against  said 
physician  for  performing  his  duties  on  a duly  con- 
stituted committee.  Dr.  Grizzle  stated  that  he  could 
present  the  resolution  in  writing.  Speaker  Froyd  sug- 
gested that  the  resolutions  be  prepared  in  written 
form  and  submitted  to  the  proper  Reference  Com- 
mittee. 

Dr.  Bernard  Stack  presented  a resolution  from 
the  Fremont  County  Medical  Society  establishing 
witness  fees  for  physicians  in  Workmen’s  Compensa- 
tion cases  at  $100  for  one-half  day  and  $200  for 
each  full  day's  attendance  at  a trial.  Speaker  Froyd 
referred  the  resolution  to  the  committee  on  Medical 
Service. 

Dr.  Duane  M.  Kline  presented  two  resolutions, 
one  regarding  changing  the  present  Workmen’s  Com- 
pensation Law  requirement  of  notifying  the  com- 
mission within  ten  days  of  the  acceptance  of  a case 
and  on  all  follow-up  treatment,  notice  within  30 
days.  He  suggested  a resolution  recommending  a 
change  to  30  days  for  the  initial  notification  and  60 
days  for  the  secondary  notification. 

The  second  resolution  recommended  by  Dr.  Kline 
is  that  the  Society  go  on  record  as  opposing  legisla- 
tion in  the  field  of  a single  disease,  specifically  with 
reference  to  the  PKU  problem.  Speaker  Froyd  re- 
ferred both  resolutions  to  the  Medical  Services  Com- 
mittee. 

Dr.  David  M.  Anderson  presented  a resolution 
from  the  Albany  County  Society  urging  the  Wyom- 
ing State  Legislature  to  pass  legislation  designed  to 
facilitate  the  bonding  of  hospital  construction  in 
counties  lacking  an  adequate  tax  base.  Speaker  Froyd 
referred  the  resolution  to  the  committee  on  Medical 
Services. 

Dr.  John  J.  Corbett  offered  the  following  three 
resolutions  by  the  Natrona  County  Medical  Society: 

“Resolved,  That  the  constitution  of  the  Wyoming  State 
Medical  Society  be  revised  to  provide  that  AMA  membership 
not  be  required  as  a condition  of  membership  in  our  State 
society.” 

“Resolved,  That  the  Society  recommend  to  the  State  Legis- 
lature that  a one  mill  limit  on  the  levy  to  support  county 
health  and  welfare  programs  be  increased  to  five  mills.” 

“Resolved,  That  the  Wyoming  State  Medical  Society  go  on 
record  as  being  in  opposition  to  Senate  Bill  2568,  commonly 
known  as  the  medical  restraint  in  trade  bill  offered  by  Sen- 
ator Hart  of  Michigan,  and  that  the  Secretary  of  our  society 
be  empowered  to  so  notify  our  representatives  in  the  Senate 
and  the  House  of  Representatives.” 

Speaker  Froyd  referred  the  three  resolutions  to  the 
Executive,  Governmental  Affairs,  and  Economics 
Committee. 

Speaker  Froyd  announced  that  the  Hon.  William 
Henry  Harrison  would  be  at  the  WYOPAC  luncheon 
and  that  Mr.  Stan  Hathaway  would  be  at  the  bar- 
becue. 

Dr.  Harry  C.  Crawford  offered  a resolution  that 
the  Wyoming  State  Medical  Society  back  new  legisla- 
tion to  change  the  present  abortion  laws  to  permit 
abortions  under  certain  circumstances.  This  resolu- 
tion was  referred  to  the  Medical  Services  Committee. 
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Dr.  Alberts  spoke  at  length  in  explanation  of  Title 
XIX,  following  which  Dr.  Thomas  Alphin,  Medical 
Director  of  Equitable  Life  Assurance  Society,  ad- 
dressed the  House  of  Delegates  on  the  same  matter. 
It  was  suggested  that  the  remarks  of  Dr.  Alberts 
and  Dr.  Alphin  be  referred  to  one  of  the  Reference 
Committees  in  the  hope  that  some  action  or  resolu- 
tion would  emit  from  such  referral. 

Speaker  Froyd  stated  that  the  Society  had  lost 
three  members  by  death  during  the  past  year: 

Dr.  Kenneth  R.  Petsch,  Cheyenne,  Wyoming 

Dr.  Harold  B.  Rae,  Torrington,  Wyoming 

Dr.  Roscoe  H.  Reeve,  Casper,  Wyoming 

The  House  then  stood  in  a moment  of  silence  in 
remembrance  of  the  deceased  members. 

It  was  moved  by  Dr.  Harry  C.  Crawford  and  sec- 
onded by  Dr.  Bernard  Stack  that  the  House  stand 
in  recess  until  the  next  session  on  Friday,  September 
2,  1966.  Motion  carried. 

SECOND  MEETING 

Friday,  September  2, 1966,  1:30  p.m. 

The  second  session  of  the  House  of  Delegates  was 
called  to  order  at  1:30  p.m.  by  Dr.  John  Froyd, 
Speaker  of  the  House.  Dr.  Laurence  W.  Greene, 
Secretary,  called  the  roll  and  announced  that  a quo- 
rum was  present. 

Dr.  Thomas  Alphin,  Medical  Director  for  Equi- 
table Life  Assurance  Society,  after  having  discussed 
Title  XIX  with  the  membership  since  the  first  meet- 
ing of  the  House  of  Delegates,  was  called  upon  to 
make  additional  remarks  since  his  time  was  limited 
when  he  spoke  near  the  conclusion  of  the  first  ses- 
sion. It  was  moved  by  Dr.  T.  L.  Johnston  and  sec- 
onded by  Dr.  Raymond  E.  Kunkel  that  the  House 
tender  Dr.  Alphin  a vote  of  thanks  for  his  service  at 
the  committee  meeting  September  1,  in  helping  the 
members  understand  matters  of  great  complexity. 
Motion  carried  and  Speaker  Froyd  tendered  the 
thanks  of  the  House  of  Delegates  to  Dr.  Alphin. 

Speaker  Froyd  then  introduced  Dr.  Theodore  R. 
Pfundt,  Director  of  the  National  Foundation  and 
Medical  Director  of  the  Children's  Memorial  Hos- 
pital at  Omaha. 

Executive,  Governmental  Affairs,  and  Economics 
Reference  Committee  report 

Dr.  Duane  M.  Kline,  in  the  absence  of  Dr. 
G.  Myron  Harrison,  reported  for  the  committee  on 
Executive,  Governmental  Affairs,  and  Economics. 

Dr.  Kline  stated  that  the  committee  recommended 
that  the  minutes  of  the  Council  be  approved,  with 
one  exception,  the  August  30  minutes  of  1966.  He 
commented  on  the  meeting  of  March  17,  1966,  re- 
garding the  recommendation  that  a committee  to 
expedite  the  emergency  fund  for  physicians’  families 
should  be  formed.  This  was  not  considered  a matter 
of  discussion  but  the  committee  wished  to  apprise  the 
House  of  its  feelings.  Dr.  Kline  then  stated  that  the 
minutes  of  August  30  should  be  approved  only  if 
Resolutions  3 and  4 under  Fee  Schedule  Committee 
resolutions  are  passed  by  this  body.  Dr.  Kline  then 
read  the  following: 


“The  Council  recommended  to  the  House  of  Delegates  of 
the  Wyoming  State  Medical  Society  that  the  Fee  Schedule 
Committee  be  disbanded.” 

Dr.  Kline  urged  that  there  be  some  kind  of  fee  sched- 
ule committee  and  that  this  was  taken  care  of  in  the 
fee  schedule  resolutions. 

Dr.  Kline  stated  that  it  was  recommended  that  the 
Treasurer's  report  be  approved,  that  the  Executive 
Secretary's  report  be  approved,  and  that  the  Govern- 
mental Affairs  Committee  report  be  approved,  includ- 
ing the  addendum  report. 

ADDENDUM  REPORT 

GOVERNMENTAL  AFFAIRS  COMMITTEE 

Dr.  Barber,  Dr.  Preston,  and  I met  with  Mr.  Everett 
Copenhaver  and  Mr.  Kirk  Jensen  of  Workmen’s  Compensa- 
tion Department  in  Cheyenne  on  August  10  to  present  the 
Society  viewpoint  concerning  usual  and  customary  fees. 
Although  the  representatives  were  receptive  to  this  view- 
point, Mr.  Copenhaver  stated  that  the  Attorney  General 
had  interpreted  Workmen’s  Compensation  Act  to  state  there 
would  be  a fee  schedule.  To  get  away  from  a fee  schedule 
would  require  a change  in  state  statutes  by  act  of  the 
State  Legislature.  He  felt  this  would  be  difficult  but  would 
depend  on  how  hard  the  Wyoming  State  Medical  Society 
would  work  on  it.  He  stated  he  had  no  opposition  as  trus- 
tee of  the  fund  but  would  not  like  to  see  wholesale  revi- 
sions upward. 

The  Committee  feels  that  a special  committee  should  be 
assigned  the  task  of  studying  the  Workmen’s  Compensa- 
tion Act  with  the  idea  of  rewriting  the  entire  Act  concern- 
ing its  medical  aspects. 

Dr.  Barber  and  I met  with  Mr.  Grow,  Mr.  Peterson,  and 
Mr.  Silburn  of  the  State  Welfare  Department.  The  discus- 
sion centered  on  physicians  accepting  assignments.  They 
requested  us  to  ask  doctors  to  so  do.  Our  committee  feels 
that  since  the  law  (Public  Law  87-89)  permits  the  phy- 
sicians to  accept  assignments  or  not,  then  we  should  take 
no  stand  as  a State  Society  to  abrogate  that  privilege. 
The  Welfare  Department  says  they  need  to  know  what  we 
do.  The  State  Welfare  Department  told  us  that  they  had  di- 
rected the  County  Department  to  pay  fees  on  the  Preferred 
Blue  Shield  Schedule.  They  also  stated  that  in  some  coun- 
ties with  low  funds  this  schedule  might  not  be  followed. 
It  was  also  noted  that  the  State  Department  has  no  author- 
ity to  tell  the  County  Department  what  it  shall  pay. 

A meeting  with  Mr.  John  Anderson  brought  out  that  it 
was  a good  idea  to  have  a signed  form  for  each  Medicare 
patient.  This  is  necessary  because  the  law  requires  the  car- 
rier to  pay  the  beneficiary,  his  legal  advisor,  or  the  as- 
signee. 

The  final  meeting  was  held  August  31,  at  Jackson  Lake 
Lodge,  and  plans  for  continued  action  by  the  committee 
were  formulated  and  these  have  been  alluded  to  in  the 
printed  report  in  the  Delegates’  Packet. 

Respectfully  submitted, 

R.  W.  Holmes,  MD,  Chairman 

Speaker  Froyd  stated  that  the  matters  should  be 
approved  as  they  are  presented,  and  unless  there  was 
an  objection,  he  would  entertain  a motion  to  ap- 
prove the  officers’  reports.  Dr.  R.  'W.  Holmes  moved 
and  Dr.  Goode  R.  Cheatham  seconded,  that  the  re- 
ports referred  to  be  approved.  Motion  carried. 

Speaker  Froyd  stated  the  special  reports  had  been 
submitted  and  referred  to  the  appropriate  commit- 
tees. Dr.  Duane  M.  Kline  moved  that  the  special  re- 
ports referred  to  Executive,  Governmental  Affairs, 
and  Economics  Committee  be  approved.  Seconded  by 
Dr.  Elmer  S.  McKay.  Motion  carried. 

Dr.  Kline  called  for  passage  of  the  Reference 
Committee  reports  on  Pages  2 and  3,  and  moved  that 
they  be  accepted  by  the  House  of  Delegates.  Second- 
ed by  Dr.  Henry  N.  Stephenson.  Motion  carried. 

Dr.  Kline  read  the  following  resolution: 

“Resolved,  That  the  Wyoming  State  Medical  Society  annual 
dues  be  increased  $25.00,  effective  January  1,  1967.” 
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Dr.  Kline  moved  its  approval.  Seconded  by  Dr. 
R.  W.  Holmes.  Motion  carried  unanimously. 

Dr.  Kline  read  the  resolution  presented  to  the 
Wyoming  State  Medical  Society  House  of  Delegates 
relating  to  Title  XIX  legislation  for  Wyoming,  as  sub- 
mitted, and  moved  that  it  do  not  pass.  Dr.  Ray  Kun- 
kel  moved  that  action  on  the  original  resolution  be 
tabled  until  the  amended  resolution  was  read.  Sec- 
onded by  Dr.  John  J.  Corbett.  Motion  carried.  Dr. 
Kline  then  read  the  amended  resolution  as  follows: 

“Wheeeas,  At  the  request  of  the  Governor  of  Wyoming, 
legislation  will  be  proposed  in  January,  1967,  enabiing  the 
State  of  Wyoming  to  participate  in  Title  XIX  of  Public  Law 
89-97  (the  Medicare  Law);  and 

“Whereas,  Title  XIX  is  an  extension  of  Public  Assistance 
Health  Benefits  to  all  citizens  declared  ‘Medically  Indigent,’ 
and  will  encompass  an  ever  increasing  segment  of  Wyoming’s 
population,  initially  involving  an  estimated  16.5%  of  our 
citizens;  and 

“Whereas,  Title  XIX  legislation  should  therefore  be  a mat- 
ter of  concern  to  all  physicians,  dentists,  pharmacists,  hos- 
pitals, and  all  other  providers  of  health  care,  as  well  as  to 
all  citizens  of  Wyoming; 

“Be  It  Therefore  Resolved,  That  the  House  of  Delegates  of 
the  Wyoming  State  Medical  Society  recommend  to  the  1967 
Wyoming  State  Legislature  that  the  following  provisions  be 
included  into  any  Title  XIX  enabling  legislation; 

“(1)  That  the  single  designated  state  agency  for  adminis- 
tration of  Title  XIX  be  the  State  of  Wyoming  Department  of 
Public  Health. 

“(2)  That  the  Wyoming  State  Legislature  and  the  Wyoming 
Department  of  Public  Health  be  responsible  for  establishing 
standards  of  eligibility  for  Title  XIX  benefits  (i.e.;  income 
and  property  levels). 

“(3)  That  the  State  of  Wyoming  Department  of  Public 
Welfare  be  responsible  for  determining  the  eligibility  of  the 
individual  recipients  in  accordance  with  the  standards  estab- 
lished by  the  Wyoming  State  Legislature  and  the  State  of 
Wyoming  Department  of  Public  Health. 

“(4)  That  the  fiscal  intermediary  for  the  Title  XIX  pro- 
gram be  private  carriers  as  is  the  case  in  Title  XVIII  (Medi- 
care for  citizens  over  age  65). 

“(5)  That  compensation  of  physicians  and  other  providers 
of  medical  services  be  on  the  basis  of  usual  and  customary 
fees.  If,  on  the  other  hand,  the  Wyoming  State  Legislature 
determines  that  a fee  schedule  is  necessary,  it  is  urged  that 
the  Title  XIX  fee  schedule  be  identical  with  that  of  Title 
XVIII. 

“(6)  That  physicians  be  permitted  the  choice  of  accepting 
assignments  from  Title  XIX  recipients  and  be  paid  directly 
by  the  fiscal  intermediary,  or  as  an  alternative,  bill  the 
patients  directly  with  the  patients  being  reimbursed  by  the 
fiscal  intermediary.  The  precedent  for  this  procedure  is  found 
in  the  Title  XVIII  Medicare  Law,  Part  B. 

“(7)  That  an  advisory  committee  be  selected  to  assist  the 
Director  of  Title  XIX,  to  include  representatives  of  the  Wyo- 
ming State  Medical  Society,  the  Wyoming  Hospital  Associa- 
tion, the  Wyoming  Pharmaceutical  Association,  and  the 
Wyoming  Nursing  Home  Association. 

“(8)  That  ‘Supplement  D’  be  recognized  as  a handbook  of 
arbitrary  rules  and  regulations  promulgated  by  the  Depart- 
ment of  Health,  Education,  and  Welfare,  and  does  not  neces- 
sarily represent  the  law  of  the  land  or  the  intent  of  Con- 
gress.” 

Dr.  Kline  moved  that  the  initial  resolution  be 
taken  off  the  table.  Seconded  by  Dr.  Ray  Kunkel. 
Motion  carried.  Speaker  Froyd  asked  for  a motion  to 
defeat  the  initial  resolution.  Dr.  Kunkel  so  moved 
and  it  was  seconded  by  Dr.  T.  L.  Johnston.  Motion 
carried  and  the  original  resolution  was  not  approved. 

Dr.  Kline  then  moved  the  amended  resolution  be 
approved  and  adopted.  Seconded  by  Dr.  T.  L. 
Johnston.  Motion  carried. 

Dr.  Kline  then  presented  the  following  resolution: 

“Whereas,  S2568  (The  Restraint  of  Medical  Practice  Bill) 
authorized  by  Hart  of  Michigan  is  an  unwarranted,  unneces- 
sary, and  poorly  planned  piece  of  legislation,  placing  undue 
restrictions  on  medical  practice; 

“Resolved,  That  the  Wyoming  State  Medical  Society  go  on 
record  as  being  in  opposition  to  S2568  and  the  Secretary  be 


empowered  to  so  notify  our  representatives  in  the  Senate 
and  House  of  Representatives,  and  our  State  Legislature  be 
requested  to  pass  a memorial  to  be  introduced  in  the  Con- 
gress.” 

Dr.  Kline  then  moved  the  passage  of  the  resolu- 
tion. Seconded  by  Dr.  John  J.  Corbett.  Motion  car- 
ried. 

Dr.  Kline  then  read  the  following: 

“Whereas,  It  is  recognized  that  certain  Wyoming  Counties 
have  a proportionately  higher  welfare  budget  than  others 
and  that  an  adequate  budget  cannot  be  supported  with  funds 
now  available,  and 

“Whereas,  The  limit  placed  on  the  County  for  health  and 
welfare  taxation  is  now  one  mill,  which  is  grossly  inadequate 
in  some  counties,  and 

“Whereas,  Present  Federal  legislation  may  require  propor- 
tionate local  participation  now  impossible; 

“Be  It  Therefore  Resolved,  That  the  Society  recommend 
and  encourage  legislation  in  the  State  Legislature  to  increase 
the  one  mill  limit  on  the  levy  to  support  county  health  and 
welfare  programs  to  five  (5)  mills.” 

Dr.  Kline  then  moved  that  the  resolution  be 
adopted.  Seconded  by  Dr.  T.  L.  Johnston.  Motion 
carried. 

Dr.  Kline  read  the  following  resolution  presented 
by  the  Albany  County  Medical  Society: 

“Whereas,  The  Wyoming  State  Medical  Society  recognizes 
that  inadequate  hospitals  exist  in  certain  Wyoming  counties 
because  of  the  present  tax  base  for  general  bonding  revenue, 
and 

“Whereas,  This  problem  is  presently  acute  in  Albany  Coun- 
ty where  the  major  community  enterprise,  the  University  of 
Wyoming,  is  a tax-free  institution,  and 

“Whereas,  Legislation  is  to  be  introduced  in  the  1967  Wyo- 
ming State  legislative  session  which  would  permit  establish- 
ment of  a hospital  district  for  Albany  County,  permitting  a 
higher  mill  levy  base  for  bonding  for  hospital  construction, 
and 

“Whereas,  Passage  of  such  legislation  would  establish  prec- 
edent for  other  counties  with  a similar  problem  now  or  in 
the  future, 

“Therefore  Be  It  Hereby  Resolved,  That  the  Wyoming  State 
Medical  Society  urge  the  Wyoming  State  Legislature  to  pass 
legislation  designed  to  facilitate  the  financing  of  hospital  con- 
struction in  counties  lacking  an  adequate  tax  base.” 

Dr.  Kline  moved  that  the  resolution  be  passed. 
Seconded  by  Dr.  William  E.  Bennett.  Motion  carried. 

Dr.  Kline  then  read  the  following  resolution: 

“Whereas,  It  is  apparent  that  the  Federal  Government  is 
increasingly  concerning  itself  with  medical  organization  as 
evidenced  by  the  antitrust  suit  directed  against  the  College 
of  American  Pathologists,  and  prior  judicial  rulings  have 
held  that  individual  members  are  responsible  for  the  acts 
and  liabilities  of  an  organization,  and 

“Whereas,  the  question  of  the  right  of  the  individual  to 
participate  or  not  in  an  organization  as  he  chooses  could  be 
raised  under  our  existing  constitution, 

“Be  It  Resolved,  That  the  Constitution  of  the  Wyoming 
State  Medical  Society  be  revised  to  provide  that  membership 
in  the  American  Medical  Association  not  be  a requirement 
of  membership  in  the  Wyoming  State  Medical  Society.” 

Dr.  Kline  stated  that  the  committee  recommended 
no  action  but  that  the  resolution  be  referred  to  the 
Bylaws  Committee.  Seconded  by  Dr.  John  J.  Corbett. 

Dr.  T.  L.  Johnston  moved  that  the  matter  be  con- 
sidered as  presented  at  this  time  and  considered  for 
action  next  year.  Dr.  John  J.  Corbett  withdrew  his 
second  to  the  first  motion  and  then  seconded  the  last 
motion.  Mr.  Byron  Hirst  spoke  regarding  the  resolu- 
tion and  suggested  that  the  first  two  paragraphs  be 
stricken  and  the  resolution  be  considered  as  read, 
beginning  with  “BE  IT  RESOLVED,”  and  that  the 
provision  referred  to  in  the  resolution  be  deleted 
from  the  Constitution. 
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Dr.  H.  B.  Anderson  moved  that  Article  IV,  Sec- 
tion 2 (e),  “and  dues  and  assessments  of  the  Amer- 
ican Medical  Association,”  be  deleted.  At  this  point 
Dr.  Johnston  asked  Dr.  Corbett  if  he  would  permit 
his  withdrawing  his  motion.  Dr.  Corbett  agreed  and 
the  motion  was  withdrawn.  Dr.  Johnston  then  sec- 
onded Dr.  Anderson’s  motion.  The  motion  to  amend 
the  Constitution  was  carried. 

Dr.  Kline  then  read  Resolution  No.  1 of  the  Fee 
Schedule  Committee,  as  follows: 

“RESOLUTION  No.  1.  No  Wyoming  State  Medical  Society 
representative  be  empowered  to  negotiate  with  any  agency 
for  compensation  to  Society  members  on  the  basis  of  any 
Blue  Shield  Fee  Schedule  until  these  schedules  have  been 
put  into  proper  balance.” 

Dr.  Kline  moved  that  the  resolution  be  passed. 
Seconded  by  Dr.  James  J.  Batty.  After  some  discus- 
sion, the  motion  on  the  foregoing  resolution  was 
tabled  and  Dr.  Kline  read  Resolutions  3 and  4 and 
amended  as  follows: 

“RESOLUTION  No.  3.  That  balancing  and  equalization  of 
fee  schedules,  and  negotiation  concerning  them,  is  too  de- 
tailed and  time  consuming  a job  for  the  Council  of  the 
Wyoming  State  Medical  Society;  and  that  the  House  of 
Delegates  therefore  delegate  these  tasks  to  a committee  orga- 
nized by  the  Government  Affairs  Committee  and  the  Pres- 
ident. 

“RESOLUTION  No.  4.  That  the  Fee  Schedule  Subcommit- 
tee of  the  Governmental  Affairs  Committee  of  the  Wyoming 
State  Medical  Society  be  directed  to  update  a 'usual  fee’ 
record,  representing  all  physicians  in  the  State  of  Wyoming, 
and  that  this  updating  be  done  at  least  annually,  using  a 
relative  value  scale  (such  as  California,  1964)  and  such  ex- 
perience as  is  accumulated  by  Wyoming  carriers.” 

Dr.  Kline  stated  that  this  was  the  meat  of  the 
change  desired  to  be  made  in  the  minutes  of  August 
31,  1966.  Dr.  Kline  moved  that  Resolution  No.  1 be 
passed.  Seconded  by  Dr.  Raymond  E.  Kunkel.  Mo- 
tion carried. 

Dr.  Kline  moved  that  Resolution  No.  3 be  ap- 
proved. Seconded  by  Dr.  T.  L.  Johnston.  Motion 
carried. 

Dr.  Kline  then  moved  the  approval  of  Resolution 
No.  4.  Seconded  by  Dr.  Harry  Crawford.  Motion 
carried. 

Dr.  Kline  then  read  Resolution  No.  2 as  follows: 

“RESOLUTION  No.  2.  The  Wyoming  State  Medical  Society 
inform  Blue  Shield  of  its  insistence  on  new  and  balanced  fee 
schedules  in  all  Blue  Shield  Plans.” 

Dr.  Kline  stated  that  the  resolution  came  from 
the  committee  with  a recommendation  that  it  do  not 
pass,  and  he  so  moved.  Following  a lengthy  discus- 
sion, Dr.  Ray  Kunkel  moved  that  the  Governmental 
Affairs  Committee  be  empowered  by  this  body  to 
carry  on  all  fee  negotiations  for  this  society.  Speaker 
Froyd,  following  further  discussion,  stated  that  there 
was  a motion  before  the  House  that  the  resolution 
do  not  pass,  and  asked  if  there  was  any  further  dis- 
cussion. There  being  none,  a standing  vote  was  taken 
and  the  resolution  was  defeated  18  to  12. 

Dr.  Harlan  B.  Anderson  referred  to  Page  25  of 
the  Constitution,  Chapter  XII,  Section  5,  and  moved 
that  the  paragraph  on  Blue  Shield  Fee  Schedule 
Committee  be  deleted.  Seconded  by  Dr.  T.  L. 
Johnston.  Motion  carried. 

Dr.  Kline  read  the  following  resolution  presented 
by  the  Laramie  County  Medical  Society. 


“Wheheas,  The  American  Medical  Association  allows  mem- 
bers attaining  the  age  of  70  years  to  be  relieved  of  their 
dues  paying  obligations,  but  with  forfeiture  of  their  voting 
and  office  holding  privileges,  and 

“Whereas,  The  Laramie  County  Medical  Society  has  been 
in  favor  of  allowing  its  members,  who  upon  reaching  the 
age  of  70  years  and  who  are  in  active  medical  practice  to 
maintain  their  full  privileges  including  their  right  to  vote 
and  to  hold  office  on  a dues  free  basis, 

“It  Is  Hereby  Resolved,  That  the  Wyoming  State  Medical 
Society  consider  changing  its  Bylaws  to  permit  its  members 
who  attain  the  age  of  70  years  and  continue  in  active  prac- 
tice to  maintain  their  full  privileges,  including  the  right  to 
vote  and  to  hold  office  on  a dues  free  basis.” 

Dr.  Kline  then  stated  that  the  committee  recom- 
mended that  the  resolution  be  referred  to  the  Bylaws 
Committee  for  its  study  and  recommendation,  and 
he  so  moved.  Seconded  by  Dr.  Claude  O.  Grizzle. 
Motion  carried. 

Dr.  Kline  then  read  the  following  resolution: 

“Whereas,  It  is  apparent  to  the  Laramie  County  Medical 
Society  of  the  need  to  establish,  as  a matter  of  public  policy, 
a clarification  of  the  responsibilities  and  status  of  physicians 
serving  on  duly  appointed  committees  that  the  Wyoming 
State  Medical  Society  initiate  measures  and  support  new 
legislation  in  the  1967  State  Legislature, 

“It  Is  Hereby  Resolved,  There  shall  be  no  monetary  liabil- 
ity or  damages  resulting  from  any  action  or  proceeding  out 
of  the  performance  of  committee  functions  against  duly  ap- 
pointed physicians  to  State,  County,  or  Professional  Societies 
or  to  the  medical  staffs  or  committees  of  licensed  hospitals 
within  the  State  of  Wyoming,  when  such  committees  are  duly 
constituted  and  function  within  the  standards  of  the  Bylaws 
of  the  Societies;  without  malice,  in  the  public  interest,  with 
endeavor  to  promulgate  higher  medical  standards  and  when 
due  effort  has  been  made  to  determine  all  the  facts  of  the 
matter  for  any  committee  action.” 

Dr.  Kline  stated  that  in  that  form,  the  committee 
recommended  the  resolution  do  not  pass  without  the 
following  amendment: 

“Whereas,  The  existing  law  in  the  State  of  Wyoming  is 
discriminatory  in  that  it  prevents  physicians  from  serving  on 
hospital  boards, 

“It  Is  Therefore  Resolved,  That  the  law  be  revised  to  al- 
low physicians  to  serve  on  hospital  boards.” 

Dr.  Kline  moved  that  the  amended  resolution  be 
passed.  Seconded  by  Dr.  Claude  O.  Grizzle.  After  re- 
marks by  Mr.  Byron  Hirst,  the  motion  was  carried. 

Dr.  Kline  moved  that  all  reports  of  the  Reference 
Committee  as  printed  be  adopted.  Seconded  by  Dr. 
R.  O.  Bloemendaal.  Motion  carried. 

Medical  services  reference  committee  report 

Dr.  Henry  Stephenson  presented  the  following 
resolution: 

“Be  It  Hereby  Resolved,  That  the  Wyoming  State  Medical 
Society  go  on  record  approving  the  general  idea  that  phy- 
sicians fill  the  offices  of  coroner  in  Wyoming.” 

Dr.  Stephenson  moved  that  the  resolution  be  ap- 
proved. Seconded  by  Dr.  Frank  W.  Laird.  Motion 
carried. 

Dr.  Stephenson  then  read  the  following  resolution: 

“Be  It  Hereby  Resolved,  That  the  present  abortion  laws  of 
Wyoming  be  studied  with  the  view  of  backing  the  intro- 
duction of  amendments  or  new  legislation  in  the  next  state 
legislature  to  change  the  present  state  law  to  permit  abortion 
in  cases  where  (1)  the  continuance  of  the  pregnancy  would 
greatly  impair  the  physical  and  mental  health  of  the  mother; 
(2)  the  child  would  be  born  with  a grave  physical  or  mental 
defect,  and  (3)  pregnancy  resulted  from  rape  or  incest." 

Dr.  Stephenson  stated  the  committee  recommend- 
ed that  the  resolution  do  not  pass  and  submitted  an 
alternate  resolution  as  follows: 
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"Whebeas,  The  present  abortion  law  of  the  State  of  Wyo- 
ming is  archaic, 

“Be  It  Hereby  Resolved,  That  the  Wyoming  State  Medical 
Society  recommend  that  the  present  law  be  studied  with  the 
objective  of  bringing  this  law  into  line  with  modern  med- 
ical practice.” 

Dr.  Stephenson  moved  the  original  resolution  do 
not  pass.  Seconded  by  Dr.  Raymond  E.  Kunkel.  Mo- 
tion carried.  Dr.  Stephenson  then  moved  that  the 
second  resolution  pass.  Seconded  by  Dr.  R.  W. 
Holmes.  Motion  carried. 

Dr.  Stephenson  stated  he  had  two  resolutions  con- 
cerning Workmen’s  Compensation,  the  first  one  as 
follows: 

“Resolved,  That  an  attempt  be  made  to  change  the  existing 
Workmen’s  Compensation  law  to  increase  the  present  re- 
quirement of  notification  of  acceptance  of  a compensation 
case  from  10  days  to  30  days  and  follow-up  notification  from 
30  days  to  60  days.” 

Dr.  Stephenson  stated  that  the  committee  recom- 
mended that  the  resolution  do  not  pass,  and  then 
read  the  following  resolution: 

“Whereas,  Existing  fee  schedule  of  the  Wyoming  Work- 
men's Compensation  Department  is  inadequate  and  incom- 
piete,  not  only  in  reference  to  medical  and  surgical  fees,  but 
also  in  reference  to  witness  fees, 

“Now  Be  It  Resolved,  That  the  Advisory  Committee  on 
Workmen’s  Compensation  be  directed  to  work  with  a Work- 
men's Compensation  Department  to  obtain  a fee  schedule 
based  on  the  usual  and  customary  fee  concept  and  to  estab- 
lish witness  fees  on  the  basis  of  $100.00  for  one-half  day  and 
$200.00  for  each  full  day’s  attendance  at  a trial.” 

Dr.  Stephenson  stated  his  committee  recommend- 
ed that  the  resolution  do  not  pass,  and  offered  a 
resolution  that  his  committee  thought  might  cover 
both  of  these,  as  follows: 

“Whereas,  Several  aspects  of  the  present  Workmen’s  Com- 
pensation law  are  obsolete  and  unworkable, 

“Be  It  Hereby  Resolved,  That  the  Wyoming  State  Medical 
Society  favor  extensive  study  and  revision  of  this  law,  and 
to  this  end  the  President  of  the  Wyoming  State  Medical  Soci- 
ety be  directed  to  appoint  a committee  to  study  this  law  and 
make  suitable  recommendations.” 

Dr.  Stephenson  moved  that  the  first  resolution  re- 
garding the  notification  time  do  not  pass.  Seconded 
by  Dr.  John  J.  Corbett.  Motion  carried. 

Dr.  Stephenson  then  moved  the  second  resolution 
regarding  witness  fees  do  not  pass.  Seconded  by  Dr. 
Duane  M.  Kline.  Motion  carried. 

Dr.  Stephenson  then  moved  that  the  third  resolu- 
tion be  approved  and  adopted.  Seconded  by  Dr. 
Frederick  H.  Haigler.  Motion  carried. 

Dr.  Stephenson  then  read  the  following  resolution: 

“Be  It  Hereby  Resolved,  That  the  Wyoming  State  Medical 
Society  reaffirm  its  previous  position  in  regard  to  the  in- 
adequacies of  the  present  treatment,  of  tuberculosis  in  this 
state,  and  that  the  Wyoming  State  Medical  Society  favor  the 
provision  of  separate  moneys  for  the  modern  diagnosis  and 
treatment  of  patients  with  tuberculosis,  and  that  the  treat- 
ment of  tuberculosis  at  the  Basin  facility  be  discontinued.” 

Dr.  Stephenson  moved  the  passage  of  the  resolu- 
tion. Seconded  by  Dr.  Raymond  E.  Kunkel.  Motion 
carried. 

Dr.  Stephenson  then  read  the  following: 

“Whereas,  The  Code  of  Interprofessional  Relations  for 
Physicians  and  Pharmacists  in  Wyoming  has  been  in  the 
hands  of  the  Society  for  two  years  and  is  printed  in  the 
Delegates’  Packet, 

“Be  It  Hereby  Resolved,  That  the  Wyoming  State  Medical 
Society  adopt  this  code  with  the  following  additions: 


“Physician’s  Discretion.  The  physician’s  discretion  to  pre- 
scribe medication  for  patients  under  welfare  and  other  gov- 
ernment programs  should  be  the  same  as  for  his  other  pa- 
tients. There  should  be  no  interference  with  the  physician’s 
professionai  prerogative  to  prescribe  precise  drug  products  or 
brands  deemed  to  be  in  the  patient’s  best  interests. 

“So-called  'Generic  Equivalents.’  Drug  products  bearing 
the  same  generic  name  are  not  necessarily  equivalent  in 
quality,  potency,  purity,  or  therapeutic  activity.  Proposals 
that  call  for  compulsory  generic  prescribing  or  require  the 
dispensing  of  so-called  'generic  equivalent’  drugs  may  jeop- 
ardize the  health  of  patients. 

“Formularies.  Formularies,  when  utilized,  should  reflect  the 
intent  to  provide  the  specific  drug  products  or  brands  which 
physicians  may  prescribe  or  order.  They  should  contain  a 
convenient  procedure  for  furnishing,  as  needed,  agents  not 
included  in  the  formulary. 

“Prompt  Availability  of  Medication.  Customary  drug  dis- 
tribution channels  for  supplying  medication  best  assure  the 
availability  of  the  medication  when  and  where  needed  for  pa- 
tients receiving  assistance  under  welfare  and  other  govern- 
ment programs  and  for  other  patients  alike.” 

Dr.  Stephenson  moved  that  the  resolution  be  ap- 
proved. Seconded  by  Dr.  Frank  W.  Laird.  Motion 
carried. 

Dr.  Stephenson  presented  the  following  resolution: 

“Be  It  Hereby  Resolved,  That  the  Grievance  Committee  of 
the  Wyoming  State  Medical  Society  include  implementation 
of  the  Code  of  Interprofessional  Relations  for  Physicians  and 
Pharmacists  in  Wyoming  in  its  present  duties.” 

Dr.  Stephenson  moved  the  resolution  be  approved. 
Seconded  by  Dr.  Frank  J.  Bertoncelj.  Motion  carried. 

Dr.  Stephenson  then  read  the  following  resolution: 

“Whereas.  The  Wyoming  Committee  on  Medicine  and 
Religion  has  been  conspicuous  by  its  inactivity,  and 

“Whereas,  Rev.  Paul  McCleave  and  Mr.  Robert  Etheridge 
of  the  AMA  Department  of  Medicine  and  Religion  have  both 
been  in  attendance  at  this  meeting, 

“Be  It  Hereby  Resolved,  That  the  Wyoming  State  Medical 
Society  take  note  of  their  presence  and  assistance  and  ex- 
press its  gratitude  for  their  efforts  on  its  behalf  to  them.” 

Dr.  Stephenson  moved  that  the  resolution  be  ap- 
proved. Seconded  by  Dr.  James  J.  Batty.  Motion  car- 
ried. 

Dr.  Stephenson  then  moved  acceptance  of  all  the 
other  reports  published  in  the  packet.  Seconded  by 
Dr.  John  J.  Corbett.  Motion  carried. 

Research,  Organization,  and  Scientific  Program 
Reference  Committee  report 

Dr.  Paul  R.  Yedinak,  reporting  for  the  committee 
on  Reseach,  Organization,  and  Scientific  Program, 
stated  that  the  first  order  of  business  was  the  con- 
sideration of  the  changes  in  the  Constitution  and 
Bylaws  as  prepared  and  presented  by  Dr.  Harlan  B. 
Anderson  and  his  committee.  The  recommended 
changes  are  set  out  heretofore  in  these  minutes.  Dr. 
Yedinak  stated  there  were  eleven  changes  and  moved 
that  they  be  approved  and  that  the  Constitution  and 
Bylaws  be  changed  accordingly.  Seconded  by  Dr. 
Harlan  B.  Anderson.  Motion  carried. 

Dr.  Yedinak  moved  that  the  written  report  of  Dr. 
Francis  Barrett,  Chairman  of  the  committee  on  the 
Rocky  Mountain  Medical  Journal,  be  accepted.  Sec- 
onded by  Dr.  Ray  K.  Christensen.  Motion  carried. 

Dr.  Yedinak  moved  that  the  WICHE  report  as 
recorded  in  the  packet  be  accepted.  Seconded  by  Dr. 
Duane  M.  Kline.  Motion  carried.  Dr.  Claude  O. 
Grizzle  made  a few  remarks  in  explanation  of  the 
circumstances  surrounding  the  grant  to  WICHE. 
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Dr.  Yedinak  read  the  following  resolution  present- 
ed by  the  Laramie  County  Medical  Society: 

“Resolved,  That  an  amount  of  $300.00  be  budgeted  annually 
by  the  Wyoming  State  Medical  Society  for  support  of  the 
Winter  Seminar  on  a continuing  basis  for  however  long  such 
seminars  are  held.” 

Dr.  Yedinak  then  moved  the  resolution  be  ap- 
proved. Seconded  by  Dr.  James  J.  Batty.  Motion  car- 
ried. 

Dr.  Yedinak  said  that  the  Reference  Committee 
was  notified  by  the  Time  and  Place  Committee  that 
the  Wyoming  State  Medical  Society  would  meet  from 
August  27,  1967  to  September  2,  1967,  to  coincide 
with  the  Rocky  Mountain  Medical  Conference  meet- 
ing at  Jackson  Lake  Lodge.  Dr.  Yedinak  moved  that 
the  report  of  the  Time  and  Place  Committee  be  ap- 
proved. Seconded  by  Dr.  Bernard  D.  Stack.  Motion 
carried.  That  eoncluded  the  report  of  Dr.  Paul  R. 
Yedinak. 

Dr.  Goode  R.  Cheatham  moved  that  the  chairman 
of  the  three  Reference  Committees  be  commended 
for  excellent  jobs  well  done.  Motion  seconded  and 
carried  unanimously  with  appreciative  applause. 

Speaker  Froyd  presented  the  following  resolution: 

“Whereas.  The  63rd  annual  meeting  of  the  Wyoming 
State  Medical  Society  held  at  Jackson  Lake  Lodge  on  August 
29.  30.  31,  and  September  1 and  2.  1966,  was  most  successful, 
having  accomplished  much  from  both  the  scientific  and  or- 
ganizational aspects,  and 

"Whereas,  The  Wyoming  State  Medical  Society  House  of 
Delegates  is  especially  appreciative  of  the  infiuences  outside 
its  own  body  which  contributed  to  the  enjoyment  and  ac- 
complishments of  the  meeting,  and 

"Whereas,  The  House  of  Delegates  desires  to  express  its 
appreciation  to  all  those  having  cooperated  to  make  the 
meeting  a success; 

“Be  It  Therefore  Resolved,  That  the  Wyoming  State  Medi- 
cal Society  express  its  appreciation  and  gratitude  to  all 
those  involved  in  and  contributing  to  the  success  of  its 
63rd  annual  convention,  including  the  exhibitors  and  their 
congenial  personnel,  the  distinguished  guests  who  made 
possible  the  success  of  the  scientific  programs,  the  officers 
and  employees  of  the  Grand  Teton  Lodge  Company,  and 
alt  persons  even  remotely  concerned  with  the  meeting.” 

It  was  moved  by  Speaker  John  H.  Froyd  that 
the  resolution  be  approved  and  spread  upon  the  min- 
utes of  the  63rd  annual  meeting  of  the  House  of 
Delegates  of  the  Wyoming  State  Medical  Society. 
Seconded  by  Dr.  Frank  J.  Bertoncelj.  Motion  car- 
ried. 

Election  of  officers 

Speaker  Froyd  then  announced  the  election  of 
officers.  He  stated  that  since  the  Speaker  and  Vice 
Speaker  were  elected  for  two-year  terms  there  would 
be  no  election  for  those  positions.  He  then  called  on 
Dr.  Ray  K.  Christensen,  Chairman  of  the  Nominat- 
ing Committee. 

Dr.  Chri.stensen,  reporting  for  the  Nominating 
Committee,  presented  the  following:  For  President- 
elect, Dr.  Laurence  W.  Greene;  for  Vice  President, 
Dr.  Henry  N.  Stephenson;  for  Secretary,  Dr.  G. 
Myron  Harrison  and  Dr.  Paul  R.  Yedinak.  Dr. 
Christensen  then  stated  that  both  nominees  had  indi- 
cated their  willingness  to  withdraw.  For  Treasurer, 
Dr.  Duane  M.  Kline,  Dr.  James  W.  Barber,  and 
Dr.  Elmer  S.  McKay;  Delegate  to  the  AMA,  Dr. 
Harlan  B.  Anderson;  Alternate  Delegate,  Dr. 
Frederick  H.  Haigler;  Selective  Service,  Dr.  George 


M.  Knapp;  for  Blue  Shield,  three  nominations.  Dr. 
Harry  B.  Durham,  Dr.  R.  L.  Fernau,  and  Dr.  Claude 
O.  Grizzle;  for  Rocky  Mountain  Medical  Confer- 
ence, Dr.  John  H.  Storey  and  Dr.  G.  R.  Spiller. 

Dr.  Christensen  then  called  for  nominations  for 
President-elect.  After  calling  for  further  nominations 
three  times  it  was  moved  by  Dr.  R.  W.  Holmes  that 
the  nominations  be  closed  and  the  chair  be  empow- 
ered to  cast  a unanimous  ballot  for  Dr.  Greene  for 
President-elect.  Seconded  by  Dr.  Duane  M.  Kline. 
Motion  carried  and  Dr.  Greene  was  elected  Presi- 
dent-elect by  a unanimous  vote. 

Dr.  Christensen  then  called  three  times  for  nomi- 
nations for  Vice  President.  There  being  none.  Dr. 
John  J.  Corbett  moved  that  the  nominations  be 
closed  and  that  the  chair  be  authorized  to  cast  a 
unanimous  ballot  for  Dr.  Henry  N.  Stephenson  for 
Vice  President.  Motion  carried  and  Dr.  Stephenson 
was  unanimously  elected  Vice  President. 

Dr.  Christensen  announced  that  for  Secretary  there 
was  a blank  slate.  Dr.  R.  W.  Holmes  nominated 
Dr.  Goode  R.  Cheatham.  Dr.  Paul  R.  Yedinak  nom- 
inated Dr.  Raymond  E.  Kunkel.  There  being  no 
further  nominations,  a secret  ballot  was  cast  and 
Dr.  Christensen  announced  that  Dr.  Raymond  E. 
Kunkel  was  elected  by  a very  close  ballot. 

For  Treasurer,  the  Committee  had  proposed  Dr. 
James  W.  Barber,  Dr.  Duane  M.  Kline  and  Dr. 
Elmer  S.  McKay.  There  being  no  further  nomina- 
tions, a ballot  was  cast  and  Dr.  Elmer  S.  McKay 
was  elected. 

For  Delegate  to  the  AMA,  Dr.  Harlan  B.  Ander- 
son was  nominated  by  the  Committee.  After  having 
called  three  times  for  further  nominations,  it  was 
moved  by  Dr.  Henry  N.  Stephenson  and  seconded 
by  Dr.  R.  W.  Holmes  that  the  nominations  be  closed 
and  a unanimous  ballot  cast  for  Dr.  Anderson.  Mo- 
tion carried  and  Dr.  Harlan  B.  Anderson  was  unani- 
mously elected  Delegate  to  the  AMA. 

For  Alternate  Delegate  to  the  AMA,  Dr.  Frederick 
H.  Haigler  was  nominated  by  the  Committee.  After 
calling  three  times  for  further  nominations  and  there 
being  none,  it  was  moved  by  Dr.  R.  W.  Holmes  and 
seconded  by  Dr.  Norman  R.  Black  that  the  nomi- 
nations be  closed  and  a unanimous  ballot  cast  for 
Dr.  Haigler.  Motion  carried  and  Dr.  Frederick  H. 
Haigler  was  unanimously  elected  as  Alternate  Dele- 
gate to  the  AMA. 

For  Selective  Service,  Dr.  George  M.  Knapp  was 
nominated  by  the  Committee.  It  was  moved  by 
Dr.  John  J.  Corbett  and  seconded  by  Dr.  Goode  R. 
Cheatham  that  the  nominations  be  closed  and  a 
unanimous  ballot  cast  for  Dr.  George  M.  Knapp. 
Motion  carried  and  Dr.  George  M.  Knapp  was 
unanimously  elected. 

Dr.  Christensen  announced  that  for  Blue  Shield, 
the  Committee  nominations  were  Dr.  Harry  B.  Dur- 
ham, Dr.  R.  L.  Fernau,  and  Dr.  Claude  O.  Grizzle, 
and  that  the  vote  should  be  for  two.  There  being 
no  further  nominations  from  the  floor,  a ballot  was 
taken  and  Dr.  Claude  O.  Grizzle  and  Dr.  R.  L. 
Fernau  were  elected. 

For  Rocky  Mountain  Medical  Conference,  Dr. 
John  H.  Storey  and  Dr.  G.  R.  Spiller.  After  calling 
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three  times  for  nominations  from  the  floor  and  there 
being  none,  it  was  moved  by  Dr.  Brendan  P.  Phibbs 
and  seconded  by  Dr.  John  J.  Corbett  that  the  nomi- 
nations be  closed  and  a unanimous  ballot  cast  for 
Drs.  John  J.  Storey  and  G.  R.  Spiller.  Motion  car- 
ried and  both  nominees  were  unanimously  elected. 

Dr.  Christensen  announced  that  next  year’s  annual 
meeting  would  coincide  with  the  Rocky  Mountain 
Medical  Conference  to  be  held  at  Jackson  Lake 
Lodge  and  that  it  would  begin  on  Sunday,  August 
27,  with  the  first  meeting  of  the  House  of  Delegates 
on  Monday  morning,  August  28  and  the  second 
and  last  meeting  of  the  House  of  Delegates  on  Tues- 
day morning,  August  29,  with  all  committee  meet- 
ings on  the  afternoon  of  Monday,  August  28,  with 
the  Scientific  Sessions  starting  Tuesday  afternoon. 
Wednesday  afternoon  and  night  to  be  free;  Thursday 
morning  and  afternoon,  Scientific  Sessions  with  a 
banquet  that  night,  and  more  Scientific  Sessions  Fri- 
day morning. 

Dr.  John  H.  Froyd  personally  thanked  all  mem- 
bers of  the  House  of  Delegates  for  their  cooperation 
in  the  business  sessions.  He  then  introduced  Dr. 
Thomas  Nicholas,  President  of  the  Wyoming  State 
Medical  Society.  President  Nicholas  announced  that 
he  had  a nice  long  presidential  address  which  he  rec- 
ommended be  printed  in  the  Rocky  Mountain  Medi- 
cal Journal,  since  time  would  not  permit  its  being  de- 
livered at  this  time.  He  stated  that  he  appreciated 
and  enjoyed  his  year  as  President  since  he  had  re- 
ceived wholehearted  cooperation  from  all  members. 
Dr.  Nicholas  then  presented  the  gavel  to  Dr.  Ray 
Christensen,  the  new  President.  Dr.  Christensen  gra- 
ciously accepted  the  gavel  and  after  short  but  ap- 
propriate remarks,  the  meeting  was  adjourned. 


Montana  Medical  Association  News 

Richard  L.  Peterson,  MD,  Hamilton,  and  Mrs. 
Peterson  have  just  returned  from  a year  of  service 
as  medical  missionaries  in  Tabriz,  Iran.  They  con- 
tributed their  time  and  talents  and  found  the  ex- 
periences useful  and  rewarding.  Doctor  and  Mrs. 
Peterson  believe  there  may  be  others  among  the 
members  of  this  Association  who  may  wish  to  con- 
sider a similar  contribution.  If  so,  they  will  be 
most  happy  to  correspond  with  such  physicians  or 
to  discuss  this  opportunity  with  them  in  detail. 
Americans  are  favored  with  many  of  the  good  things 
of  life  and  a gift  of  this  nature  to  those  less  favored 
may  be  worthwhile  indeed. 

sfs  Ms 

April  7-8,  1967  MONTANA  MEDICAL  ASSO- 
CIATION, 20th  Interim  Session,  Helena. 


USMA  Briefs 

Dr.  Paul  A.  Clayton,  Salt  Lake  City  anesthesi- 
ologist, was  installed  as  president,  and  Dr.  Drew 
M.  Petersen,  Ogden  internist,  was  elected  president- 
elect at  the  conclusion  of  the  72nd  Annual  Meet- 
ing of  the  House  of  Delegates.  Others  elected  were: 
Dr.  Ralph  C.  Richards,  University  of  Utah  surgeon, 
treasurer;  and  Dr.  Juel  E.  Trowbridge,  Bountiful 
GP,  honorary  president. 

Dr.  L.  V.  Broadbent,  Cedar  City,  immediate  past- 
president,  relinquished  the  reins  of  the  Association 
to  Dr.  Clayton  with  an  expression  of  appreciation 
for  the  privilege  of  having  been  elected  to  serve.  He 
asked  that  the  doctors  of  the  state  continue  to  sup- 
port Dr.  Clayton  as  they  have  supported  him. 

Dr.  Clayton  has  been  active  in  association  activi- 
ties for  a number  of  years,  including  a term  of  10 
years  as  President  of  the  Board  of  Blue  Shield.  He 
also  served  on  the  National  Professional  Relations 
Committee  of  the  National  Association  of  Blue 
Shield  Plans  and  as  president  of  the  Western  Con- 
ference of  Pre-paid  Medical  Care  Plans. 

He  is  a graduate  of  the  University  of  Michigan 
Medical  School  and  has  practiced  in  Utah  since  1947 
at  Holy  Cross  Hospital. 

Dr.  Drew  M.  Petersen,  new  president-elect  for 
the  Association,  has  served  as  Utah’s  delegate  to 
the  AMA  for  six  years.  He  is  presently  serving  on 
the  Council  on  Medical  Service  of  the  AMA  and 
is  also  a member  of  its  Committee  on  Medical  Facili- 
ties. He  has  been  a member  of  the  Board  of  Trus- 
tees of  the  USMA  for  a number  of  years. 

Dr.  Petersen  received  a BS  degree  in  Zoology 
from  the  University  of  Utah  in  1936.  He  received 
his  MD  degree  in  1940  from  the  St.  Louis  Univer- 
sity School  of  Medicine.  He  served  three  years  in 
the  Air  Force,  taught  at  Washington  University  and 
the  University  of  Utah,  and  then  entered  into  private 
practice  in  Ogden.  He  is  Board  Certified  and  holds 
membership  in  a number  of  professional  medical  so- 
cieties. 

Ms  5jS  * 

Dr.  Joyce  D.  Johnson,  Salt  Lake  City  internist, 
received  the  1966  Aesculapius  Award  presented 
during  the  71st  annual  Scientific  Meetings  of  the 
Utah  State  Medical  Association.  Dr.  Johnson’s  ex- 
hibit, "Cardiopulmonary  Resuscitation,”  was  judged 
as  the  outstanding  scientific  exhibit  at  the  meetings. 
For  her  efforts  Dr.  Johnson  received  a $200  cash 
award  from  the  Mead  Johnson  Laboratories,  in 
addition  to  a certificate  inscribed  with  the  title  of 
the  exhibit  and  her  name. 
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News  of  Members 


President  Carr,  Reginald  Fitz,  MD,  and  Robert 
S.  Stone,  MD,  attended  a conference  on  the  imple- 
mentation of  the  Heart  Disease,  Cancer,  Stroke  pro- 
gram in  New  Mexico.  The  state  has  been  allotted 
$597,934  for  planning  for  the  program. 

Hi  ^ 

Roy  F.  Goddard,  MD,  has  been  appointed  to  a 
second  five  year  term  on  the  Basic  Science  Board. 
Dr.  Goddard  is  now  president  of  the  board. 

Health  Department  News 

The  Department  of  the  Army  has  awarded  a grant 
of  $1 19,219  to  the  Department  of  Public  Health  for 
a three  year  research  project  on  Plague.  Dr.  T.  H. 
Tomlinson,  Associate  Director  and  Bryan  Miller  will 
be  the  chief  investigators. 

* * * 

The  Guthrie  test  for  PKU  is  now  being  given  rou- 
tinely to  some  65  per  cent  of  New  Mexico's  new- 
born babies  on  a voluntary  basis  according  to  reports 
received  by  the  Maternal  and  Child  Health  Division. 


Tuberculosis  Symposium 

A three-day  symposium  on  tuberculosis  will  be 
offered  in  Omaha,  Nebraska,  January  11,  12  and 
13,  1967. 

Entitled  “The  Rational  Therapy  and  Control  of 
Tuberculosis,"  the  symposium  will  be  presented  by 
the  U.  S.  Public  Health  Service  in  cooperation  with 
the  University  of  Nebraska  College  of  Medicine  and 
the  Nebraska  State  Department  of  Health.  Speakers 
will  be  recognized  authorities  in  TB. 

Travel  and  per  diem  are  available  for  four  Colo- 
rado physicians.  Applications  should  be  sent  in  by 
October  18  to  the  Tuberculosis  Control  Section, 
Colorado  State  Department  of  Public  Health,  4210 
East  1 1th  Ave.,  Denver  80220. 
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factor.  Dosage  must  be  sufficient  to  maintain 
the  therapeutic  blood  level. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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All  your  patient  need  do  is  call  walkers,  commodes,  lamps. 

Abbey  for  any  item  on  your  whirlpools,  and  all  other 
verbal  or  written  authorization,  authorized  items.  We  have  42 
Abbey  completely  processes  years  of  experience  behind  us 
all  MEDICARE  and  LOCAL  to  fit  the  equipment  to  the 

patient’s  precise 
needs.  Professional 
service  24  hours  a day 
every  day,  with  prompt 
delivery  by  trained 
technicians. 

ALBUQUERQUE 

733-5Sai  473-3330  208-6736  o s 

350  Broadway  333  No.  Circle  Drive  137  San  Pedro  Drive  N.E. 

Franchise  Holder  Franchise  Holder 


AID  equipment  claims, 
including  hospital 
beds,  wheelchairs, 
traction  and  oxygen 
equipment,  crutches. 


.»IM/  S0flS,  t&O 


COLORADO  SPRINGS 


A complete  hospital  room  at  home  is  now  available  under 
MEDICARE  and  LOCAL  AID 


for  November,  1966 
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Postgraduate  Education  Courses 


Sponsored  by  Department  of  Medicine 
Hahnemann  Medical  College  and  Hospital 


Oct.  5,  1966  to 
Mar.  29.  1967 
(Wed. 

1 : 00-4: 00  p.m.) 


GENERAL  INTERNAL 
MEDICINE 

Wilbur  W.  Oaks,  MD,  Director 


Dec.  5-7.  1966  THEORY  AND 

APPLICATION  OF  GAS 
CHROMATOGRAPHY  IN 
INDUSTRY  AND  MEDICINE 
Henry  S.  Kroman,  PhD,  Director 

Dec.  12-14,  1966  17th  Hahnemann  Symposium: 

RENAL  FAILURE 

Albert  N.  Brest,  MD,  Director 


Jan.  11-13,  1967  BEDSIDE  DIAGNOSIS- 
PART  IV 

Bernard  L.  Segal,  MD,  Director 

Apr.  10-12,  1967  18th  Hahnemann  Symposium: 
EPITHELIAL- 
MESENCHYMAL 
INTERACTIONS 

Raul  Fleischmajer,  MD,  Director 

NOTE:  For  futher  information,  please  contact  the 
Director. 


American  Cancer  Society 

CURRENT  CONCEPTS  IN  ETIOLOGY  AND 
DIAGNOSIS  OF  CANCER  will  be  the  theme  of 
the  1967  Scientific  Session  to  be  held  May  3,  1967  at 
the  Sheraton-Dallas  Hotel  in  Dallas,  Texas. 

Sessions  are  open  to  all  members  of  the  Medical 
Professions  and  Students.  No  advance  registration 
or  registration  fee. 

For  further  information  and  program,  write:  Di- 
rector of  Professional  Education,  American  Cancer 
Society.  Inc.,  219  E.  42nd  St.,  New  York,  New 
York. 


Intermountain  Pediatrics  Society 

A meeting  of  the  Intermountain  Pediatrics  So- 
ciety will  be  held  in  Las  Vegas  at  the  Sands  Hotel 
April  3-5.  1967.  Guest  speakers  will  include  Dr. 
Keith  Reemtsma,  Professor  of  Pediatric  Surgery,  Dr. 
Alvin  Hayles.  Pediatric  Endocrinologist,  and  Dr. 
Sheldon  Siegel  of  Pediatric  Allergy. 

For  further  information  concerning  this  meeting, 
contact  C.  Clark  Welling,  MD,  Intermountain  Pedi- 
atrics Society,  535  East  1st  South  No.  6,  Salt  Lake 
City,  Utah  84102. 


New  Mexico  Ophthalmological  Society 
Annual  Meeting 

May  11-13, 1967 

La  Fonda  Hotel— Santa  Fe,  New  Mexico 


Cryo-Ophthalmology 

The  first  annual  clinical  meeting  of  the  Society 
for  Cryo-Ophthalmology  will  be  held  in  the  Dunes 
Hotel,  Las  Vegas,  January  8-10,  1967. 

The  clinical  aspects  of  cryo-ophthalmology  will 
be  stressed,  including  cataract,  glaucoma,  retinal 
detachment  and  herpetic  keratitis. 

Registration  fee  of  $10.00  will  include  one  year's 
membership  in  the  Society. 

For  further  information,  please  write  John  G. 
Bellows,  MD,  30  N.  Michigan  Avenue,  Chicago, 
Illinois  60602. 


Arizona  Chest  Disease  Symposium 

The  third  annual  Arizona  Chest  Disease  Sym- 
posium will  be  held  in  Tucson,  Arizona,  on  April 
8 and  9,  1967.  The  previous  two  have  been  very 
worthwhile  meetings,  both  well-attended  and  well-re- 
ceived. For  further  information  regarding  the  con- 
tent of  the  program  contact  Leonard  D.  Hudson, 
MD,  Co-Coordinator,  Arizona  Chest  Disease  Sym- 
posium, P.  O.  Box  6067,  Tucson,  Arizona  85716. 


Fortieth  Annual  Spring  Congress  in 
Ophthalmology  and  Otolaryngology 

April  3 through  April  7,  1967 

Guest  speakers  will  include:  Sidney  N.  Busis, 
MD,  Pittsburgh,  Pennsylvania;  Webb  Chamberlain, 
MD,  Cleveland,  Ohio;  Jerrie  Cherry,  MD,  Balti- 
more, Maryland;  Michael  E.  DeBakey,  MD,  Hous- 
ton, Texas;  Raymond  L.  Hilsinger,  MD,  Cincin- 
nati, Ohio;  Wendell  L.  Hughes,  MD,  Hempstead, 
New  York;  R.  Townley  Paton,  MD,  Southampton, 
New  York;  Gus  A.  Peters,  MD,  Rochester,  Min- 
nesota; Frank  N.  Ritter,  MD,  Ann  Arbor,  Michi- 
gan; A.  D.  Ruedemann,  MD,  Detroit,  Michigan; 
Joseph  A.  C.  Wadsworth,  MD,  Durham,  North 
Carolina;  Paul  Ward,  MD,  Nashville,  Tennessee; 
Robert  C.  Welsh,  MD,  Miami,  Florida. 

For  further  information  write:  Superintendent, 
P.  O.  Box  1789,  Roanoke,  Virginia. 


1967  Diabetes  Symposium 

The  Colorado  Diabetes  Association,  Inc.  will  spon- 
sor its  1967  Diabetes  Symposium  at  the  Aspen  In- 
stitute in  Aspen,  Colorado,  February  8 through  the 
morning  of  February  12.  For  further  information 
write:  Carl  L.  Ginn,  Executive  Secretary,  Colorado 
Diabetes  Association,  Inc.,  1375  Delaware  Street, 
Denver,  Colorado  80204. 
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MEMBERSHIP 


DIRECTORY 


The  1967  edition  of  the  Rocky  Mountain  Medical  Directory  will  be  sent  to 
all  active  members  in  the  six  Rocky  Mountain  states  in  March.  It  will 
feature  a complete  roster  of  the  six-state  membership  including  name, 
address,  phone  number,  specialty  and  type  of  practice. 

(x}iU  ijDU  bs.  IhJtsud  aohhsdthjl 

(Note  particularly  change  in  specialty  symbols) 

The  Executive  Office  is  making  every  effort  to  update  the  1966  edition  and 
assure  complete  accuracy  in  the  new  publication  based  upon  information 
brought  to  its  attention  since  February  1,  1966.  You  can  help  by  immediately 
(before  December  31,  1966)  notifying  the  Executive  Office  of  any  changes 
in  your  listing  during  the  past  year.  The  postcard  below  is  tor  your 
convenience  in  giving  us  information  exactly  as  you  wish  it  to  appear  in 

the  1967  Directory. 

TEAR  OUT  AND  MAIL  THIS  CARD  NOW  ! ! ! 


FROM 


Place 
4c  Stamp 
Here 


Colorado  Medical  Society 

1809  E.  18th  Ave. 

Denver,  Colorado  80218 


See 

over 

for 

more 

information 

regarding 

your 

directory 

listing 


■> 


EXPLANATION  OF  LISTINGS  AND  SYMBOLS 


Information  concerning  each  member  in  good  standing  as 
of  January  31,  1967,  of  the  six  State  Medical  Societies  ond 
Associations  is  presented  in  the  following  sequence; 

Surname,  Given  Name  or  Initials;  Professional  Address; 
Professional  Telephone  Number;  City  or  Town  (with  post  office 
zone  numbers,  if  zone  numbers  are  reported  to  the  Editors); 
Symbol  indicating  specialty;  Symbol  or  words  in  parentheses 
( ) indicating  Field  of  Practice. 

SYMBOLS — Symbols  indicate  limitation  of  practice  to  o 
specialty,  or  special  interest  without  limitation  of  practice, 
according  to  the  following  list  as  used  and  recognized  by  the 
American  Medical  Association  in  its  Directories.  Physicians 
retired  from  practice  will  be  indicated  by  "Ret."  Each  member 
IS  accorded  the  privilege  of  designating  his  own  speciol  interest 
or  limitation  of  practice  by  these  symbols,  but  only  one  such 
symbol  may  be  listed  by  any  member. 


*The  asterisk  indicates  that  practice  is  limited  to  that 
specialty;  the  symbol  without  an  asterisk  indicates  sp>ecial 
attention  to,  and  interest  in,  that  specialty  without  limitation 
of  practice.  Symbol  for  Internal  Medicine  and  for  Public  Health 
is  used  only  when  the  member  stated  that  he  limits  his  proctice. 

Symbols  or  words  in  parentheses  ( ) indicates  the  member's 

Field  of  Practice  as  follows: 

(PP)  Engaged  in  PRIVATE  PRACTICE  of  medicine  (either  full- 
time or  part-time). 

(Intern)  Engaged  full-time  in  internship. 

(PG)  Engaged  full-time  in  postgraduate  study. 

(Research)  Engaged  full-time  in  scientific  research. 

(Armed  Forces)  On  full-time  Active  Duty  with  the  Medical 
Department  of  the  United  States  Army,  Navy,  Air  Force, 
Marine  Corps,  or  Coost  Guard. 


ADM 

— Administrative 

Medicine 

A 

— Allergy 

ANES 

— Anesthesiology 

AM 

— Aviation 

Medicine 

Bact 

— Bacteriology 

CD 

— Cardiovascular 

Disease 

CHP 

— Child  Psychiatry 

CRS 

— Colon  and 

Rectal  Surgery 

DR 

— Diagnostic 

Radiology 

D 

— Dermatology 

FOP 

— Forensic 

Pathology 

G 

— Gynecology 

GE 

— Gastroentero  logy 

GP 

— General  Practice 

GPM 

— General 

Preventive 

Medicine 

GS 

— General  Surgery 

IM 

— Internal  Medicine 

NS 

— Neurological 

Surgery 

N 

— Neurology 

OB 

— Obstetrics 

ObG 

— Obstetrics  and 

Gynecology 

OM 

— Occupational 
Medicine 

OPH 

— Ophthalmology 

ORS 

— Orthopedic 
Surgery 

OTO 

— Otolaryngology 

PATH 

— Pathology 

PATH-CP 

— Pathology  and 
Clinical 
Pathology 

PD 

— Pediatrics 

PDA 

— Pediatric 

Allergy 

PDC 

— Pediatric 
Cardiology 

PM 

— Physicol 

Medicine  and 
Rehabilitation 

PN 

— Psychiatry  and 
Neurology 

PS 

— Plastic  Surgery 

P 

— Psychiatry 

PH 

— Public  Health 

PUD 

— Pulmonary 
Disease 

R 

— Radiology 

TR 

— Therapieutic 
Rodiology 

TS 

— ^Thoracic  Surgery 

U 

— Urology 

(PH)  Engaged  tull-time  in  one  of  the  state,  district,  county,  or 
city  public  health  departments,  not,  however,  with  the 
United  States  Public  Health  Service, 

(USPHS)  On  full-time  Active  Duty  with  the  United  States 
Public  Health  Service. 

(Gov)  Engaged  full-time  in  a federal  governmental  medical 
activity  other  then  the  Armed  Forces  and  the  U.  S.  Public 
Heolth  Service;  includes  the  Veterans  Administration,  Indian 
Service,  etc. 

(Med.  School)  Engaged  full-time  on  the  faculty  of  o medical 
school. 

(Student  Health  Service)  Engaged  full-time  by  the  established 
Student  Health  Service  of  a university  or  other  institution 
of  higher  learning. 

(School  Health  Service)  Engaged  full-time  by  the  health  service 
of  a primary  or  secondary  public  school  system. 

(Exec)  Engoged  tull-time  in  an  executive  capacity. 

(Ind)  Engaged  full-time  in  industrial  medicine  or  surgery  by  an 
industrial  firm. 

(Hosp)  Engaged  full-time  by  a hospitol. 

(State  Hosp)  Engaged  full-time  by  o state-operated  hospital. 

(Student)  Member  of  local  chapter  of  the  Student  A.M.A. 

(Non-M.D.)  Non-physicians  engaged  in  medical  teoching  or  in 
the  practice  of  professions  closely  allied  to  medicine. 


Extra  Directories  Are  for  Sate  While  They  Last 

One  Directory  is  moiled  free  of  charge  to  each  member  of  the  six  f>ar- 
ticipating  state  medical  societies  os  a service  of  the  Journal.  Other  persons 
having  legitimate  need  for  the  Directory  may  purchase  copies  at  $5.00  each. 
A member  may  purchase  one  additional  copy  for  his  personal  use  ot  $3.00, 
but  will  be  billed  $5.00  per  copy  for  any  additional  or  subsequent  orders. 


C^orfectiorij  ^ieaSe! 


ISE  THIS  1 

Please  correct  and  add  my  listing  to  the  1967  Rocky  Mountain 

Medicol  Directory  as  follows: 

RRECTION  i 

Name 

Tel. 

No. 

CARD  i 

1 

Office 

Address 

> 1 

1 

1 

City 

State 

Zip 

Code 

1 

1 

1 

1 

Specialty 

Field  of 
Practice 

1 

1 

1 

One  only.  If  limited  exclusively, 
indicate  by  asterisk* 

One  only.  See  listing. 

If  there  are  any  corrections  or  additions  to  your  listing  os  it  is  now  carried  in  the  1966  Directory,  return 
this  card  no  later  than  December  31,  1966,  which  is  the  cut-off  date  for  changes.  Please  sign  below 
to  indicate  that  you  have  verified  the  above  changes. 


Signature 


University  of  Colorado  Medical  Center 

A grant  of  $2000  to  support  the  eye  research  of 
Dr.  Philip  P.  Ellis,  head  of  the  Division  of  Ophthal- 
mology, has  been  announced  by  the  Colorado  Society 
for  the  Prevention  of  Blindness.  Dr.  Ellis,  associate 
professor  of  ophthalmology  in  the  CU  School  of 
Medicine,  is  co-author  of  a standard  textbook  on 
pharmacology  of  the  eye,  and  for  many  years  has 
studied  the  effects  of  medications  on  the  eye.  The 
society’s  grant  will  partially  support  a project  on 
“Factors  Affecting  Movement  of  Certain  Antibiotics” 
which  will  be  conducted  by  Dr.  Raymond  E.  Records, 
instructor  in  ophthalmology. 

The  National  Society,  which  has  its  headquarters 
in  New  York  City,  was  founded  in  1908  and  is  the 
oldest  voluntary  agency  nationally  engaged  in  the 
prevention  of  blindness  through  a comprehensive 
program  of  research,  community  services,  and  public 
and  professional  education. 

* * 

Dr.  William  Segal  has  joined  the  Boulder  faculty 
of  the  University  of  Colorado  as  an  associate  pro- 
fessor of  biology.  He  has  been  an  assistant  professor 
of  microbiology  in  the  CU  Medical  School  since 
1958. 

Dr.  Segal,  43,  was  born  in  Montreal,  Canada,  and 
he  was  graduated  from  McGill  University.  He  re- 
ceived a master’s  degree  from  the  University  of  Wis- 
consin and  a doctorate  from  Rutgers  University.  He 
became  a U.  S.  citizen  in  1957. 

He  is  a member  of  the  American  Association  for 
the  Advancement  of  Science,  the  Society  for  General 
Microbiology,  the  American  Society  for  Microbiology 
and  he  was  president  of  the  Rocky  Mountain  Branch 
of  the  society  in  1963.  He  is  a member  of  Sigma  Xi, 
national  scientific  honorary.  He  is  the  author  of 
numerous  articles  on  the  tuberculosis  bacteria. 

❖ * 55« 

The  National  Institute  of  Allergy  and  Infectious 
Diseases  has  announced  a $52,430  grant  to  a CU 
team  headed  by  Dr.  Roger  S.  Mitchell,  director  of 
the  Webb-Waring  Institute  for  Medical  Research,  for 
its  part  in  the  first  year  of  a nation-wide  program 
to  pinpoint  the  causes  of  emphysema  and  prevent 
its  damaging  effects. 

The  grant  to  Dr.  Mitchell  and  his  associates  at  the 
CU  Medical  Center  will  permit  them  to  extend  and 
intensify  a long-term  project,  begun  in  1956,  seeking 
a better  scientific  and  clinical  understanding  of  the 
causes  and  nature  of  emphysema  and  chronic  bron- 
chitis. The  project  also  includes  an  “emphysema 
registry”  of  patients  with  the  disease,  permitting  its 
precise  study  both  in  living  patients  and  after  death. 

The  NIAID  projects  sponsorship  of  Dr.  Mitchell’s 
work  for  a period  of  at  least  four  years  at  a total 


cost  in  excess  of  $200,000.  Dr.  Mitchell  is  an  as- 
sociate professor  of  medicine  in  the  CU  School  of 
Medicine  as  well  as  director  of  the  Webb-Waring 
Institute,  which  specializes  in  the  investigation  of 
pulmonary  diseases.  Associated  with  him  in  the 
NIAID-sponsored  study  will  be  Dr.  Giles  F.  Filley, 
associate  professor  of  medicine;  Dr.  Thomas  L. 
Petty,  assistant  professor  of  medicine;  and  Dr.  John 
Maisel,  assistant  professor  of  pathology.' 

* * * 

Final  fall  enrollment  totals  for  the  University  of 
Colorado  Medical  Center  show  1306  students, 
trainees  and  advanced  degree  candidates  registered 
for  the  current  academic  year  in  medical,  nursing 
and  paramedical  courses. 

This  compares  with  1208  students  and  trainees  on 
the  medical  campus  at  this  time  a year  ago,  an  in- 
crease of  8.1  percent. 

Of  the  total  student-trainee  population,  898  are 
regularly  enrolled  University  students  and  the  re- 
maining 408  are  MD  and  PhD  doctors  undertaking 
advanced  hospital  or  research  laboratory  training  and 
trainees  in  various  paramedical  fields,  some  enrolled 
in  cooperative  programs  with  Colorado  State  Uni- 
versity, the  University  of  Denver  School  of  Social 
Work  and  the  Smith  College  School  of  Social  Work. 
The  CU  tuition  enrollment  of  898  includes  753  ini- 
tially enrolled  students  and  145  late  registrants. 

The  Medical  Center  has  on  its  rolls  this  fall  43 
interns,  232  resident  physicians  and  54  postdoctoral 
fellows.  Comparable  totals  for  last  autumn  were: 
37,  225  and  42. 

University  of  New  Mexico 
School  of  Medicine 

A freshman  class  of  24  students  has  enrolled  in 
the  University  of  New  Mexico  School  of  Medicine 
this  year,  making  a total  of  65  students  in  the  three 
classes  presently  in  attendance.  Twenty  of  the  24 
are  residents  of  New  Mexico,  the  remainder  being 
predominantly  from  western  states  belonging  to 
WICHE  (Western  Interstate  Commission  for  High- 
er Education)  with  a few  from  other  parts  of  the 
country. 

New  Mexicans  who  are  children  of  physicians  are 
also  members  of  the  classes  of  1968  and  1969.  In- 
cluded are:  Judith  F.  Beil;  George  P.  Bunch;  Mar- 
garet A.  Gordon;  George  H.  Peacock;  Jon  B.  Wang. 

University  of  Utah 
College  of  Medicine 

Dr.  Pasquale  A.  Cancilla,  assistant  professor  of 
Neurology  and  Pathology  at  the  University  of  Utah 
College  of  Medicine  has  been  awarded  a grant  of 
$19,090  by  the  national  Multiple  Sclerosis  Society 
for  research.  The  one-year  grant  is  one  of  52  such 
grants  being  made  by  the  Society  in  this  country  and 
abroad.  The  Society  has  agreed  to  make  a second, 
$20,000  grant  at  the  end  of  the  first  year,  provided 
funds  are  available. 
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Colorado-Wyoming  Bi-State  Science  Fair 


Montana 

Fred  H.  Lowe,  MD,  Missoula,  died  on  September 
9 in  Missoula.  He  was  born  November  9,  1902,  in 
Joliet,  Montana.  Doctor  Lowe  was  awarded  a BA 
degree  from  the  University  of  Monfana  in  1928  and 
an  MD  degree  from  Sf.  Louis  Universify  School  of 
Medicine  in  1936.  Upon  the  completion  of  his  in- 
ternship, he  moved  to  Missoula  where  he  was  en- 
gaged in  the  active  practice  of  medicine  until  his 
retirement  last  year.  Doctor  Lowe  was  a member  of 
the  Western  Montana  Medical  Society,  the  Montana 
Medical  Association,  and  the  American  Medical  As- 
sociation. 


Roy  V.  Morledge,  MD,  Billings,  died  of  a heart 
attack  in  Bozeman  on  September  17,  during  the 
annual  meeting  of  the  Montana  Medical  Association. 
He  was  horn  July  15,  1893  in  Cumberland,  Ohio.  He 
received  his  BS  degree  from  Grove  City  College  in 
1917  and  his  MD  degree  from  Ohio  State  Univer- 
sity College  of  Medicine  in  1926.  He  undertook  post- 
graduate study  at  the  University  of  Vienna  in  Austria 
during  1931  and  thereafter  limited  his  practice 
to  otolaryngology-ophthalmology.  Doctor  Morledge 
had  been  engaged  in  the  practice  of  medicine  in 
Billings  since  1928.  He  was  a past  president  of  the 
Yellowstone  Valley  Medical  Society  and  of  the  State 
Board  of  Health.  He  was  extremely  active  in  a num- 
ber of  medical  societies  and  community  organiza- 
tions. He  had  been  a member  of  the  Yellowstone 
Valley  Medical  Society,  the  Montana  Medical  As- 
sociation and  the  American  Medical  Association 
since  1929. 


Utah 

Dr.  Daniel  Tebbs  Madsen,  Price  anesthesiologist, 
drowned  in  the  Scofield  Reservoir  on  September  11, 
at  the  age  of  54.  At  the  time  of  his  death.  Dr. 
Madsen  was  serving  as  president  of  the  Carbon 
County  Medical  Society,  and  was  a member  of  the 
Utah  State  and  American  Medical  Associations.  He 
was  past  chief  of  staff  and  surgery  at  the  Carbon 
County  Hospital.  He  was  also  head  of  anesthesiology. 

Dr.  Madsen  was  born  in  Mount  Pleasant  on  May 
14,  1912,  a son  of  George  J.  and  Alice  Adelaide 
Tebbs  Madsen.  He  was  married  to  Lucille  Bailey  in 
1941. 

Dr.  Madsen  is  survived  by  his  widow;  a daughter, 
Mrs.  Sterling  B.  (LouAnn)  Larson,  Salt  Lake  City; 
two  sons,  Daniel  B.  Madsen,  serving  a Northern  Cali- 
fornia mission  for  the  L.D.S.  Church,  and  William 
Tebbs  Madsen,  Price;  a brother  and  two  sisters. 


Charles  L.  Bragaw,  of  the  NBS  Technical  Informa- 
tion Office,  is  shown  with  a plaque  given  him  “in 
acknowledgment  of  outstanding  services  to  youth 
and  science  as  Founder  and  Director  of  the  Colo- 
rado-Wyoming Bi-State  Science  Fair.”  Bragaw  has 
directed  the  Fair  since  he  founded  it  11  years  ago. 

The  award  was  presented  at  the  Fair’s  1966  an- 
nual banquet  by  Dr.  Calvin  Fisher,  Chairman  of  this 
year’s  Science  Fair  Committee,  on  behalf  of  the 
Fair’s  sponsors — the  Colorado  Dental  Association, 
the  Colorado  Engineering  Council,  the  Colorado 
Medical  Society,  the  Colorado-Wyoming  Academy  of 
Science,  the  Wyoming  State  Medical  Society,  and 
the  National  Bureau  of  Standards — ESSA  Boulder 
Laboratories. 
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■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  V2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit 
forming),  Phenacetin  gr.  IVi,  Aspirin  gr.  V/i,  Caffeine  gr.  V2. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC..  Tuckahoe,  N.  Y. 


New  books  received  ore  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Recent  Acquisitions 


fact  and  to  stimulate  an  understanding  of  the  legal 
reforms  so  essential  for  the  total  rehabilitation  of  the 
epileptic.  This  second  edition  documents  these  legal 
reforms,  related  to  marriage,  sterilization,  driver’s 
licenses  and  employment.  It  emphasizes  the  continu- 
ing need  for  further  efforts  by  individuals,  com- 
munities, state  legislatures  and  employers  to  remove 
archaic,  anachronistic  and  ill  founded  fears  and 
statutes  which  continue  to  handicap  the  epileptic. 

This  book  is  highly  recommended  to  physicians, 
interested  in  the  care  of  epileptics,  who  would  like 
more  information  concerning  the  handicaps  these  pa- 
tients will  encounter. 

J.  S.  Rosenberg,  MD 


Arteriography:  By  Joseph  L.  Curry.  Philadelphia,  1966, 
Saunders.  328  p.  Price  $14.00. 

Atlas  of  Hernia  Repair:  By  Carl  H.  Caiman.  St.  Louis,  1966, 
Mosby.  159  p.  Price:  $16.75. 

Epilepsy  and  the  Law:  By  Roscoe  L.  Barrow.  2d  ed.  New 
York,  1966,  Hoeber.  174  p.  Price:  $5.95. 

Goodbye,  Doctor,  Goodbye:  By  Peter  Manngian.  London, 
1963.  Abelard-Schuman.  155  p. 

Neurological  Diagnostic  Technique:  Edited  by  William  S. 
Fields.  Springfield.  111.,  1966,  Thomas.  429  p.  Price:  $16.00. 

The  New  Way  to  Live  With  Diabetes:  By  Charles  Weller. 
Garden  City.  N.  Y.,  1966,  Doubleday.  133  p.  Price:  $3.95. 

The  Practice  of  Cystoscopy:  By  David  Rosenbloom.  Spring- 
field,  111.,  1966,  Thomas.  210  p.  Price:  $9.75. 

Questions  and  Answers  in  Orthopaedics:  By  Floyd  G. 
Goodman.  St.  Louis,  1966,  Mosby.  244  p.  Price:  $9.85. 

Radiographic  Examination  in  Blunt  Abdominal  Trauma:  By 
James  J.  McCort.  Philadelphia,  1966,  Saunders.  252  p.  Price: 
$10.50. 

Scleroderma  and  Pseudoscleroderma,  Systemic  Scleroderma, 
Morphea,  and  Allied  Conditions:  By  Stefania  Jablonska.  War- 
saw, 1965,  Polish  Medical  Pub.  331  p.  Price:  $7.00. 

Standard  Nomenclature  of  Athletic  Injuries:  Prepared  by 
the  American  Medical  Association.  Chicago,  1966,  AMA.  157 
p.  Price:  $2.00. 

Unraveling  Juvenile  Delinquency:  By  Sheldon  Glueck.  New 
York.  1950,  Commonwealth  Fund.  399  p. 

Yellow  Fever:  Edited  by  George  K.  Strode.  New  York,  1951, 
McGraw-Hill.  710  p.  Price:  Gift. 


Book  Review 


Epilepsy  and  the  Law:  By  Roscoe  L.  Barrow  and  Howard  D. 
Fabing.  2d  ed.  New  York,  1966,  Hoeber,  174  p.  Price:  $5.95. 

It  is  difficult  to  believe  that  prior  to  October  1965 
the  immigration  laws  of  our  country  still  evidenced 
sufficient  prejudice  and  misinformation  to  exclude  a 
human  being  who  had  epilepsy.  Epilepsy  and  the 
Law  (2nd  edition)  by  Roscoe  L.  Barrow  and  Howard 
D.  Fabing,  MD,  is  a valuable  and  scholarly  but 
easily  read  and  comprehended  analysis  of  the  social 
and  vocational  handicaps  encountered  by  human  be- 
ings with  epilepsy  who  do  reside  in  these  United 
States. 

The  first  edition  of  this  book  was  published  a 
decade  ago.  Chief  Justice  Earl  Warren  commented 
that  the  book  caused  “more  legislatures  to  amend 
more  laws  in  a shorter  period  of  time  than  any 
similar  research  project  of  the  past  two  decades.” 

The  second  edition  was  published  because  of  this 


The  Pediatrician’s  Ophthalmology : A collaborative  effort  of 
several  authors,  edited  by  Sumner  D.  Liebman,  MD,  and 
Sydney  S.  Gellis,  MD.  St.  Louis,  1966,  C.  V.  Mosby  Company. 
352  pp.  Price:  $19.50. 

This  excellent  book  represents  the  fruit  of  a sug- 
gestion planted  seven  years  ago  by  Dr.  Theodore 
Sanders  and  the  late  pediatric  statesman  and  editor. 
Dr.  Borden  Veeder.  They  proposed  that  an  ophthal- 
mologist and  a pediatrician  collaborate  on  a book  on 
pediatric  eye  problems  specifically  for  the  needs  of 
pediatricians  and  family  physicians.  Dr.  Liebman  (the 
ophthalmologist)  and  Dr.  Gellis  (the  pediatrician), 
with  24  distinguished  contributors  have  met  the 
challenge  most  effectively  in  this  book.  Dr.  Gellis 
very  modestly  justifies  his  editorial  function  in  a book 
on  ophthalmology  on  the  grounds  that  a pediatrician 
needed  to  play  a part  in  selecting  the  material  of 
most  value  to  pediatricians,  general  practitioners, 
school  physicians,  etc.  Secondly,  since  ophthalmol- 
ogists have  a language  all  their  own,  he  served  a role 
as  “interpreter-editor.”  Both  functions  have  been 
more  than  adequately  fulfilled. 

The  contents  of  the  book  are  organized  in  a logical 
sequence,  beginning  with  chapters  on  anatomy, 
growth,  and  development  of  vision.  Subsequently, 
the  chapters  deal  with  such  subjects  as:  a step-by-step 
method  of  eye  examination,  refraction,  strabismus, 
internal  and  external  diseases  of  the  eye,  ocular 
manifestation  of  systemic  disease,  neuro-opthalmol- 
ogy,  cataracts,  trauma,  neoplasms  and  social  and 
emotional  aspects  of  eye  disease  in  childhood.  A 
timely  chapter  on  genetic  applications  and  implica- 
tions of  over  120  specific  lesions  constitutes  a special 
bonus  which  will  have  much  practical  value  in  coun- 
selling parents.  Finally,  and  very  appropriately  for 
“non-ophthalmologists,”  there  is  a clear  and  concise 
glossary  of  ophthalmic  terms. 

Since  this  is  primarily  a reference  book,  the  con- 
tributors have  made  each  chapter  a self-contained 
unit.  On  the  other  hand,  the  well  illustrated,  prac- 
tical orientation  of  this  book  may  stimulate  many 
“cover-to-cover”  readers.  The  price  may  be  a deter- 
rent to  many,  but  the  investment  would  be  repaid 
very  shortly  to  any  physician  who  spends  a significant 
percentage  of  his  time  dealing  with  the  health  prob- 
lems of  children. 

John  Edward  Hult,  MD 
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LOMOTII^" 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  . 0.025  mg. 


tackles  the  problem  of  diarrhea  directly 


Effectiveness — Physiologic  evidence  indi- 
cates that  Lomotil  acts  directly  on  the 
smooth  muscle  of  the  bowel  to  lower  motil- 
ity and  control  diarrhea.  This  action  is  un- 
surpassed in  promptness  and  efficiency. 

Convenience  — Lomotil  is  available  as 
small,  easily  carried,  virtually  tasteless  tab- 
lets and  as  a pleasant,  fruit-flavored  liquid. 


Versatility — The  therapeutic  efficiency, 
safety  and  convenience  of  Lomotil  may  be 
used  to  advantage  alone  or  adjunctively  in 
diarrhea  associated  with : 

• Functional  hypermotility  • Regional  enteritis 

• Irritable  bowel  • Ileostomy 

• Acute  infections  • Ulcerative  coiitis 

• Gastroenteritis  and  colitis  • Food  poisoning 

• Malabsorption  syndrome  • Drug  therapy 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 
Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are: 

Children:  Total  Daily  Dosage  . . „ 

3-6  mo.  . . Vz  tsp*.  t.i.d.  (3  mg.)  i ] o 

6-12  mo.  . V2  tsp.  q.i.d.  (4  mg.)  II  I I I 

T2yr.  ...  1/2  tsp.  5 times  daily  (5  mg.)  i J 1 i 1 
2-5yr.  ...  1 tsp.  t.i.d.  (6  mg.)  | | |[ 

5-8yr.  ...  1 tsp.  q.i.d.  (8  mg.)  lilt 
8-12yr.  ..  1 tsp.  5 times  daily  (10  mg.)  I 1111 

Adults:  . . 2 tsp.  5 times  daily  (20  mg.)^^  1111  1111 
(or  2 tablets  q.i.d.) 

*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth 
the  initial  daily  dosage. 


Precautions:  Lomotil,  brand  of  diphenoxylate  hy- 
drochloride with  atropine  sulfate,  is  a Federally  ex- 
empt narcotic  preparation  of  very  low  addictive 
potential.  Lomotil  should  be  kept  out  of  reach  of 
children  since  accidental  overdosage  may  cause  se- 
vere respiratory  depression.  Recommended  dosages 
should  not  be  exceeded.  Lomotil  should  be  used 
with  caution  in  patients  with  impaired  liver  func- 
tion and  in  patients  taking  addicting  drugs  or  bar- 
biturates. The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon 
but  among  those  reported  are  gastrointestinal  irri- 
tation, sedation,  dizziness,  cutaneous  manifesta- 
tions, restlessness,  insomnia,  numbness  of  extremi- 
ties, headache,  blurring  of  vision,  swelling  of  the 
gums,  euphoria,  depression  and  general  malaise. 
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Discriminating  Doctors 
everywhere  specify 

r E E LC AS 

Custom  Line 
Office  Furniture 


Doctors  ore  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  can  "individual- 
ize" your  office. 

Stop  in  soon  — or  phone  and  our  representative  will  call 


FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 

with  DICARBOSir  antacid 

■ effective  neutralizing  power— Two  tablets  in  vitrob 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste— A fresh  mint  flavor  patients  con- 
tinue to  enjoy.  With  Dicarbosil’s  unique*  formu- 
lation, chalky  after  taste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (about 

or  less  per  tablet),  Dicarbosil  is  within  the  reach 
of  all  patients. 

1.  Schleif.  R.H.:  J.A.PH.A.,  46:179,1957  ♦U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  T>i- 
silicate  0.006  Gm. 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 
319  South  4lh  Street  • St.  Louis,  Missouri  63102 
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Colorado  Medical  Society 

Officers — 1966-67 — Terms  of  Officers  and  Committeemen  ex- 
pire at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  and  expires  Sept. 
23.  1967,  at  the  Annual  Session  in  Colorado  Springs. 

President:  Myron  C.  Waddell,  Denver. 

President-elect:  Henry  H.  Zeigel,  Collbran. 

Vice  President:  Eugene  B.  Ley,  Pueblo. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1968. 
Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Additional  Trustees:  Carl  H.  McLauthlin,  Denver,  1967; 
Kenneth  A.  Platt,  Westminster,  1967;  William  A.  H.  Rettberg, 
Denver,  1968;  Robert  W.  Ludwick,  Sterling,  1969. 

Delegates  to  the  American  Medical  Association:  Harlan  E. 
McClure,  Lamar,  Dec.  31,  1967  (Alternate,  Vernon  L.  Bolton, 
Colorado  Springs,  Dec.  31,  1967):  Gatewood  C.  Milligan, 
Englewood,  Dec.  31,  1967  (Alternate,  Ray  G.  Witham,  Craig, 
Dec.  31.  1967);  Kenneth  C.  Sawyer,  Denver,  Dec.  31,  1968 
(Alternate,  Robert  E,  McCurdy,  Denver,  Dec.  31.  1968). 
Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora. 

Vice  Speaker,  House  of  Delegates:  John  M.  Wood,  Englewood. 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Hermann  B.  Stein,  Denver. 

Historian  Emeritus:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 


Montana  Medical  Association 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  Albert  L.  Vadheim,  Bozeman 
President-elect:  Alfred  M.  Fulton,  Billings 
Vice  President:  Mark  B.  Listerud,  Wolf  Point 
Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney 
Assistant  Secretary-Treasurer:  Hugh  V.  Anderson,  Great  Falls 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings 
Alternate  Delegate  to  the  A.M.A.:  Robert  W.  Thometz,  Butte 
Executive  Committee:  Albert  L.  Vadheim,  Bozeman;  Alfred 
M.  Fulton,  Billings;  Mark  B.  Listerud,  Wolf  Point;  Oscar  A. 
Swenson,  Sidney:  Hugh  V.  Anderson,  Great  Falls;  Robert  W. 
Thometz,  Butte:  Paul  J.  Gans,  Lewistown;  Robert  K.  West, 
Cut  Bank 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren 
D.  Bowman,  Jr.,  Billings 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585 


Nevada  State  Medical  Association 

OFFICERS-^ — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1966  Annual  Session. 

President;  Joseph  M.  George,  Jr.,  Las  Vegas 
President-Elect:  William  M.  Tappan,  Reno 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno 
Immediate  Past  President:  John  M.  Read,  Elko 
AMA  Delegate:  Leslie  A.  Moren,  Elko 
Alternate  Delegate:  Thomas  S.  White,  Boulder  City 
Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Wesley  W.  Hall,  Reno 

Associate  Editor,  Rocky  Mountain  Medical  Journal;  Nelson  B. 

NefE,  Reno 

Executive  Secretary:  Mr.  Nelson  B.  NefE,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 


New  Mexico  Medical  Society 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1967  Annual  Session. 

President:  Tom  L.  Carr,  Albuquerque, 

President-Elect:  Emmit  M.  Jennings,  Roswell. 

Vice  President:  Earl  B.  Flanagan,  Carlsbad. 
Secretary-Treasurer:  John  D.  Abnims,  Albuquerque. 

Immediate  Past  President:  Robert  P.  Beaudette,  Raton. 

Speaker,  House  of  Delegates;  Hugh  B.  Woodward.  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albu- 
querque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Councilors  for  Three  Years;  Don  R.  Clark,  Roswell;  Alvin  S. 
Hartz.  Farmington;  Samuel  E.  Neff,  Clovis. 

Councilors  for  Two  Years:  Harry  D.  Ellis,  Santa  Fe;  Armin 
T.  Keil,  Raton. 

Councilors  for  One  Year:  W.  W.  Kridelbaugh,  Albuquerque; 
Richard  C.  Sherman,  Alamogordo. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
505. 

Utah  State  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  L.  V.  Broadbent,  Cedar  City. 

President-elect:  Paul  A.  Clayton,  Salt  Lake  City. 

Past  President:  Stanley  R.  Child,  Salt  Lake  City. 

Honorary  President:  Henry  C.  Stranquist,  Ogden. 

Secretary  ’67:  Russell  M.  Nelson,  Salt  Lake  City. 

Treasurer  ’66:  Cyril  D.  Fulhner,  Salt  Lake  City. 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo. 
President,  Medical  Service  Bureau:  Wilford  G.  Biesinger. 
Sprlngville. 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan. 
Alternate  Speaker,  House  of  Delegates:  William  R.  Christensen. 
Salt  Lake  City. 

Additional  Trustees:  Box  Elder  County  Med.  Soc.  '66,  S.  L. 
Moskowitz,  Brigham  City;  Cache  Valley  Med.  Soc.  ’66.  Robert 
S.  Budge,  Smithfield;  Carbon  Co.  Med.  Soc.  ’66,  William  M. 
Gorishek,  Price:  Central  Utah  Med.  Soc.  '67,  Halvard  J. 
Davidson,  Manti;  Salt  Lake  Co.  Med.  Soc.  ’66,  John  H.  Clark. 
Salt  Lake  City;  Southeastern  Utah  Med.  Soc.  ’67.  Jerrold  C. 
Smith,  Monticello;  Southern  Utah  Med.  Soc.  ’67,  Joseph  J. 
Sannella,  Kanab;  Uintah  Basin  Med.  Soc.  ’67,  R.  V.  Larson. 
Roosevelt:  Weber  County  Med.  Soc.  ’67,  Douglas  C.  Barker, 
Ogden. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Richard 
P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City.  Telephone  EL5-7577. 

Wyoming  State  Medical  Society 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  Ray  K.  Christensen,  Powell 

President-elect;  Laurence  W.  Greene,  Jr.,  Laramie 

Vice  President:  Henry  N.  Stephenson,  Newcastle 

Secretary;  Raymond  E.  Kunkel,  Thermopolis 

Treasiurer:  Elmer  S.  McKay,  Lander 
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It  works 


what 

time 


is  it? 


For  the  past 
two  years 
there's  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 


iilstime 
to  tine. 


Tuberculin, 


Tine 


(Rosenthal) 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 

That's  why  we're  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1 ,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS,  FEES,  PERSONNEL,  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you — without  obliga- 
tion— how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it's  worth  the  time  to  investigate! 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 

Denver,  Colorado  80215 

MEMBER 


THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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WHAT  PRICE  GOOD  HEALTH? 

Vou  know  the  answer:  It's  priceless.  Your  health  is  responsible  for  your  family's 
standard  of  living. 

No  one  can  be  assured  of  good  health  but  at  least  YOU  have  an  opportunity  to 
protect  the  income  your  health  makes  possible — through  the  Medical  Society's 
low-cost  Income  Protection  Plan. 

This  Plan  provides  cash  benefits  of  up  to  $800.00  a month  when  you're  sick  or 
hurt  and  can't  earn  a living. 

Inquire  now-— See  if  YOU  qualify — Send  in  the  coupon  below  for  full  details. 


RETURN  THE  COUPON  FOR  FULL  DETAILS 


Underwritten  by 


OF  OMAHA 

MUTUAL  OF  OMAHA  tNSURANCE  COMPANY  i NAME 


i 

■ VINCENT  ANDERSON  COMPANY,  INC. 

I Second  Floor,  Railway  Exchange  Building 
J Denver,  Colorado  80202 

I Please  send  full  details  about  the  Income  Protection  Plan  of  the 

■ Colorado  Medical  Society. 


life  Insurance  Affiliate:  United  of  Omaha  J ADDRESS 


Home  Office— Omaha,  Nebraska 


CITY  STATE 


Zip  Code 


PREMIUM 

QUALITY 


AT  ITS  BEST... 


Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 


HOME  DELIVERY 


OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 
DENVER,  COLO. 
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WANT  ADS 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502,  Denver. 

9-7-TFB 


INTERNIST,  UNIVERSITY  TRAINED  AND  BOARD  CERTI- 
FIED, desires  association  with  group,  another  internist  or 
location  in  Denver  or  vicinity.  Reply  to  Box  10-2-3B,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Avenue,  Denver,  Colo. 
80218.  10-2-3B 


FOR  SALE — Rx  Master  A.O.  refracting  phoropter;  chair 
bracket,  lenses.  Excellent  condition.  Price  $900.00.  Contact 
Von  H.  Brobeck,  MD,  106  E.  St.  Vrain,  Colorado  Springs, 
Colorado.  Phone  633-5161.  9-8-3 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-5-TFB 


SKI  HOUSE.  Humbug  House,  a curiously  spacious  1897  Vic- 
torian on  the  main  street  of  BRECKENRIDGE  is  now  rent- 
ing for  the  coming  season.  Call  756-2666  or  write  to  2198  So. 
Jackson,  Denver.  10-4-2B 


OFFICE  FOR  RENT.  A going  practice.  New  medical  build- 
ing— good  location,  plenty  of  parking.  Large  reception 
room,  secretary  office.  Two  treatment  rooms,  surgery,  pri- 
vate office,  two  dressing  rooms,  one  small  laboratory  and 
drug  room.  New  hospital  under  construction,  present  hospi- 
tal 30  beds.  New  schools,  5,000  pop.  area,  two  MB’s.  38 
miles  from  Colorado  Springs,  on  Arkansas  River.  Also  2 
b.r.  brick  home  on  two  acres.  Reasons  for  leaving — Medi- 
care, D.O.  Contact  Edward  W.  Murphy,  D.O..  110  No.  Pikes 
Peak,  Florence,  Colorado  81226.  11-4-3B 


INTERNIST  for  5-man  department  in  busy  and  steadily 
growing  northcentral  Kansas  13-member  multispecialty 
group.  Partnership  after  salary  for  two  years.  Board  eligible 
or  Certified.  Reply  to  Box  11-9-TFB,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Ave.,  Denver,  Colorado  80218.  11-5-TFB 


WANTED:  SURGEON — Associate  in  busy  general  practice. 

Wyoming  community  in  excellent  recreation  area.  Good 
family  living.  Accredited  hospital.  Reply  to  Box  9-4-3,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Avenue,  Denver, 
Colorado  80218.  9-4-3 


GENERAL  PRACTITIONER  to  assume  active  practice  in 
southeast  Colorado  Springs.  Contact  Kenneth  Gloss,  MD. 
2808  West  Colorado  Avenue,  Colorado  Springs,  Colorado. 
Phone  473-3606.  11-1-2 


GENERAL  PRACTICE — Wonderful  opportunity  to  associate 
with  established,  busy  GP-surgeon.  Modern,  fully-equipped 
office  with  ample  space  for  2.  Arrangements  open.  Phone 
237-2767  or  contact  J.  A.  Leonard,  MD,  1200  Wadsworth, 
Lakewood,  Colorado  (Denver  suburb).  11-2-1 


NEAR  HOSPITALS — Two  vacant  first  floor  suites,  each  has 
700  sq.  ft.,  can  be  combined.  Three  private  offices,  five 
treatment  or  examining  rooms,  two  rest  rooms,  air  condi- 
tioned, off-street  parking.  $3.50  sq.  ft.  See  Bigelow  at  1820 
Gilpin  Street  or  call  377-1100.  Denver.  11-3-3B 


GENERAL  PRACTICE  FOR  SALE.  New  office  with  excellent 
parking.  Located  near  both  hospitals.  Grossing  $3,000 
monthly.  Leaving  for  residency.  $5,000  buys  all  equipment, 
etc.  Available  December  1966.  Write  Box  897,  Boulder,  Colo- 
rado 80302.  10-6-2 


Si*' 


EXCLUSIVELY 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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Doctor,  Are  YOU  Interested  in  Retirement  Income 
or  Long  Term  Capital  Gain: 


Supermarket  Lease 

I I years  remaining  at  Guaranteed  rental  of 
$16,880.00  per  year.  Will  show  return  of  8%  on 
sales  price.  New  owner  has  excellent  leverage, 
good  tax  shelter,  and  rapid  build-up  of  equity. 
Rare  opportunity  to  acquire  large  income  prop- 
erty with  only  $25,000  down  and  good  terms. 


Inflation  Hedge 

160  acre  northern  Colorado  Farm.  Mile  and  half 
from  town  on  gravel  road.  All  Tillable.  Have 
tenant  who  wants  to  farm  on  shares.  Only  $125 
per  acre  with  29%  down. 


Interstate  Freeway 

10  acres  just  off  major  freeway  interchange.  Own- 
er forced  to  sell  due  to  other  business  commit- 
ments. Will  sell  subject  to  business  zoning  for  only 
$10,000  per  acre.  Don't  miss  this  one  if  you  are 
looking  for  long  term  capital  gain. 


Net  Land  Lease 

Showing  9.4%  net  to  buyer.  Have  several  of 
these  with  good  companies  ranging  in  price 
from  $40,000  to  $80,000.  No  management  prob- 
lems here,  just  a check  in  the  mail  every  month. 


509  1 7th  Street 


JOE  TACKETT  & CO. 

PHONE  222-5988 


Denver,  Colorado 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 

309  16th  Street  I \ Telephone 

Denver  2 534-8714 


EARNEST  DRUG 

217  1 6th  Street 
Denver,  Colorado 
Prescription  Specialists 

Telephones  KEystone  4-7237— KEystone  4-3265 
FRESH-CIEAN-COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 

3890  ELM  STREET-TEL.  388-5731 -DENVER  7,  COLORADO 

Offices  also  in: 

Colorado  Springs,  Colorado 
1202  Kingsley  Drive,  635-8768 


Salt  Lake  City,  Utah 
21  Kensington  Street,  485-8262 


Medical  X-Ray  Equipment 
Accessories  & Film 


Albuquerque,  New  Mexico 
113  Sierra  Dr.,  S.E.,  255-1288 


Medical  and  Laboratory 
Nuclear  Instrumentation 
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I I nice  places  to  send  your  ophthalmic  patients 

U U —with  confidence! 


% Qualified  dispensers  Finest,  first  quality  lenses 
^ Wide  selection  of  frames  at  various  prices 


\ 

X 


DENVER 

218  16th  St 

.222-2611 

1955  Penn 

.255-7979 

Franklin  Medical  Center 

2045  Franklin 

.623-8181 

1801  High 

.355-1815 

Medical  Center  AURORA 

3705  E.  Colfax 355-0202  10115  E.  Colfax.  .. 

303  Josephine 355-0033  LAKEWOOD 

2465  S.  Downing 777-2424  Youngfield.  . 

BOULDER 

LITTLETON  Medical  Arts  Bldg. 

6200  S.  Broadway 798-6888  1136  Alpine 


Shadford  • Fletcher 

DIVISION  OF  BENSON'S 

IT'S  SMART  TO  RELY  ON  @ QUALITY  EYEWEAR 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 


ARTIFICIAL  EYES 

Plastic  eyes  and  slass 
eyes  special  made  to  fit 
the  most  difficult  cases. 

An  expert  eye-maker  is 
in  our  office  at  all  times 
to  give  your  patients  the 
satislaction  they  must 
have.  In  business  since 
1904. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  825-0229 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


MEDICAL  OFFICE  SPACE 
560  GARRISON  ST. 

Doctors  office  space  serving  well  popu- 
lated area.  Contains  approx.  1,505 
square  feet  adjoining  Meadowlark  Shop- 
ping Center.  Air  conditioned,  heated, 
well  lighted,  plenty  of  parking,  next  to 
drug  store.  Occupied  by  successful 
General  Practitioners  since  built  in  1 959. 
For  appointment  to  see  and  further  in- 
formation call  Mr.  Thomas. 

GARRETT- BROMFIELD  & CO. 

222-862 1 Security  Bldg. 
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BILLING 


Not  if  you  bill  over 
200  patients. 

Now  automation  can  pay  its  own  way  in  the  average 
individual  practice.  And,  of  course,  it’s  a great  time-saver. 

Your  nurse  or  receptionist  simply  spends  a few  minutes  at 
the  end  of  each  day  on  the  data  phone,  transmitting  to  our 
central  computer.  Or,  if  you  prefer,  she  can  drop  everything 
in  the  mail,  and  we’ll  feed  it  into  the  computer.  From  then 
on,  all  records  and  billing  are  completely  automated. 

You’ll  notice  advantages  right  away.  You  and  your  staff  are 
freed  from  time-consuming  bookwork.  Billings  go  out 
faster.  Payments  come  in  quicker,  and  can  be  credited 
right  to  your  account.  And  you  get  daily  reports 
of  all  activity. 

It’ll  only  take  a few  minutes  to  get  further  details  and 
specific  cost  figures  on  our  Professional  Billing  Service. 

Just  call  Chuck  Derby  at  244-8811. 

Visit  us  in  booth  33  at  the  Colorado  Medical  Convention. 

that's  the  hanh  for  my  money!" 

DENVER  U.S. 

NATIONAL  BANK 

DENVER  U.S.  CENTER  17th  and  Broadway 
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House  of  Delegates  Proceedings 
Colorado  95th  Annual  Session 
Utah  71st  Annual  Meeting 


Stop  Running  Scared 

Mesenteric  Artery  Insufficiency 

Mental  Retardation — Every  Physician’s 
Responsibility 

Cushing’s  Syndrome  With  Hepatic 
Malignancy 

and  other  articles 
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Complete  Volume  Index  page  97 
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some 
allergens 
are  red... 


whatever  their 
color,  shape, 
or  size... 


Benadryr 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


Whether  the  allergen  is  red  and  round,  or  unseen 
and  unknown,  BENADRYL  provides  relief  of 
symptomatic  distress  through  its  antihistaminic 
and  antispasmodic  actions.  PRECAUTIONS: 
Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles 
or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics, 
sedatives,  or  tranquilizers  if  used  with 
BENADRYL  should  be  prescribed  with  caution 


because  of  possible  additive  effect.  Diphenhy- 
dramine has  an  atropine-like  action  which  should 
be  considered  when  prescribing  BENADRYL. 

SIDE  EFFECTS:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and  generally 
mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions 
are  drowsiness,  dizziness,  dryness  of  the  mouth, 
nausea,  and  nervousness.  BENADRYL  is  available 
in  Kapseals®  of  50  mg.  and  Capsules  of  25  mg.  ooses 


PARKE-DAVIS 


DAV/S  4 COMPANY,  Detroit.  UicHigae  44732 


TABLETS  & GRANULES 


LACTINEX  contains  a standardized  viable 
mixed  culture  of  Lactobacillus  acidophilus 
and  L.  hulgaricus  with  the  naturally 
occurring  metabolic  products  produced 
by  these  organisms. 

LACTINEX  was  introduced  to  help 
restore  the  flora  of  the  intestinal  tract 
in  infants  and  adults. 

LACTINEX  has  also  been  shown  to  be 
useful  in  the  treatment  of  fever 
blisters  and  canker  sores  of 
herpetic  origin. 

No  untoward  side  effects  have  been 
reported  to  date. 

Literature  on  indications  and  dosage 
available  on  request. 

HYNSON,  WESTCOTT 
& DUNNING,  INC. 

BALTIMORE,  MARYLAND  21201 

(LX03) 
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When  the  stagnant  sinus 
must  be  drained... 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 

the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
Ibng  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


Brand  of  phenylephrine  hydrochloride 


is  available  in  a variety  of  forms, 

for  all  ages: 

VsVo  solution  for  infants 

’AYo  solution  for  children  and  adults 

’AVo  pediatric  nasal  spray  for  children 

V2V0  solution  for  adults 

V2®/o  nasal  spray  for  adults 

V2V0  jelly  for  children  and  adults 

IV0  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 


In  acute  bursitis, 
what  happens  when  you  add 
Butazolidiri? 

phenylbutazone 


Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug  allergy;  his- 
tory of  blood  dyscrasia.  Because  of  the  increased  pos- 
sibility of  toxic  reactions,  the  drug  should  be  used  with 
greater  care  in  the  elderly  and  should  not  be  given 
when  the  patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently.  Large  doses 
of  Butazolidin  alka  are  contraindicated  in  patients  with 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch  for  exces- 
sive increase  in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of  sulfonyl- 
urea, sulfonamide-type  agents  and  insulin.  Patients  re- 
ceiving such  concomitant  therapy  should  be  carefully 


observed  for  this  effect.  Use  with  caution  in  the  first 
trimester  of  pregnancy. 

Precautions:  Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a complete  physi- 
cal and  laboratory  examination,  including  a blood  count. 
The  patient  should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia): 
sudden  weight  gain  (water  retention);  skin  reactions; 
black  or  tarry  stools.  Regular  blood  counts  should  be 
made  to  guard  against  blood  dyscrasias. 

Adverse  Reactions:  The  most  common  adverse  re- 
actions are  nausea,  edema  and  drug  rash.  Moderately 
lowered  red  cell  count  may  sometimes  occur  due  to 
hemodilution.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
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If 


response  in  most 
is  dramatic 


if 


Lowell, J. 8.;  New  England  J. Med. 269: 798,1 963. 


When  Lowell  added  phenylbutazone  to 
his  usual  immobilization  and  rest  meas- 
ures for  the  treatment  of  acute  shoulder 
bursitis,  he  found  “The  response  is  dra- 
matic a n d o GO  UTS  wi  th  i n f o rty-e  ig  h t to  sev- 


enty-two hours,  and  occasionally  as  early 
as  twenty-four  hours.  There  is  rapid  loss 
of  pain  and  concomitant  increase  in  avail- 
able motion”. 


quently,  agranulocytosis,  exfoliative  dermatitis,  Stevens- 
Johnson  syndrome  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vertigo  or  languor  may 
occur.  Leukemia  and  leukemoid  reactions  have  been 
reported  but  cannot  definitely  be  attributed  to  the  drug. 
Thrombocytopenic  purpura  and  aplastic  anemia  are  also 
possible  side  effects. 

Confusional  states,  hyperglycemia,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  transient  hearing 
loss  have  been  reported,  as  have  hepatitis,  jaundice 
and  several  cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage:  Initially,  give  400  mg.  daily  (one 
tablet  or  capsule  q.i.d.),  reducing  this,  if  possible,  when 


a favorable  therapeutic  effect  has  been  obtained.  If 
after  one  week  there  has  been  no  response,  discontinue 
the  drug. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6509-V(B) 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  8U-4513 


Butazolidiri  alka  Geigy 

Each  capsule  contains:  Butazolidin®,  phenylbutazone,  100 
mg.;  dried  aluminum  hydroxide  gel,  100  mg.;  magnesium 
trisilicate,  ISO  mg.;  homatropine  methylbromide,  1.25  mg. 


for  December,  1966 
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A common  cold!  I thought  everything  was  a virus’’  these  days. 


Although  he’d  prefer  a more  exotic  name  for  it,  you  know 
he's  suffering  from  an  ordinary,  old  common  cold.  And, 
he's  congested.  He’ll  breathe  easier  when  you  prescribe 
Novahistine  LP. 

Two  long-acting  tablets  in  the  morning  and  two  in  the 
evening  will  provide  around-the-clock  relief  by  helping 
to  keep  congested  air  passages  clear,  thus  enabling 
your  cold  patient  to  enjoy  normal  and  free  breathing. 
This  action  of  long-acting  Novahistine  LP  helps  restore 
normal  mucus  secretion  and  ciliary  activity-physiologic 
defenses  against  infection  of  the  respiratory  tract. 

Use  cautiously  in  individuals  with  severe  hypertension. 


diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Tell  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine 
hydrochloride,  25  mg.,  and  chlorpheniramine  maleate, 
4 mg. 

NoiijiiisniFir 

For  relief  of  nasal  congestion. 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


ill 

chronic 

illness 

B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules,  con- 
taining therapeutic  quantities  of  vitamins  B and  C,  are  fonniilated  to  meet  the 
increased  metabolic  demands  of  patients  with  ph\\siologic  stress.  In  chronic  ill- 
ness, as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  (Pyridoxine  HCI)  2 mg 

Vitamin  B^  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


; 
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LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

628-6  — 3614 
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IT’S  AS  PLAIN 
AS  THE 
NOSE  ON  HIS 


UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp”  Extentabs* 

(Dimetane®  Ibrompheniramine  maleatel,  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  orall  night, 
usually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potentanti- 
histamine  reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,* 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10-  to  12-hour  form. 

•Schiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
J.  Med._261:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

AH'I^OBiNS 


The  full  'A  grain  of  phenobarb  in 


takes  nervous  (; 
...helps  bring  out 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  ('A  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  {2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate 'A  gr.  (No.  2), 


y2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 


Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported.  ^ 


AW 


A,  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 


for  tlie  Infant 
who  requires  a 
milk-free  diet! 


coNcfirnuj 

urn; 

ffypealhtfU 


♦ Soyalac  satisfies!  Baby  is  happy,  mother  is  grateful,  doctor  is 

gratified. 

• The  nut-like  taste  is  pleasing.  Infants  readily  accept  this  hypo- 
allergenic formula  that  is  completely  fibre-free.  An  exclusive 


hr  MtiH 
WUtrttiHrh 


process  results  in  a consistency  much  like  milk. 


♦ Soyalac  is  strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation.  Clinical  data  furnish  evidence  of 

Soyalac's  value  in  promoting  norma!  growth  and  development. 

• Excellent  for  regular  infant  feeding,  too  — and  for  growing  chil- 
dren and  adults. 


Soyalac 


amd  SQ/m|)44 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


a product  of 

LOMA  LINDA  FOODS 


MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.  A. 
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Preludin 


phenmetrazine 

hydrochloride 


helps  keep 
calories  at 
arm's  length 


In  one  double-blind  program* 
involving  diet,  close  doctor/patient 
cooperation,  exercise,  posture 
instruction,  and  follow-up  visits,  93 
obese  patients  received  Preludin  or 
a placebo.  The  drug  and  placebo  were 
alternated  every  four  weeks.  This 
procedure  lasted  from  8 to  3 5 weeks. 

Sixty-one  percent  of  the  patients 
lost  more  weight  on  Preludin 
than  on  placebo.  In  fact,  they  lost 
an  average  1.9  pounds  per  week— 

Preludin^tablets of  25  mg. 

Endurets®'’  prolonged-action  tablets  of  75  mg. 

Dosage:  One  25  mg.  tablet  two  or  three  times  daily, 
or  one  75  mg.  Endurets  tablet  once  daily. 
Contraindications:  Severe  coronary  artery  disease, 
hyperthyroidism,  severe  hypertension,  nervous 
instability,  and  agitated  prepsychotic  states.  Do 
not  use  with  other  CNS  stimulants,  including 
MAO  inhibitors. 

Warning:  Do  not  use  during  thefirst  trimester  of 
pregnancy  unless  potential  benefits  outweigh 
possible  risks. 

Precautions:  Use  with  caution  in  moderate  hyper- 
tension and  cardiac  decompensation.  Excessive 


almost  four  times  as  much  as  when 
they  were  on  placebo! 

For  a decade  Preludin  has  demon- 
strated similar  results.  Its  effective- 
ness has  been  described  in  more  than 
300  published  clinical  reports  in- 
volving more  than  10,000  patients. 

Preludin  curbs  appetite  without 
excessive  stimulation,  it  will  work 
in  your  weight-control  programs  too. 

^Barnes,  R.  H. : J.A.M.A.  166:898, 1958, 

use  may  result  in  a psychotic  illness  manifested  by 
restlessness,  mood  or  behaviorchanges,  hallu- 
cinations, or  delusions. 

Side  Effects:  Dryness  or  unpleasanttaste  in  the 
mouth,  urticaria,  and  (rarely)  overstimulation, 
insomnia,  dizziness,  nausea,  or  headache. 

For  details,  seetull  Prescribing  Information.  6544-111  (B) 

Under  license  from  Boeh ringer  Ingel heim  G.m.b.H. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  N.  Y. 


only  one  in  the  morning 


Now 

b.i.d.  convenience 

plus 

even  greater  patient  savings 
over  g._Ld,  tetracycline  therapy 

(plus  all  the  advantages  of  \ 
tetracycline  phosphate  complexy 

newlc  bidO^lPS* 

(tetracycline  phosphate  complex) 


Maximum  patient  savings.  New 

_^CAPS  now  enable  you  to  pre- 
scribe tetracycline  in  an  even  more 

economical,  more  convenient 
form.  Your  patient’s  prescription 
dollar  gets  maximum  value.-  a 
daily  bidCAPS  dose  is  priced  lower 
than  any  other  leading  brand  of 
tetracycline— b.i.d.  or  q.i.d. 


More  of  the  active  antibiotic  in 
the  blood.  The  basic  tetracycline 
in  Tetrex  (tetracycline  phosphate 
complex)  is  less  bound  to  serum 
protein  than  is  demethylchlortet- 
racycline.’  Result:  Tetrex  (tetracy- 
cline phosphate  complex)  pro- 
vides a higher  percentage  of 
active  antibiotic  in  the  blood. 


Well  tolerated.  Tetrex  (tetracy- 
cline phosphate  complex)  is  well 
tolerated.  Gastrointestinal  side 
effects  are  few,-  photodynamic 
reactions  are  extremely  rare. 


Available  in  bottles  of  16  and  50. 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL 


BRISTOL  THERAPEUTIC  SUMMARY:  F^r  complete  infor- 
mation consult  Official  Package  Ci.rcular.  IndicQlions: 
Infections  of  respiratory,  gostrointestinal  and  genito- 
urinary tracts  and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms.  Controincf/cot/ons;  The  drug 
is  contraindicated  In  individuals  hypersensitive  to  tetra- 
cycline. Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sun- 
light should  be  avoided  during  therapy.  Stop  treatment 
if  skin  discomfort  occurs.  With  renal  Impairment,  sys- 
temic accumulation  and  hepatotoxicity  may  occur.  In 
this  situation,  lower  doses  should  be  used.  Tooth  stain- 
ing and  enamel  hypoplasia  may  be  Induced  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions-.  Mycotic  or  boc- 
terial  superinfecfion  may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions.-  Glossitis,  stomatitis,  nausea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis,  dermatitis  and  allergic  reac- 
tions may  occur.  L/suo/  Adult  Dose.*  500  mg.  b.i.d. 
Continue  therapy  for  10  days  in  beta-hemolytic  strep- 
tococcal infections.  Administer  on§  hour  before  or  two 
hours  after  meals. 

Reference.-  1.  Roberts,  C.  E.,  Jr.;  Perry,  D.  M.;  Kuharic, 
H.  A.,  and  Kirby,  W.  M.  M.r  A.  M.  A.  Arch.  Int.  Med. 
?P7:204  (Feb.)  1961. 


^bidCAPS  is  a trademark  of  Bristol  Laboratories,  Division  of  Bristol-Myers  Company,  for  its  brands 
of  twice-a-day  capsules.  Each  Tetrex  bidCAP  contains  Tetrex  (tetracycline  phosphate  complex) 
equivalent  to  500  mg.  tetracycline  HCI  activity. 


Iwhy  wonder  about  a drug 

whenyou  know 

BECLOMYCIN 

DmETHYLCHLOKTETRACTCLINE 

provides  hig^  activity  levels 


From  Sweeney,  W.  M.;  Dornbush,  A.  C.,  and  Hardy,  S.  M,; 
Amer.  J.  Med.  Sci.  243:296  (Mar.)  1962 


one  300  mg  tablet  b.i.d. 

or 

one  150  mg  capsule  q.Ld. 


Effective  in  a wide  range  of  everyday  Infections— respira- 
tory, urinary  tract  and  others  — in  the  young  and  aged  — 
the  acutely  or  chronically  ill- when  the  offending  organ- 
isms are  tetracycline-sensitive. 

Contra/nd/cat/on  — History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning— -In  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indicated 
and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or 
artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated 
sunburn  reaction  which  may  range  from  erythema  to 
severe  skin  manifestations,  in  a smaller  proportion,  pho- 
toallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at, 
the  first  evidence  of  skin  discomfort. 

Precautions  and  Side  ff/ects  — Overgrowth  of  nonsuscep- 
tible  organisms  may  occur.  Constant  observation  is  essen- 


tial. If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracydine  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yeliow-grey-brownish).  This  effect  occurs  mostly 
during  long-term  use  but  has  also  been  observed  in  short 
treatment  courses.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  med- 
ication and  institute  appropriate  therapy.  Anaphylactoid 
reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  1 hour  before  or  2 hours  after  meals, 
since  absorption  is  impaired  by  the  concomitant  admin- 
istration of  high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg, 
and  75  mg  of  demethylchlortetracydine  HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

416-6-4074 


SQUIBB  mOTES  DIM  THERAPY 


“‘Tranquilizer’  is  not  a good  word’” 


This  classification  is  psychologi- 
cally too  seductive,  pharmaco- 
logically too  unspecific,  and  in 
terms  of  results  not  infrequently 
untrue."^ 

What  is  a tranquilizer?  According 
to  the  24th  Edition  of  Borland's 
Medical  Dictionary^  a tranquilizer 
is  "an  agent  which  acts  on  the 
emotional  state,  quieting  or  calm- 
ing the  patient  without  affecting 
clarity  of  consciousness." 

Defining  a drug  by  its  effects,  how- 
ever, can  be  misleading.  The  same 
effects  by  which  the  dictionary 
defines  a tranquilizer  have  some- 
times been  seen  after  administra- 
tion of  a sedative  — or,  for  that 
matter,  a placebo. 

Ambiguous  though  the  term  may 
be,  it  appears  to  be  here  to  stay. 
The  1966  edition  of  the  Physicians' 
Desk  Reference''  lists  42  tranquil- 
izers indicated  for  treatment  of 
anxiety  and  apprehensive  states. 

'Tranquilizers'  have  differences  in 
action,  differences  in  effect 

Although  all  tranquilizers  are  in- 
tended to  calm  anxious  patients 
there  are  differences  in  their 
actions  — and  in  their  effects.  They 
have  been  divided  into  three  cate- 
gories — the  rauwolfia  group,  the 
'minor'  tranquilizers,  and  the  phe- 
nothiazines.' 

Although  the  tranquilizing  effect 
of  rauwolfia  has  been  known  for 
centuries,  its  use  as  an  antipsy- 
chotic agent  in  current  practice 
has  diminished.^ 

A 'minor'  tranquilizer  is  often  pre- 
scribed to  achieve  more  than  one 
effect.  Thus,  besides  being  tran- 
quilizers some  of  these  com- 
pounds may  be  muscle  relaxants, 
antihistaminics  with  some  calming 
action,  anticholinergic  sedatives, 
or  antispasmodics.^ 

The  phenothiazines  are  considered 
'major'  tranquilizers  because  they 
alter  psychotic  behavior.'  This  clas- 
sification may  have  done  them 
more  harm  than  good  because  it 
implies  that  the  phenothiazines 
should  be  reserved  for  the  more 


severely  disturbed.  This  is  not  nec- 
essarily true. 

The  phenothiazines  — and  the 
problem  of  sedation 

One  of  the  problems  of  prescrib- 
ing phenothiazines  for  ambulatory 
patients  has  been  the  fear  that  ex- 
cessive sedation  will  impair  the 
patient's  ability  to  function.  This, 
however,  is  less  of  a problem  with 
some  of  the  phenothiazines. 
"Clinically  they  may  be  differenti- 
ated primarily  in  terms  of  their 
potency  and  the  extent  of  their 
sedative  effect,  which  appear  to  be 
inversely  proportional.  That  is,  the 
least  potent,  the  one  which  is  used 
in  highest  dosage,  chlorpromazine, 
is  the  most  sedative,  while  the  re- 
verse holds  true  for  fluphenazine."'’ 
In  a recent  report  on  various  stud- 
ies conducted  over  several  years 
evaluating  360  patients  treated  for 
anxiety  and  stress  with  seven  phe- 
nothiazines, this  inverse  relation- 
ship of  potency  to  sedation  was 
confirmed.'  Also  under  considera- 
tion was  the  degree  to  which  the 
particular  phenothiazines  neutral- 
ized anxiety  (the  angolytic  index). 
Interestingly  enough  there  was, 
again,  an  inverse  relationship.  The 
most  sedative  of  the  phenothia- 
zines appeared  to  be  the  least 
active  in  neutralizing  anxiety.  Flu- 


Contraindications:  Do  not  use  with  high  doses  of 
hypnotics  or  in  patients  with  subcortical  brain 
damage.  Use  with  caution  in  patients  with  a his- 
tory of  convulsive  disorders.  Severe  reactions  may 
occur  in  patients  with  idiosyncrasy  to  other  cen- 
trally-acting drugs,  and  severe  hypotension  may 
occur  in  patients  with  special  medical  disorders, 
e.g.  mitral  insufficiency  and  pheochromocytoma. 
Precautions:  Effects  of  atropine,  anesthetics  and 
C.N.S.  depressants  may  be  potentiated.  Hypoten- 
sion may  occur  in  patients  undergoing  surgery.  Do 
not  use  epinephrine  for  treatment  of  the  hypo- 
tensive reactions  which  may  appear  in  patients  on 
phenothiazine  therapy. 

Side  Effects:  Extrapyramidal  reactions,  allergic  skin 
reactions,  the  possibility  of  anaphylaxis,  drowsi- 
ness, visual  blurring,  dizziness,  insomnia,  nausea, 
anorexia,  salivation,  edema,  perspiration,  dry 


phenazine,  one  of  the  least  seda- 
tive, on  the  other  hand,  was  found 
to  be  most  effective  in  relieving 
anxiety.' 


RELATIVE  SEDATIVE  AND 
ANGOLYTIC  INDICES  OF 
PRINCIPAL  PHENOTHIAZINES* 


BASED  ON 

SEDATIVE  ANGOLYTIC  STANDARD 


DRUG 

INDEX 

INDEX 

DOSE  OF 

Chlorpromazine 

100 

15 

25  mgs. 

Triflupromazine 

100 

15 

25  mgs. 

Thioridazine 

90 

17 

25  mgs. 

Perphenazine 

15 

25 

4 mgs. 

Carphenazine 

25 

25 

25  mgs. 

Trifluoperazine 

3.3 

95 

2.0  mgs. 

Fluphenazine 

3.5 

100 

2.5  mgs. 

‘adapted  from  Sainz? 


Prolixin  is  therapeutically  effective 
without  excessive  sedation 

When  used  as  a 'tranquilizer'  in 
general  medical  practice,  in  many 
patients  Prolixin  (Squibb  Fluphe- 
nazine Hydrochloride)  suppresses 
anxiety,  but  not  normal  activity. 
These  two  features  are  of  particu- 
lar importance  to  patients  who 
must  be  able  to  live  and  work  with- 
out their  normal  daily  activities 
being  restricted. 

Because  of  its  longer  duration  of 
action.  Prolixin,  in  doses  of  as  little 
as  one  to  three  milligrams  in  adults, 
generally  taken  once  a day,  is  ef- 
fective in  maintaining  many  pa- 
tients free  of  their  symptoms  of 
anxiety  and  tension. 


mouth,  abnormal  lactation,  polyuria,  hypotension, 
and  jaundice  and  biliary  stasis  may  occur.  Routine 
blood  counts  are  recommended  to  determine  pos- 
sible blood  dyscrasias;  if  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  drug  and 
institute  appropriate  therapy. 

Available:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  prescribing  information,  see  package  insert 

References:  1.  Simpson,  C.M.:  Postgrad.  Med. 
39:557,  1966.  2.  Freyhan,  F.A.:  Am.  J.  Psychiat. 
775:577,  1959.  3.  Dorland's  Illustrated  Medical  Dic- 
tionary, ed.  24,  Philadelphia,  VV.  B.  Saunders  Co., 
1965,  p.  1603.  4.  Physicians'  Desk  Reference,  1966, 
Oradell,  N.J.,  1965,  p.  310.  5.  Cohen,  S.:  Northwest 
Med.:  65:197,  1966.  6.  Detre,  T.,  and  Jarecki,  H.: 
Connecticut  Med.  25:553,  1961.  7.  Sainz,  A.:  Psy- 
chosomatics  5:167,  1964. 


PROLIXIN 

SQUIBB  FLUPHEiMAZINE  HYDROCHLORIDE 


Squibb  m|i 


'The  Priceless  Ingredient'  of  every  product 


lll'jjy  ts  the  honor  and  integrity  of  its  r*aker. 


new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology— long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH-values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  — provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine -both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 


Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  ail  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 


Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


(color  charts 
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Ames  Company,  Inc.,  Elkhart,  Indiana 
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REGIONAL  WEATHER  FORECAST 

Severe  Snow  Storms,  Strong  Winds  and  Bitter  Cold  Followed  by 
Cough,  Stuffed  and  Runny  Noses  and  Aches  and  Pains. 


Tussagesic  breaks  up  coughs,  quickly  clears  stuffed 
and  runny  noses  and  relieves  aches  and  pains.  Pro- 
vide coverage  of  the  tough  cold  for  up  to  24  hours 
with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime. 

each 

Tussagesic 

timed-release  tablet  contains: 


Triaminic® 50  mg. 

(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen  325  mg. 


Dosage;  Adults— -1  tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 
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Rocky  Mountain  Medical  Journal 


what 
time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

it^time 
to  tine. 


Tuberculin, 
Tine  .ATest 


(Rosenthal) 


Lederle 

Available  in  5’s  and  25’s. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

414-6-4046R 
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SQUIBB  NOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis. 1 Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,-  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.^ 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.^  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.5 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.**  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium.'^  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.'^ 

The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1/  10th  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.**  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.**' i** 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.^^  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate. The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active.*^  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.^ 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 
Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas;  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium. *- 
One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide . ..”*** 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  (bendroflumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindications:  Severe  renal  impairment; 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.I.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethia- 
zide) 5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bendroflumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 
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I New 

; low-cost  tetracycline/antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida: 


diabetic  patients 


2.  nonpregnant  women  with  a history  of  recent 
or  recurrent  monilial  vaginitis 


3.  elderly  or  debilitated  patients 


. patients  with  a past  history  of  moniliasis 


5.  patients  on  long-term  tetracycline  or  cortico- 
steroid therapy 


Tetrex-F 

Each  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units. 


BRISTOL  THERAPEUTIC  SUMMARY;  For  complete  in- 
formation  consult  Official  Package  Circular.  Indications : 
Infections  of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensi- 
tive organisms,  in  patients  with  increased  susceptibility 
to  monilial  infections.  Contraindications : The  drug  is  con- 
traindicated in  patients  hypersensitive  to  its  components. 
Warnings:  Photodynamic  reactions  have  been  produced  by 
tetracyclines.  Natural  and  artificial  sunlight  should  be 
avoided  during  therapy.  Slop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and 
hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may 
be  induced  during  tooth  development  (last  trimester  of 
pregnancy,  neonatal  period  and  childhood).  Precautions : 
Bacterial  superinfection  may  occur.  Infants  may  develop 
increased  intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis,  dermatitis,  and  allergic  reactions 
may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue 
therapy  for  10  days  in  beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before  or  2 hours  after  meals. 
Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tet- 
racycline phosphate  complex  equivalent  to  250  mg.  tetra- 
cycline HCl  activity  and  250,000  units  of  nystatin. 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 
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Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


Does  she  really  care? 

Is  she  alert,  encouraged, 
positive  and  optimistic 
about  getting  completely 
well  soon? 

Or  has  she  given  in  to 
the  demoralizing  impact 
of  confinement,  disability 
and  dependency? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals . . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertooic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  B^),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement,  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 
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Medicine  and  Religion 


A seminar  on  medicine  and  religion  is  scheduled 
for  Thursday,  January  12,  1967,  at  the  Presbyterian 
Medical  Center,  Denver,  Colorado.  The  one-day 
seminar  will  involve  afternoon  and  evening  sessions 
(including  dinner  in  the  registration  fee  of  $6.00). 

The  seminar  theme  is  “Modern  Patient-Pastor- 
Physician  Relationships.”  Guest  speakers  for  the 
seminar  will  be:  Seward  Hiltner,  PhD,  Professor  of 
Theology  and  Personality,  Princeton  Theological 
Seminary,  Princeton,  New  Jersey,  and  Richard  M. 
Magraw,  MD,  Director,  Comprehensive  Care  Clinic 
and  Professor  of  Internal  Medicine  and  Psychiatry, 
University  of  Minnesota,  Minneapolis,  Minnesota. 

The  seminar  is  open  to  clergy  and  physicians  of  all 
faiths  and  specialties.  It  is  sponsored  jointly  by  the 
Presbyterian  Medical  Center,  Colorado  Chapter  of 
The  American  Academy  of  General  Practice  (4 
hours  credit  for  general  practitioners)  and  The  Den- 
ver County  and  Colorado  State  Medical  Society’s 
Committee  on  Medicine  and  Religion. 

Inquiries  may  be  made  to  the  Rev.  Stuart  A. 
Plummer,  Director  of  Chaplaincy  Activities,  Presby- 
terian Medical  Center,  Denver,  Colorado  80218. 


Second  Biennial 

Seminar  on  Prematurity 

For  All  Physicians  and  Nurses 

Sponsored  by  the  Arizona  State  Department  of 
Health  and  the  State  Advisory  Committee 
on  Prematurity 

DATES:  Saturday,  February  25,  and  February  26, 
1967. 

PEACE:  Executive  House  Arizonian,  Scottsdale, 
Arizona. 

REGISTRATION  FEE:  $7.50  (Includes  Lunch- 
eon on  Saturday ) . 

For  further  information,  write  to:  Frederic  W. 
Baum,  MD,  Chief,  Maternal  and  Child  Health  Sec- 
tion, Room  402,  Goodrich  Building,  14  North  Cen- 
tral Avenue,  Phoenix,  Arizona  85004. 

( Advance  registration  encouraged. ) 


MLA  to  Meet  in  Miami 

The  66th  Annual  Meeting  of  the  Medical  Library 
Association  will  be  held  at  the  Americana,  Miami, 
Florida,  June  1 1-16,  1967.  Approximately  600  mem- 
bers of  the  Association  are  expected  to  attend. 

Mrs.  Mildred  C.  Langner,  University  of  Miami, 
School  of  Medicine  Library,  is  chairman  of  the  con- 
vention committee.  Mrs.  Helen  Brown  Schmidt, 
executive  secretary,  919  N.  Michigan  Ave.,  Chicago, 
Illinois  60611,  is  exhibits  coordinator. 


University  of  Colorado,  School  of  Medicine, 
Denver,  Colorado 

INTERNAL  MEDICINE  DAY  OF  THE 
THIRTEENTH  ANNUAL  GENERAL 
PRACTICE  REVIEW 
January  16, 1967 
July  17,  1967 

CLINICAL  DERMATOLOGY 

April  27-29,  1967 

MARRIAGE  COUNSELING  FOR  PHYSICIANS 

June  19-23,  1967,  Estes  Park,  Colorado 

INTERNAL  MEDICINE 

August  7-11,  1967,  Estes  Park,  Colorado 

THE  HOSPITAL  MEDICAL 
STAFF  CONFERENCE 

October  2-6,  1967,  Estes  Park,  Colorado 

MANAGEMENT  AND  CARE  OF 
RESPIRATORY  INSUFFICIENCY 

One  week,  February,  April,  November 

INTERNAL  MEDICINE  POSTGRADUATE  DAY 

Third  Friday  of  each  month, 

October  through  May. 

NOTE:  The  above  dates  are  subject  to  change. 
For  further  information  and  detailed  programs, 
write  to:  The  Office  of  Postgraduate  Medical  Edu- 
cation, University  of  Colorado  School  of  Medicine, 
4200  East  Ninth  Avenue,  Denver.  Colorado  80220. 


Tenth  Annual  Cardiac  Symposium 

Arizona  Heart  Association 

Del  Webb  TowneHouse — Phoenix 
February  10-11,  1967 


Washington  State  Academy  of 
General  Practice 

1967  Scientific  Assembly 
Olympic  Hotel,  Seattle,  Washington 
May  25-27,  1987 


Colorado  Division,  American  Cancer  Society 

First  Annual  Mid-winter  Cancer  Seminar 
Lodge  at  Vail,  Colorado 
February  10-12, 1967 


Utah  Chapter,  American  College  of  Surgeons 

Annual  Meeting 

Skaggs  Hall,  University  of  Utah 

College  of  Medicine 

January  13-14,  1967 
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College  of  Cardiology 

The  American  College  of  Cardiology  will  hold 
its  16th  Annual  Session  Feb.  15-19,  1967  in  Wash- 
ington, D.  C.  The  five  days  of  scientific  presenta- 
tions on  research  and  clinical  advances  will  be  held 
at  the  Washington  Hilton  Hotel. 

Further  information  may  be  obtained  by  writing 
William  D.  Nelligan,  Executive  Director,  American 
College  of  Cardiology,  9650  Rockville  Pike,  Wash- 
ington, D.  C.  20014. 


Annual  Midwest  Cancer  Conference 

The  19th  Annual  Midwest  Cancer  Conference  will 
be  held  at  the  Lassen  Hotel  in  Wichita,  Kansas, 
March  31  and  April  1,  1967.  The  meeting  is  spon- 
sored by  the  Medical-Scientific  Committee  of  the 
American  Cancer  Society,  Kansas  Division,  Inc. 
Dr.  Jack  Walker  of  the  Kansas  University  Medical 
Center  is  in  charge  of  the  program. 

The  theme  for  the  conference  is  “Cancer  in 
Children”  and  several  nationally  known  cancer  spe- 
cialists will  present  papers  on  leukemia  and  tumors 
of  childhood,  covering  procedures  and  techniques  of 
diagnosis,  chemotherapy,  radiology  and  surgery. 

No  registration  fee;  no  advance  registration  neces- 
sary; AAGP  credit  allowed.  For  further  informa- 
tion, write  American  Cancer  Society,  Kansas  Divi- 
sion, Inc.,  824  Tyler  Street,  Topeka,  Kansas  66612. 


Institute  for  Cardiovascular  Diseases 

An  intensive  program  on  Auscultation  of  the 
Heart,  Phonocardiography  and  Pulse  Tracings,  with 
special  emphasis  on  the  practical  clinical  applica- 
tions, is  being  offered  by  the  Institute  for  Cardio- 
vascular Diseases  at  Good  Samaritan  Hospital, 
Phoenix,  Arizona  on  Thursday,  April  6,  and  Friday, 
April  7,  1967.  For  information  about  this  program 
write  to  William  D.  Nelligan,  Executive  Director, 
American  College  of  Cardiology,  9650  Rockeville 
Pike,  Washington,  D.  C.  20015. 


Postgraduate  Assembly  in  San  Antonio 

The  31st  Annual  Session  of  the  International  Med- 
ical Assembly  of  Southwest  Texas  will  be  held  in 
San  Antonio,  Texas,  January  23-25,  1967,  at  the 
Gunter  Hotel. 

This  program  is  acceptable  for  15  accredited 
hours  by  the  American  Academy  of  General  Prac- 
tice. In  addition  to  the  scientific  program,  there  will 
be  many  social  events  for  the  physician  and  wife. 
Also  a three  day  post  convention  trip  to  Mexico 
City  has  been  planned.  Those  interested  in  receiving 
further  information  or  registering  may  write  to  Dr. 
John  H.  Bohmfalk,  President,  or  Mr.  S.  E.  Cockrell. 
Jr.,  Executive  Director,  202  West  French  Place,  San 
Antonio,  Texas  78212. 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 
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IDENTI-CODE" 

(formula  identification  code,  Lilly) 

takes  the  guesswork 
out  of  product 
identification 


A special  letter-number  symbol  will  appear  on  each  Lilly  capsule 
or  tablet.  By  checking  this  code  against  the  Identi-Code  Index, 
you  will  be  able  to  identify  each  unit  quickly  and  accurately: 

In  cases  of  overdosage 

As  a safeguard  against  error 

When  medication  was  prescribed  by  another  physician 

When  the  prescription  label  is  lost 

During  telephone  conversations  with  patients 

A complete  explanation  of  Identi-Code  and  its  use  is  provided  in 
the  Identi-Code  Index.  If  you  have  not  yet  received  an  index,  your 
Lilly  representative  will  be  pleased  to  supply  you  with  a copy. 


Representative  Lilly  Products  Bearing  Identi-Code 


Pulvule® 

Enseal® 

(enteric-release 
tablet,  Lilly) 

Capsule-Shaped 

Tablet 

Elliptical 

Tablet 
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H06'  J 

1 Aor  \ 

V cW  ) 

\ — y 

Round  Tablet 
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Rocky  Mountain  Medical  Journal 


P RiOR  TO  1903,  the  Colorado  State  Medical  So- 
ciety (since  1961,  the  Colorado  Medical  Society) 
published  an  annual  “transactions,”  consisting  of 
a few  scientific  papers  and  discussions.  In  that 
year  the  House  directed  creation  of  a monthly 

journal  under  the  title 
of  “Colorado  Medicine.” 
The  first  editor  was  the 
late  Dr.  Edward  Jackson, 
famed  ophthalmologist. 
Successive  editors  included  the  names  of  C.  S. 
Bluemel,  Frank  Stephenson,  C.  F.  Kemper,  Wm. 
H.  Crisp,  and  J.  Rosslyn  Earp.  The  latter  de- 
parted in  1931  to  become  New  Mexico’s  State 
Health  Officer  and  I took  over  as  Scientific  Edi- 
tor in  May  of  that  year. 

During  the  spring  of  1966  we  received  a copy 
of  a letter  sent  by  Dr.  George  B.  Sharbaugh, 
Chairman  of  the  Publication  Committee  for  the 
Journal  of  the  Medical  Society  of  New  Jersey, 
to  editors  of  journals  of  state  medical  societies. 
Their  Board  of  Trustees  had  directed  that  the 
June  1966  issue  be  dedicated  to  Dr.  Henry  A. 
Davidson  in  honor  of  his  having  served  as  Editor 
for  twenty-five  years.  They  believed  that  he  held 
seniority  among  editors  of  all  state  medical  jour- 
nals in  America.  Our  staff  insisted  that  we  should 
keep  the  records  straight;  therefore  the  following 
letter,  in  part,  was  sent  to  Dr.  Sharbaugh: 

In  response  to  your  communication  dated  March 
29  regarding  the  long  tenure  of  editorial  responsibil- 
ities by  Dr.  Henry  Davidson,  other  members  of  our 
staff  insist  that  I should  speak  up  just  to  keep  the 
records  straight:  I have  been  the  Scientific  Editor  of 
the  Rocky  Mountain  Medical  Journal  for  thirty-five 
years,  having  started  in  May,  1931.  The  only  inter- 
ruption was  my  absence  of  nearly  four  years  during 
the  war  when,  except  for  some  proxy  work,  the  late 
Dr.  Lyman  W.  Mason  carried  on.  If  the  Colorado 
Medical  Society  had  so  elected,  this  break  would 
have  been  a splendid  opportunity  to  get  rid  of  me! 

Please  do  not  let  this  communication  detract  in 
any  way  from  the  honors  which  are  being  accorded 
to  Dr.  Davidson  in  marking  his  twenty-fifth  year  as 
your  Editor.  Perhaps  it  would  be  best  if  you  didn’t 
even  mention  it. 


* Report  to  House  of  Delegates,  Colorado  Medical  Society, 
at  its  96th  Annual  Session,  September  25,  1966.  We  believe 
it  will  be  of  interest  to  all  of  the  physicians  in  our  participat- 
ing states. 


His  reply  was  one  of  warmth  and  gratitude. 

Except  for  an  absence  of  three  and  one-half 
years  of  World  War  11,  during  which  the  late  Dr. 
Lyman  Mason  assumed  the  editorial  chores,  this 
has  been  my  pleasure  and  a rewarding  hobby.  Dr. 
Carl  A.  McLauthlin  provides  indispensable  help 
in  the  editing,  and  we  are  indebted  to  Pauline 
Woodworth  for  a splendid  job  of  make-up  for 
each  issue. 

“Colorado  Medicine”  grew,  particularly  after 
1913.  The  late  Dr.  Earl  Whedon,  originally  a 
Coloradan  but  remembered  by  many  of  you  as  a 
distinguished  character  and  citizen  of  Wyoming, 
ear-nose-throat  specialist,  sheep  rancher  and  cham- 
pion pistol  shot  among  other  things,  led  the 
Wyoming  Medical  Society  members  toward  shar- 
ing our  Journal.  Thus  in  1926,  “Colorado  Med- 
icine” added  to  its  title  “Incorporating  a Wyoming 
Section.”  The  first  Rocky  Mountain  Medical  Con- 
ference in  Denver  in  1937  included  representa- 
tion from  Wyoming  and  Utah.  The  Colorado 
House  of  Delegates  had  already  authorized  chang- 
ing our  name  to  “Rocky  Mountain  Medical  Jour- 
nal” whenever  a third  state  might  join  Colorado 
and  Wyoming  in  its  publication.  This  was  accom- 
plished when  officers  of  the  Utah  State  Medical 
Association  asked  to  join  us,  and  our  name  was 
changed  with  the  January  1938  issue.  Non-profit 
contracts  between  Colorado  and  the  other  states 
were  agreeable  and  have  persisted.  During  World 
War  II  a small  privately-owned  medical  journal 
which  had  served  New  Mexico,  Arizona,  and  the 
city  of  El  Paso  ceased  publication.  The  New 
Mexico  Medical  Society  then  asked  to  participate 
in  the  Rocky  Mountain  Medical  Journal.  Despite 
elements  of  the  New  Mexico  profession  who  felt 
that  their  state  belonged  more  to  the  southwest, 
the  majority  of  its  members  have  chosen  to  remain 
with  us.  Their  decision  was  strengthened  when 
Arizona  founded  its  own  state  medical  journal. 
In  1947,  the  Montana  Medical  Association  asked 
to  come  with  us,  after  having  previously  sub- 
scribed to  a privately-owned  journal.  Finally,  the 
Nevada  State  Medical  Association  became  the 
sixth  participating  state  in  1959. 

You  will  be  also  interested  in  a brief  resume  of 
the  evolution  of  the  business  aspects  of  our  Jour- 
nal. After  World  War  I the  AMA  wisely  decided 
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to  help  struggling  state  medical  journals  in  pro- 
curing ethical  advertising  and  thereby  discourag- 
ing acceptance  of  “patent  medicine”  advertising 
for  financial  support.  It  created  the  “Cooperative 
Medical  Advertising  Bureau”  which  solicited  na- 
tional and  interstate  advertising  for  state  and 
regional  journals.  This  Bureau  persisted  until  after 
World  War  II  when  the  AMA  directed  its  re-crea- 
tion as  a separate  corporation,  primarily  to  dis- 
courage any  possible  anti-trust  litigation.  The  new 
organization  was  named  the  “State  Medical  Jour- 
nal Advertising  Bureau.”  It  is  called  the  “SMJAB,” 
highly  successful  until  the  early  1960’s  despite  the 
fact  that  several  of  the  largest  state  and  regional 
journals  did  not  join  it.  Then  the  “SMJAB” 
showed  evidence  of  “slipping,”  its  management 
and  sales  procedures  not  becoming  modernized  in 
keeping  with  the  trends  of  comparable  and  more 
progressive  projects.  Federal  regulations  also  be- 
gan to  hog-tie  the  pharmaceutical  manufacturers, 
new  colorful  and  popular  medical  publications 
moved  in  as  tough  competitors.  Northwest  Med- 
icine and  California  Medicine  were  maintaining 
their  own  national  advertising  office,  and  arrange- 
ments were  made  for  our  Rocky  Mountain  Med- 
ical Journal  and  the  Arizona  State  Medical  Jour- 
nal to  accompany  them  in  a national  advertising 
solicitation  group  called  “State  Journals  West.” 
Through  it  any  advertiser  can  reach  the  profes- 
sion of  eleven  western  states  through  a single  or- 
ganization. This  connection  is  enabling  us  to 
emerge  from  a slump,  both  qualitatively  and 
quantitatively,  in  advertising. 

There  have  also  been  printing  problems:  Be- 
ginning in  1908,  our  Journal  was  printed  for  over 
fifty  years  by  the  Western  Newspaper  Union, 
which  later  became  the  Publishers  Press,  Inc.  We 
solicited  competitive  bids  from  other  printers  in 
Denver  and  also  The  Ovid  Bell  Press,  Inc.,  of  Ful- 
ton, Missouri.  The  latter  bid  was  most  favorable, 
its  equipment  and  broad  experience  satisfactory. 
We  have  retained  them  now  for  more  than  two 
years,  but  the  editing  is  still  done  by  your  Sci- 
entific Editor,  Assistant  Scientific  Editor,  and  the 
Managing  Editor.  As  you  know,  each  participat- 
ing state  has  its  editor  who  clears  the  copy  from 
his  area  and  forwards  it  to  the  Colorado  Medical 
Society  building  in  Denver. 

The  format  of  the  Journal  has  progressed  with 
the  times  in  the  field  of  medical  journalism.  Har- 
vey Sethman  and  1 worked  together  throughout 
nearly  thirty-five  years  to  maintain  its  enviable 
reputation  of  typography  and  publication  design. 
We  have  received  on  occasion  first  place  and  have 


been  rated  among  the  top  three  state  and  regional 
medical  journals  by  impartial  authorities  at  the  bi- 
ennial AMA’s  conferences  of  state  journal  editors. 

We  are  perpetually  seeking  more  contributions 
from  the  other  states  outside  of  Colorado.  We 
want  more  “Letters  to  the  Editor,”  C-P  confer- 
ences, and  special  features  which  add  to  the  per- 
sonality and  reputation  of  the  Journal.  Our  dis- 
tinctive covers,  particularly  of  the  special  state  is- 
sues, attract  favorable  attention  in  medical  li- 
braries through  the  United  States  and  in  many 
foreign  countries.  We  anticipate  continuation  of 
the  popular  special  issues,  more  scientific  con- 
tributions from  the  regional  medical  schools — 
Colorado,  Utah  and  New  Mexico — and  predict 
that  our  growth  and  favorable  national  reputation 
is  destined  to  continue.  The  mailing  list  is  now 
5718! 

We  urge  members  of  component  societies  to 
send  us  news  items,  original  articles,  case  reports, 
signed  editorials,  and  letters  to  the  editor.  This  is 
your  Journal  and  we  seek  increased  interest  and 
participation  that  it  may  truly  represent  the  best 
of  medical  activities  in  the  large  geographic  sec- 
tion of  the  United  States  which  we  serve. 

DOUGLAS  W.  MACOMBER,  M.D. 

Chairman  of  the  Editorial  Board 


^^OSTS  of  everything  continue  to  rise.  Dues 
for  local  medical  societies  and  A.M.A.  are  not 
excepted.  Each  of  us  is  concerned.  Some  are 
disturbed.  The  remarks  of  Dr.  Clyde  Stanfield, 
President  of  the  Denver  Medical  Society,  de- 
serve objective  con- 
sideration.* 


The  Cost  Goes  Up 

aged  members  and  po- 
tential members-to-be 
of  the  Denver  Medical  Society,  the  combination  of 
a tri-level  escalation  of  dues  and  a period  of  adver- 
sity punctuated  by  nearly  insoluble  socio-economic 
problems  will  conspire  to  encourage  some  loss  of 
membership.  Those  stalwarts  who  remain  will  be 
tested  by  the  same  adversity,  but  will  be  casting  their 
lot  with  the  profession’s  only  present  hope  for  a 
single  voice  to  protect  its  integrity,  its  freedom  as 
a profession,  and  the  constructive  fulfillment  of  its 
potential.  Provincial  and  specialty  groups  may  well 
provide  more  satisfying  militant  action  in  narrower 
spheres,  but  the  profession  as  a whole  will  certainly 
be  the  weaker  if  its  voice  is  diluted  by  attrition  and 
decimation  of  membership. 


* The  President’s  Page,  Denver  Medical  Bulletin,  November, 
1966. 
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A R T I C L.  E S 


Presidential  address — Wyoming  state 

medical  society 


This  is  a wise  evaluation  of  where 
medicine  stands  today.  Our  activity 
“or  our  apathy”  will  determine  its 
destiny. 

The  social  legislation  which  was  implemented 
this  year,  I am  sure,  will  affect  the  lives  of  physi- 
cians in  these  United  States  and  probably  all  over 
the  world  for  the  rest  of  time.  Social  revolution 
is  occurring,  and  now  in  our  country  it  has  reached 
out  and  touched  the  professions  for  the  first  time. 
Our  profession  has  borne  the  brunt  of  the  attack 
so  far,  and  though  we  are  the  first  to  be  attacked 
by  socialism,  I am  sure  that  we  will  not  be  the 
last.  The  attack  began  with  the  introduction  of 
the  Wagner-Murray-Dingell  bill  and,  though  that 
bill  was  defeated  in  the  late  1940’s,  the  attack  was 
not  aborted.  And  through  constant  thrusts,  and 
new  fronts,  an  initial  victory  was  achieved  by 
these  social  revolutionists.  It  was  culminated  in 
the  signing  of  Public  Law  89-97  into  law  by  Pres- 
ident Johnson,  July  30,  1965. 

Now  the  battlefront  is  quiet,  but  anyone  who 
considers  that  this  is  the  end  of  the  war  must 
surely  be  shortsighted.  The  forces  working  for 
the  complete  socialization  of  medicine  are  still 
doing  so,  and  this  is  only  the  first  phase  of  the 
overall  battle  plan.  The  enactment  of  this  legisla- 
tion represents  a major  defeat  for  the  physician, 
but  not  the  end  of  him.  The  government  can  no 
more  make  the  physicians  alter  the  nature  of 
their  practices  than  it  can  legislate  new  and  origi- 
nal research  ideas  by  providing  limitless  funds.  Any 
changes  that  take  place  must  breed  in  the  minds 
of  the  physicians  themselves.  Many  physicians 
and  others  have  cried  doom,  citing  that  now  medi- 
cine is  socialized,  and  that  it  is  only  a matter  of 

* Presented  before  the  House  of  Delegates  at  the  63rd  Annual 
Session  of  the  Wyoming  State  Medical  Society  at  Jackson 
Lake  Lodge,  September  2,  1966.  Dr.  Nicholas  was  president 
1965-1966. 


Thomas  A.  Nicholas,  MD,  Buffalo,  Wyoming 

time  until  our  lot  will  be  cast  with  that  of  British 
medicine  and  other  practitioners  throughout  the 
world  who  have  succumbed  to  that  specter. 
Socialized  Medicine.  And  if  the  physicians  are 
gloomy,  the  social  liberals  are  jubilant.  The  phy- 
sician has  been  knocked  off  his  pedestal,  that 
physician  who  was  God-man  is  dead.  Now  I can- 
not concede  the  social  liberal  his  jubilance.  If  the 
physician  was  indeed  on  a pedestal,  he  has  not 
been  knocked  off.  Medicine  is  still  a revered  pro- 
fession. I will  agree  that  the  God-man  physician 
is  dead,  but  not  because  he  was  murdered  by 
the  liberals.  He  died  by  his  own  hand.  Medical 
science  and  technology  did  this  at  the  instigation 
of  the  physician  himself,  and  I think  rightly  so. 
And  from  here  comes  the  real  pain  in  our  medi- 
cal social  revolution — our  medical  transition  of 
today — why  our  prestige  is  suffering  as  never 
before.  We  talk  a lot  about  doctor-patient  rela- 
tionships, and  we  strike  out  wildly  in  all  direc- 
tions at  anything  that  we  feel  will  hinder  this  re- 
lationship. But  in  reality,  are  we  not  nurturing 
what  actually  is  destroying  this  relationship,  and 
hence  our  prestige?  And  can  we  really  do  any- 
thing about  it?  Dr.  Richard  Magraw  in  his  book 
“Ferment  in  Medicine”  put  it  this  way.  Great 
advances  have  been  made  in  medicine  in  this 
century.  One  of  the  great  and  revolutionary  ad- 
vances that  is  so  commonly  thought  of  now  that 
one  scarcely  considers  it  any  more  is  the  new 
concept  developed  in  the  19th  century  (new  in 
contrast  to  medicine  in  the  18th  century)  that  be- 
ing the  “disease  concept  of  illness.”  Or  as  some- 
one else  has  said,  “the  localization  of  disease.”  At 
any  rate,  this  concept  brought  medicine  from  the 
realm  of  superstition,  magician  priests,  and  dei- 
fied humans  to  the  modern-day  physician.  The 
modern-day  physician,  who  is  in  reality  a techno- 
logically efficient,  highly  effective,  medical  sleuth 
whose  attention  is  focused  more  and  more  on  a 
specific  diseased  area,  that  of  one  organ,  one 
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tissue,  and  even  to  one  cell.  This,  of  course,  has 
caused  the  physician  to  look  less  and  less  on  the 
patient  as  a whole,  and  instead,  look  for  clues 
from  the  organs  themselves.  It  therefore  appears 
that  communication  within  the  doctor-patient  re- 
lationship has  deteriorated,  and  that  as  our  medi- 
cal technology  advances  and  becomes  more 
specialized,  it  will  deteriorate  further.  We  now 
read  frequently  of  the  decline  of  medical  prestige, 
and  of  pleas  for  the  return  of  that  old-time  phy- 
sician who  really  cared  more  for  his  patients  than 
he  did  for  the  stock  market,  or  for  his  handicap  at 
the  country  club.  It  seems  that  the  better  we  be- 
come at  actually  curing  people  of  disease,  the 
less  our  patients  like  us.  That  is  why  this  transition 
is  so  rough.  Neither  we  nor  our  patients  seem  to 
be  ready  for  this  change.  While  people  cry  for 
more  and  better  medical  care  (which  calls  for 
our  highly  specialized  technology),  they  are  really 
not  far  enough  away  from  the  days  when  they 
had  an  implicit  faith,  universal  and  absolute,  in 
their  healers.  And  many  of  the  modern  day  ad- 
vancements are  bringing  reliance  on  facilities  only 
available  in  the  hospitals.  The  hospital  is  begin- 
ning to  replace  the  private  office  as  the  doctor’s 
workshop.  The  institution  is  beginning  to  replace 
the  physician  as  the  predominant  figure  in  his  med- 
ical care.  (It  certainly  has  as  far  as  the  patient’s 
expense  is  concerned,  though  the  social-revolution- 
ist is  not  quite  ready  to  allude  to  this  when  he 
talks  about  the  high  rise  in  the  cost  of  medical 
care.)  At  any  rate,  it  appears  that  the  population 
of  today  is  not  quite  yet  ready  to  understand  these 
things.  I think  Dr.  William  Hazlett  of  Wyoming, 
Pennsylvania,  approached  the  problem  very  suc- 
cinctly when  he  wrote,  “These  are  frightening 
times,  this  transition  between  faith  and  reason, 
with  the  former  unrenounced  and  the  latter  un- 
confirmed. Even  sophisticated  people  are  both 
confused  and  frightened.  People  are  caught  be- 
tween a faith  diminished  and  equivocal  on  one 
side,  and  on  the  other,  the  yet  primordial  confi- 
dence in  an  inexact  science  and  an  infant  technolo- 
gy-” 

If  we  are  to  prevent  further  victories  by  our 
enemy  in  our  war  to  halt  the  advance  of  socialism 
in  our  profession,  we  as  physicians  must  find  some 
way  of  reestablishing  that  communication  which 
seems  to  be  so  rapidly  disappearing  from  the  doc- 
tor-patient relationship.  Some  advocate  doing  this 
by  making  a super-human  effort  to  reestablish  the 
general  practitioner  in  the  medical  family  and 
reenhance  his  prestige  so  that  his  profession  will 


become  more  attractive  to  students  completing 
their  education.  Others  have  advocated  the  train- 
ing of  psycho-medical  practitioners  who  will  treat 
this  part  of  the  medical  problems  of  patients — 
people  who  do  not  make  complex  medical  diag- 
noses, but  who  do  have  enough  medical  knowledge 
to  know  when  to  refer  the  patient  to  a physician. 
In  other  words,  someone  to  pat  their  heads,  but 
not  treat  their  diseases!  I suppose  that  these  pro- 
posals all  have  merit.  But  I really  think  that  the 
best  solution  is  different.  The  practicing  physician, 
regardless  of  his  specialty,  his  position,  or  his 
habitat  for  practice,  must  consider  the  feelings  of 
his  patient  and  his  fears  more  deeply  and  more 
conscientiously  than  he  is  now  doing.  This  re- 
sponsibility in  medicine  cannot  be  delegated  to 
some  general  practitioner  or  to  some  psycho-medi- 
cal practitioner.  It  must  be  accomplished  by  the 
practitioner  who  is  treating  the  disease  entity.  And 
until  it  is  accomplished,  on  a universal  basis,  there 
will  be  no  halt  in  the  demand  for  socialization  of 
medicine.  Once  this  communication  is  restored 
between  the  physician  and  his  patient,  I think  it 
will  be  easy  to  convince  the  patient  that  this  is 
the  best  form  of  medicine.  And  that  socialization 
will  only  destroy  that  which  is  dear  to  his  heart, 
not  just  that  which  is  dear  to  the  physician’s  heart. 

“Right  to  Health” 

And  while  we  struggle  with  the  problem  of 
further  social  legislation  affecting  us,  we  cannot 
forget  that  which  is  already  law.  We  have  a new 
problem  confronting  us  that  dovetails  into  the 
previous  problems  and,  indeed,  probably  has  re- 
sulted from  them.  With  the  advent  of  this  medico- 
social  legislation  we  now  have  to  consider  yet 
another  concept — the  “right  to  health  concept.” 
Now  no  one  can  argue  about  a person’s  right  to 
health.  But  we  can  argue  about  the  methods  by 
which  it  is  secured.  It  seems  that  with  our  present 
social  legislation,  not  only  that  which  directly  af- 
fects medicine,  but  all  that  which  is  forthcoming, 
is  committed  to  the  survival  of  the  unfit.  No 
longer  does  the  “Sweat  of  Thy  Brow”  axiom 
fully  apply.  One  no  longer  has  to  work  for  his 
benefits,  he  gets  them  anyway — sometimes  more 
for  no  work  than  for  work.  Now  a certain  portion 
of  the  efforts  of  the  diligent  and  conscientious 
worker  must  go  to  the  benefit  of  those  who  are 
not.  Now  I agree  that  it  is  not  always  easy  to 
distinguish  clearly  between  extremes  and  opposites, 
fit  and  unfit,  the  “unfortunate  poor”  and  the 
“greedy  rich.”  If  all  the  poor  were  indeed  “un- 
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fortunate  poor”  and  all  the  rich  “greedy,”  the 
problem  would  then  be  easy  and  we  would  not 
have  to  worry  about  social  legislation.  But  we  do 
have  legislation,  the  lines  are  not  clear,  and  we 
do  have  to  make  decisions. 

The  next  legislature  in  Wyoming  must  reach  a 
conclusion  about  TITLE  XIX  of  the  Medicare 
Bill.  And  the  physicians  in  Wyoming  must  take 
an  active  part  in  guiding  them  as  to  what  decision 
to  make,  because  no  one  is  so  close  to  the  real 
problem  as  is  the  physician.  We  have  all  argued 
against  these  laws,  but  they  are  passed.  It  is  su- 
perfluous to  argue  philosophy  of  government  in 
this  connection  any  longer.  We  have  not  been  able 
to  prevent  this  particular  social  change,  whether 
we  have  approved  of  it  or  not.  We  can  only  act 
in  a manner  which  seems  expeditious  in  preventing 
more  unnecessary  laws.  It  is  obvious  that  more 
government  money  is  going  to  be  spent  on  more 
people  to  give  them  more  medical  care.  So  now, 
instead  of  arguing  about  quantity,  it  is  time  to 
begin  discussing  quality.  The  new  laws  have  left 
many  loop-holes  for  irresponsible  handling.  The 
words  are  confusing  and  the  meanings  obscure.  The 
medical  profession  must  make  an  attempt  at  ef- 
ficient steerage.  There  are  ancillary  problems,  too. 
These  pieces  of  legislation  hold  out  health  as  a 
right — care  as  a guarantee.  But  what  of  the  availa- 
bility of  that  care.  We  know  that  the  increase  in 
supply  of  physicians  is  falling  behind  the  increase 


in  demand.  And  the  need  for  additional  paramedi- 
cal personnel  is  even  greater.  And  there  is  an 
evergrowing  demand  on  the  time  of  these  people 
from  other  mediums  than  that  of  the  direct  care 
of  patients.  By  this  I mean  mechanical  and  cleri- 
cal functions.  For  instance,  the  diagnostic  and 
therapeutic  procedures  consume  an  average  of 
30  pages  of  written  information  per  patient  each 
time  he  enters  the  hospital  and  comes  out  again. 
It  is  evident  that  new  methods  must  be  found  to 
handle  this  part  of  the  patient’s  care.  And  it  is 
even  more  evident  that  new  educational  facilities 
must  be  developed.  With  the  rapid  advancement 
and  progress  of  medicine  in  the  modern  communi- 
ty, the  practitioner  must  be  kept  abreast  of  all 
new  developments  so  that  he  may  take  full  ad- 
vantage of  his  already  well-learned  skills.  For 
this  reason  more  comprehensive  and  widespread 
postgraduate  training  programs  must  be  developed. 

The  medical  profession  can  and  must  lead  the 
way  in  developing  all  these  programs  affecting 
medicine.  If  we  don’t,  it  is  obvious  that  we  have 
an  uncle  who  will,  and  I am  not  sure  that  his 
methods  and  motives  are  always  the  best.  Many 
things  have  been  set  in  motion  this  past  year. 
Where  that  motion  will  carry  us,  time  and  time 
alone  will  tell,  but  the  medical  profession  either 
by  its  activity — or  its  apathy — can  and  will  have 
and  important  part  in  determining  the  ultimate 
outcome.  • 


Medical  Library  Association  Announces  Essay  Contests 

Meritorious  articles  are  being  sought  for  three  prizes  which  will  be  presented  at  the  66th 
Annual  Meeting  of  the  Medical  Library  Association  in  Miami  from  June  11-16,  1967. 

The  Hafner  Publishing  Company  offers  $200  for  an  article  on  the  history  of  medicine,  deal- 
ing with  a single  individual  who  has  made  a contribution  of  historical  interest.  Sponsored 
jointly  by  the  American  Association  for  the  History  of  Medicine  and  MLA,  it  is  presented 
for  an  article  originally  published  in  the  English  language  during  the  previous  calendar  year. 
Submit  nominations  for  articles  published  in  1966  to  the  chairman  of  the  Otto  H.  Hafner 
Award  Committee,  Mr.  Alfred  Brandon,  Welch  Medical  Library,  Johns  Hopkins  University, 
1900  East  Monument  Street,  Baltimore,  Maryland  21205. 

Mr.  and  Mrs.  George  Eliot  give  the  Ida  and  George  Eliot  Prize  Essay  Award  of  $100  for 
that  essay,  which  in  the  opinion  of  the  committee,  has  done  most  to  further  medical  librari- 
anship.  It  may  have  been  published  in  any  journal  during  the  past  year.  Nominations  go  to 
Miss  M.  Irene  Jones,  Mooney  Memorial  Library,  University  of  Tennessee,  62  South  Dunlap 
Street,  Memphis,  Tennessee  38103. 

Mr.  and  Mrs.  Ralph  Grimes  of  the  Old  Hickory  Bookshop,  Brinklow,  Maryland,  offer  the 
$100  Murray  Gottlieb  Prize  for  the  best  essay  submitted  by  a medical  librarian  on  some  phase 
of  American  medical  history.  Essays  should  be  sent  to  Mrs.  Bernice  M.  Hetzner,  College  of 
Medicine  Library,  University  of  Nebraska,  42nd  Street  and  Dewey  Avenue,  Omaha,  Nebraska 
68105. 

The  closing  date  for  entries  for  the  Otto  H.  Hafner  Award  is  March  1,  1967;  for  the  others, 
it  is  April  15. 
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“Stop  running  scared 


55* 


Paul  A.  Clayton,  MD,  Salt  Lake  City 


A clear  analysis  of  great  problems  and 
challenges  facing  our  profession,  political 
maniptdations  destroying  our  freedom, 
and  the  only  way  we  can  successfully 
oppose  them. 

In  my  25  YEARS  in  medicine  1 cannot  recall  a 
time  when  there  has  been  so  much  unrest  within 
the  profession — so  much  confusion  in  professional 
thinking  and  so  much  uncertainty  in  the  future. 
At  the  same  time,  never  since  the  breakthrough  in 
medical  science  by  Morton,  Lister,  Pasteur  and 
Fleming  has  medicine  advanced  so  far  so  fast. 
Within  the  past  ten  years  alone  the  scientific 
achievements  in  medicine  have  been  staggering. 
Deadly  diseases  have  been  conquered.  Organs 
are  operated  today  that  only  yesterday  were  con- 
sidered untouchable.  We  are  on  the  threshold  of 
miracles  in  transplants — trading  new  parts  for  old. 

All  people  live  and  enjoy  life  longer — standards 
of  medical  care  across  the  land  were  never  higher. 
Truly,  from  a scientific  standpoint,  this  is  the 
golden  age  of  medicine.  Yet,  in  spite  of  all  this,  a 
plague  of  fear  is  upon  us,  casting  a shadow  that 
dulls  and  tarnishes  the  luster  of  our  achievements. 
In  other  words,  we  have  allowed  politically  moti- 
vated economists  to  distort  our  thinking  and  pre- 
cipitate us  into  ill-conceived  actions.  We  have 
been  stampeded  into  creating  situations  from 
which  we  are  having  difficulty  extricating  our- 
selves. 

1 say  it  is  time  that  we  stopped  running  scared. 
We  must  regroup  our  forces  and  turn  to  the  at- 
tack— and  destroy  the  image  in  which  we  have 
been  cast  and  re-establish  the  image  of  the  doctor 
as  a citizen  of  and  for  the  community.  It  is  to  this 
point  that  I wish  to  address  you  today,  and  the 
place  where  we  must  start  is  with  our  state  welfare 
program. 

To  refresh  your  memories,  the  establishment  of 
the  Kerr-Mills  program  in  Utah  in  1961  was 
hailed  as  a progressive  step  forward.  Here  was  a 
plan  whereby  those  who  were  in  need  of  financial 
assistance  to  pay  for  medical  care  received  it 
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without  the  connotation  of  Welfare  or  handouts. 
To  assist  the  State  Welfare  Department  in  de- 
velopment of  the  program,  your  medical  associa- 
tion, through  its  Blue  Shield  Plan,  provided  skilled 
actuarial  consultation  without  cost.  The  efforts 
expended  resulted  in  a program  which  we  believe 
met  the  needs  of  our  people  at  a cost  the  state 
could  afford  to  pay.  Because  at  the  end  of  the 
first  six  months  only  a handful  of  the  aged  persons 
had  applied  for  and  received  aid  under  the  Kerr- 
Mills  program,  your  Medical  Association  rec- 
ommended certain  liberalizations  in  the  program  in 
order  to  expand  benefits  and  encompass  a wider 
segment  of  the  eligible  public. 

New  Program  Instituted 

Contrary  to  our  recommendations  and  in  spite 
of  our  protestations,  the  program  we  had  helped  to 
conceive  was  junked  and  a new  one  patterned 
after  welfare  philosophy  was  instituted.  Due  to 
a technicality  in  the  law  all  welfare  recipients 
over  age  65  who  were  custodial  patients  in  nursing 
homes,  receiving  only  room  and  board  care, 
and  being  supported  by  state  welfare  largesse  sud- 
denly became  medical  patients  and  were  trans- 
ferred to  the  revamped  Kerr-Mills  program,  thus 
enabling  the  state  to  pass  off  to  the  Federal 
government  through  Kerr-Mills  program,  several 
millions  of  dollars  in  nursing  home  room  and 
board  care — a benefit,  which,  incidentally,  the 
Kerr-Mills  bill  was  not  intended  to  cover.  I might 
add,  parenthetically,  that  diversion  of  funds  for 
this  purpose  is  not  permitted  under  Title  XIX. 

I recognize  that  payment  must  be  made  for 
nursing  home  care,  and  I do  not  quarrel  with  the 
purpose  of  the  expenditure  nor  with  the  amount, 
for  I am  sure  that  prudent  use  was  made  of  the 
funds  involved.  The  point  that  I do  quarrel  with  is 
that  the  implication  exists  that  the  doctors  were 
responsible  for  the  increase  in  welfare  medical 
care  costs  since  the  state  placed  nursing  home 
care  under  the  heading  of  medical  care.  No  at- 
tempt was  made  by  way  of  explanation  to  the 
public  as  to  the  diversion  of  the  funds  by  cate- 
gory. To  illustrate:  in  December,  1965,  when  the 
State  Medical  Association  notified  the  Welfare 
Commission  it  would  no  longer  recognize  a memo- 
randum of  agreement  previously  entered  into  with 
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the  Commission,  the  local  press  carried  a state- 
ment from  the  governor’s  office  that  the  state  was 
spending  something  over  $6,000,000  in  fiscal 
1965-66  for  medical  care,  and  that  the  doctors 
were  being  paid  80%  of  their  charges.  What  the 
Governor  failed  to  tell  the  people  of  Utah,  how- 
ever was  that  over  $3,000,000 — one-half  of  the 
total  amount — was  for  board  and  room  in  nursing 
homes,  most  of  this  not  even  remotely  related  to 
actual  medical  care. 

Furthermore,  the  news  release  did  not  tell  the 
public  that  the  doctors  were  only  paid  80%  of 
the  bills  that  the  Welfare  Commission  decided  to 
pay — not  what  the  doctor  charged — and  that  the 
balance  or  difference  was  not  paid  for  at  all.  The 
fact  is  that  total  payments  to  doctors  were  under 
$600,000,  or  10%  of  the  total  $6,000,000  ex- 
penditure the  Governor  spoke  of.  Further,  no  one 
pointed  out  that  in  this  same  period  the  doctors  of 
Utah  donated  over  $5,000,000  in  free  services  to 
patients,  or  an  amount  almost  equal  to  the  total 
$6,000,000  the  state  claims  to  have  spent  for  all 
types  of  medical  care. 

I personally  propose  and  recommend  to  this 
body  that  our  Association  continue  to  oppose  ex- 
pansion to  ever-larger  segments  of  the  public  of 
the  Welfare  Commission’s  mediocre  medical  care 
program.  I further  recommend,  however,  that  our 
Association  support  to  the  fullest  any  effort  the 
Commission  may  put  forth  to  upgrade  their  medi- 
cal care  program  to  provide  adequate  quality  care 
to  persons  who  need  it. 

Inequities  at  Medical  Center 

Another  area  where  inequities  exist  is  at  the 
Medical  Center  at  the  University  of  Utah.  As 
you  know,  the  Welfare  Department  pays  the 
Medical  Center  Hospital  for  welfare  patients 
treated  there.  However,  the  Medical  Center  doc- 
tors furnish  services  free  to  the  patient,  the  doctors 
being  on  salary  and  paid  from  taxes  which  are 
charged  against  education.  It  is  time  the  Welfare 
Commission  started  paying  the  cost  of  doctors’ 
services  for  these  patients.  Then  the  amount  of 
salary  charged  against  education  could  be  reduced. 
1 am  aware  of  the  fact  that  this  does  not  create 
any  more  dollars,  but  it  would  put  the  cost  where 
cost  belongs  and  the  education  fund  would  be 
relieved  of  part  of  the  burden. 

In  addition,  I think  it  is  worth  suggesting  to  our 
medical  school  that  they  seriously  consider  the 
action  now  being  taken  at  the  University  of  Cali- 
fornia, whereby  welfare  patients  are  assigned  as 


the  specific  responsibility  of  senior  staff  men  who 
will  then  be  personally  responsible  for  their  care 
and  progress  in  the  hospital.  If  this  system  were 
adopted  here  better  and  closer  doctor-patient  re- 
lationships would  ensue  and  the  criticism  of  pa- 
tients that  they  are  only  cared  for  by  interns  and 
residents  would  be  stemmed.  Further,  the  senior 
and  licensed  staff  men  could  then  sign  medicare 
or  other  types  of  claim  forms  for  payment.  This 
would  be  significant  help  to  the  medical  school 
budget. 

Recommendations 

I will  therefore  recommend  to  the  appropriate 
committees  that  steps  be  taken  immediately:  First, 
to  secure  payment  from  the  Welfare  Department 
for  medical  care  provided  their  recipients  by  phy- 
sicians at  the  University  of  Utah  Medical  Center; 
Second,  to  implement  the  assignment  of  Welfare 
patients  at  the  Medical  Center  to  senior  staff  phy- 
sicians for  the  reasons  I have  outlined. 

As  President-Elect,  it  has  been  my  privilege  to 
serve  for  the  past  year  as  a member  of  the  Board 
of  Directors  of  Blue  Shield.  This  is  a revealing  ex- 
perience for  me  since,  as  you  are  all  aware,  I 
spent  nine  years  as  President.  Just  being  a Board 
member  without  the  responsibility  of  office  gives 
one  a different  perspective  and  I am  happy  for 
having  had  this  opportunity.  As  will  be  reported, 
your  Plan,  while  in  good  financial  position,  is  not 
maintaining  its  former  pace  of  growth.  There  are 
many  reasons  for  this  but  I feel  we  need  to  pioneer 
in  new  fields  in  the  interest  of  both  the  subscriber 
and  the  doctor.  We  cannot  drift  in  the  sea  of 
complacency — we  must  take  a positive  approach 
to  our  problems  and  push  forward.  When  you  sit 
still,  you  go  back.  At  a recent  Board  meeting.  Dr. 
Biesinger  charged  the  Blue  Shield  Board  and 
management  to  push  new  ideas  and  institute  pro- 
grams that  will  stem  the  enrollment  loss  and  re- 
gain for  Blue  Shield  the  leadership  in  prepayment. 

There  is  yet  another  area  with  which  I am  much 
concerned.  From  what  information  I am  able  to 
gather,  the  drug  supply  in  this  state  represents,  at 
the  most,  a four  weeks’  supply  with  the  supply  of 
some  drugs  being  as  low  as  one  week.  We  all 
recognize  that  the  chief  reason  for  this  meager 
supply  is  the  fact  that  they  don’t  want  to  maintain 
a heavy  inventory  because  of  the  cost.  Therefore, 
they  depend  on  our  fast  system  of  transportation 
for  resupply — even  in  emergencies.  Nonetheless, 
as  doctors,  we  know  that  in  times  of  emergency, 
the  public  looks  to  us  and  no  amount  of  conver- 
sation will  suffice  if.  in  a disaster  situation,  we 
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quickly  run  out  of  necessary  drugs  and  our  re- 
supply system  fails.  I believe  we  can  alleviate  this 
problem  with  a planned  program  in  which  the  doc- 
tor participates  by  stocking  in  his  own  office  a 
programmed  supply  of  needed  drugs.  Therefore,  I 
propose  to  charge  our  civil  defense  committee  with 
the  responsibility  of  making  a study  to  determine 
how  such  a back-up  emergency  drug  supply  can 
be  efifected  through  doctors’  offices  without  loss 
to  the  physician  due  to  out-dating,  etc.  In  other 
words,  a study  which  will  encompass  needs,  rota- 
tion methods  and  other  data  pertinent  to  establish- 
ment of  such  a program. 

1 am  sure  that  as  I have  been  speaking  to  you 
today  you  have  perhaps  wondered  why  the  tenor 
of  my  remarks  seems  to  contain  a note  of  bellig- 
erency. While  perhaps  it  may  sound  that  way,  I 
really  don’t  mean  it  to  be  such.  Frankly,  I am 
just  plain  tired  of  apologizing  for  being  a doctor. 
No  matter  where  we  turn  today  the  medical  pro- 
fession is  fair  game  for  hecklers.  We  are  being 
accused  of  base  deeds,  not  the  least  of  which  is 
earning  a living  commensurate  with  our  knowl- 
edge, skills  and  the  time  we  spend  working  at  it. 
We  are  the  whipping  boys  for  every  economic 
mistake  that  the  politicians  make  in  the  field  of 
health  care  and  the  latest,  of  course,  is  that  we 
are  now  responsible  for  the  skyrocketing  cost  of 
Medicare — an  event  which  everyone  but  our  il- 
lustrious law  makers  knew  would  take  place.  So 
we  are  going  to  be  investigated. 

Mind  you,  WE,  the  doctors,  are  going  to  be 
investigated.  Are  they  going  to  investigate  nurses’ 
salaries?  You  bet  they  are  not,  for  they  know  they 
will  find  out  that  nurses  and  technicians  are  the 
lowest  paid  professional  people  in  the  country. 
Are  they  going  to  investigate  other  hospital 
workers?  You  and  I both  know  they  are  not,  for 
these  people  even  now  barely  approach  the  mini- 
mum hourly  wage  level.  We  will  be  the  target  be- 
cause we  are  the  only  opposition  they  have.  The 
social  planners,  economic  theorists,  and  political 
opportunists  know  this  and  have,  therefore,  set 
their  sights  on  the  medical  profession  as  the  prime 
target  in  their  crusade  to  socialism.  They  have  to 


defeat  us  before  they  can  move  ahead.  They  know, 
as  Lenin  said,  “The  keystone  to  the  arch  of  the 
socialized  state  is  socialized  medicine,’’  and  that 
in  spite  of  their  foot  in  the  door  through  PL89-97, 
that  door  cannot  be  opened  further  unless  we 
permit  it — either  by  accepting  the  dictums  of 
their  Welfare  State  philosophy,  underestimating 
their  persuasive  powers  with  our  publics  or 
simply  defaulting  to  them  without  test  of  battle. 

1 can’t  accept  the  former  and  certainly  we 
should  know  by  now  that  our  adversaries  have 
propaganda  mills  unequaled  anywhere.  I can  say 
positively,  however,  we  will  not  accede  to  the 
latter — and  it’s  to  this  end  that  I repeat — it’s  time 
we  stopped  running  scared.  It’s  time  we  stopped 
apologizing  for  being  doctors  and  it’s  time  we 
stopped  being  defensive. 

What  I have  outlined  to  you  today  by  way  of 
actions  our  Association  must  take  in  the  immediate 
days  ahead  are  but  the  first  steps  in  what  I hope 
will  be  a continuing  program  of  constructive,  well- 
conceived  efforts  to  enhance  our  image  with  our 
public  and  regain  the  professional  stature  we 
have  somehow  managed  to  lose  along  the  way. 
There  is  nothing  in  our  code  of  ethics  that  prevents 
us  from  opposing  that  which  we  believe  not  to  be 
in  the  interest  of  the  public  or  medicine  itself.  Nor 
is  there  prohibition  against  us  exposing  to  the 
bright  glare  of  publicity  the  infestations  of  political 
chicanery  wherever  and  whenever  we  find  it. 

We  must,  however,  have  a positive  program. 
We  cannot  be  critical  without  also  offering  con- 
structive antidotes  ...  we  can’t  be  against  some- 
thing without  being  for  something.  Thus,  the  key 
to  our  future  relationship  with  our  public  and  our 
future  in  medicine  as  well  lies  in  a positive  proper- 
ly conceived  program  of  public  enlightenment. 

I can  assure  you  that  such  a program  will  pro- 
duce in  our  behalf  the  strongest  weapon  that  can 
be  forged — direct  public  opinion  to  our  views  and 
our  support  and  we  can  win  not  only  the  battle 
but  the  war  as  well. 

But  time  is  short — we  must  get  on  with  the 
task  at  hand!  • 
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Shingles  and  chickenpox 


Ralph  G.  Ratclilf,  MD,  Denver 


Simultaneous  occurrence  of  shingles  and 
chickenpox  in  a patient  with  chronic 
lymphatic  leukemia 

Shingles  and  chickenpox  are  caused  by  the  same 
virus  (Varicella-Zoster  virus) d Shingles  repre- 
sents reactivation  of  the  latent  virus  in  a person 
with  partial  immunity.  Shingles  occurs  in  up  to 
8%  of  patients  with  lymphomatous  disease,--  ^ 
probably  because  of  the  decreased  immune  re- 
sponse in  such  patients.  Shingles  and  chickenpox 
occur  together  almost  exclusively  in  people  with 
chronic  lymphatic  leukemia,  or  disseminated 
Hodgkin’s  Disease.--  ^ The  susceptibility  to  dis- 
seminated Varicella-Zoster  disease  in  these  pa- 
tients is  thought  to  be  related  to  a breakdown 
of  host  resistance.  There  is  a high  incidence  of 
hypogammaglobulinemia  in  chronic  lymphatic 
leukemia,®-  and  the  patient  with  Hodgkin’s  Dis- 
ease has  defective  tuberculin-type  reactivity  and 
transplantation  immunity.®  This  report  describes 
a patient  with  chronic  lymphatic  leukemia  and 
hypogammaglobulinemia  who  developed  shingles, 
then  chickenpox,  and  ultimately  motor  paralysis 
of  the  dermatomes  involved  by  the  shingles. 

CASE  REPORT 

Present  illness 

A 68-year-old  retired  poultry  farmer  had  been 
known  to  have  chronic  lymphatic  leukemia  for  3 Vi 
years.  He  was  admitted  to  the  Veterans  Administra- 
tion Hospital,  Denver,  on  April  4,  1964,  because  of 
a rash  that  had  been  present  for  one  week.  Ten  days 
prior  to  admission  he  had  begun  to  have  pain  along 
the  inner  aspect  of  his  right  leg.  Three  days  later  the 
first  of  many  painful  “water-blisters”  appeared  on 
the  right  calf,  then  spread  down  his  leg  and  up  into 
the  groin.  Five  days  after  that  (and  two  days  before 
admission),  smaller  blisters  appeared  on  his  scalp, 
face,  and  trunk.  They  were  not  painful,  but  were 
pruritic. 

Past  history 

He  had  received  Chlorambucil  for  six  weeks  when 
the  leukemia  was  first  diagnosed  in  November,  1960. 
He  had  received  x-ray  treatment  for  a squamous 
cell  carcinoma  of  the  lip  in  November,  1962,  and 
for  a basal  cell  carcinoma  of  the  preauricular  area 
in  December,  1962. 


Physical  examination 

The  temperature  was  100.8.  The  examination  was 
not  remarkable  except  for  the  skin  lesions.  In  par- 
ticular, there  was  no  significant  lymphadenopathy, 
and  the  liver  and  spleen  were  not  enlarged.  The  leg 
lesions  were  bullous,  hemorrhagic,  and  confluent. 
They  were  scattered  diffusely  on  the  lower  leg,  but 
formed  a line  from  the  back  of  the  knee  up  into  the 
groin.  They  corresponded  roughly  to  the  third,  fourth, 
and  fifth  lumbar  dermatomes  (Fig.  1).  The  pruritic 
lesions  were  smaller  and  were  concentrated  mostly 
on  the  trunk,  face,  and  scalp.  They  varied  from  red 
papules  to  crusts  with  many  intermediate  umbilicated 
vesicles.  No  mucosal  lesions  were  noted  (Fig.  2). 


Fig.  1.  Lesions  of  herpes  zoster  involving  right  leg. 


Laboratory  findings 

The  white  blood  counts  ranged  from  225,000  to 
250,000  cells  per  cubic  millimeters,  and  differential 
counts  showed  90  to  95%  mature  lymphocytes.  Plate- 
lets were  adequate  on  blood  smear,  and  slight  poly- 
chromasia  of  the  red  cells  was  noted.  Hematocrit, 
which  had  been  38%  eight  days  before  admission, 
was  consistently  32%.  Reticulocytes  were  2%.  A 
fecal  urobilinogen  was  320  mg  100  gm.  stool.  A mild 
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hemolytic  anemia  was  postulated.  Chest  x-ray,  urinal- 
ysis, and  serologic  test  for  syphilis  were  negative. 
Serum  protein  electrophoresis  was  normal,  except  for 
a slight  decrease  in  gamma  globulin  to  0.81  gm.%. 
(Normal  is  0.9-1. 5 gm.%.)  Immunoelectrophoresis 
showed  a more  striking  abnormality;  Gamma-2- 
globulin  0.56  gm.%:  beta-2-A  globulin  0.11  gm.%: 
and  beta-2-M  globulin,  0.015  gm.%.  (All  of  these 
values  were  reduced.)  Material  from  the  Zoster 
lesions  on  the  leg  was  cultured  for  virus  according 
to  the  method  of  Weller,^  and  Varicella-Zoster  virus 
was  isolated. 


Fig.  2.  Lesions  of  varicella  of  face  and  trunk. 


Clinical  course 

The  patient  had  fever  up  to  102  degrees  (Fahren- 
heit) for  three  days.  On  the  second  day  many  new 
lesions  were  present.  He  was  given  10  cc.  of  gamma 
globulin  that  night  and  an  additional  30  cc.  on  the 
third  day.  His  temperature  fell  to  normal  on  the 
fourth  day.  The  varicella  lesions  were  dry  at  the 
end  of  one  week.  The  right  lower  leg  was  edematous 
and  painful  until  discharge  on  the  eighteenth  hos- 
pital day.  In  the  clinic,  three  weeks  later,  he  com- 
plained of  pain  and  weakness  in  the  right  leg  and 
he  was  readmitted  to  the  hospital.  Marked  weakness 
of  the  quadriceps  and  slight  weakness  of  the  hip 
flexors  and  adductors  was  found.  The  knee  jerk  was 
absent  on  the  right.  No  definite  sensory  loss  was 
found.  Spinal  fluid  protein  was  52  mg.%,  and  no 
cells  were  present.  The  findings  were  interpreted 
by  the  Neurology  Service  to  represent  anterior  horn 
cell  involvement.  He  was  given  physical  therapy  and 
discharged  on  no  medication  after  two  weeks. 


Discussion 

The  laboratory  diagnosis  of  Varicella-Zoster 
virus  can  now  be  accomplished  either  by  isolation 
and  identification  of  the  virus  or  by  serologic 
methods. Cultures  were  done  on  the  two  types 
of  lesions  of  this  patient.  Material  from  the  Zoster 
lesions  grew  out  a virus  with  the  cultural  charac- 
teristics of  Varicella-Zoster  virus.  At  the  time  the 
material  was  gathered,  the  patient  had  already 
received  gamma  globulin  and  the  varicella  lesions 
were  dry.  No  growth  was  obtained  from  these 
lesions.  Apparently  the  material  has  to  be  taken 
from  the  varicella  lesions  before  the  third  day 
to  get  a positive  culture.-* 

A generalized  rash  developing  in  a patient  with 
shingles  has  sometimes  been  referred  to  as  dis- 
seminated herpes  zoster.  Perhaps  it  is  merely  a 
matter  of  semantics,  but  this  does  not  seem  to  be 
an  accurate  definition  of  the  circumstances.  Herpes 
Zoster  lesions  are  painful  and  the  term  “Herpes 
Zoster  Generalisata”  connotes  a widespread,  pain- 
ful lesion.  As  in  our  patient,  the  two  skin  lesions 
are  generally  different  in  their  clinical  appearance. 
In  the  case  presented  here,  the  lesions  on  the  leg 
were  preceded  by  several  days  of  severe  pain, 
characteristic  of  shingles.  The  generalized  rash 
developed  seven  days  later  and  the  lesions  were 
smaller,  discrete,  sometimes  umbilicated,  and  in 
all  stages  of  development.  They  were  not  painful, 
but  rather  were  pruritic.  They  were,  in  a word, 
characteristic  of  chickenpox.  They  were  probably 
caused  by  the  same  virus,  but  to  call  the  varicella 
lesions  disseminated  herpes  zoster  would  be  no 
more  accurate  than  to  call  pneumococcal  menin- 
gitis disseminated  pneumonia,  merely  because 
pneumococcus  caused  both  entities. 

It  is  interesting  that  a grandchild  developed 
chickenpox  seventeen  days  after  visiting  the  pa- 
tient. On  the  day  of  contact  the  first  lesions  were 
developing  on  the  patient’s  leg.  As  far  as  is  known, 
the  child  had  not  been  exposed  to  any  persons 
with  chickenpox.  This  chain  of  events,  i.e.,  shin- 
gles giving  rise  to  cases  of  chickenpox,  occurs 
more  frequently  than  the  reverse.^® 

The  patient  developed  paralysis  of  muscle 
groups  innervated  by  the  nerves  involved  in  the 
shingles.  This  occurs  occasionally  in  Herpes 
Zoster.^^-  In  this  particular  case  the  neurologist 
felt  that  the  findings  indicated  anterior  horn  cell 
involvement. 

The  administration  of  gamma  globulin  to  pa- 
tients with  Zoster-Varicella  infections  seems  to 
be  therapeutically  effective  in  some  cases-  and  in 
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this  patient,  the  administration  of  gamma  globulin 
was  followed  by  remission  of  fever  within  twenty- 
four  hours  and  rapid  resolution  of  the  chickenpox 
lesions.  As  is  frequently  the  case  in  chronic  lym- 
phatic leukemia,  this  patient  had  hypogamma- 
globulinemia. Undoubtedly,  the  decreased  immu- 
nity was  responsible  for  the  dissemination  of  the 
virus  and  the  development  of  the  combined  le- 
sions of  shingles  and  chickenpox. 

Summary 

An  elderly  man  with  chronic  lymphatic  leu- 
kemia and  hypogammaglobulinemia  developed 
shingles  and  chickenpox,  complicated  by  muscular 
paralysis  of  the  extremity  involved  by  the  shingles. 
Varicella-Zoster  virus  was  isolated  from  the  Zoster 
lesions.  His  grandchild  developed  chickenpox  sev- 
enteen days  after  exposure  to  the  patient,  at  a 
time  when  he  had  only  the  first  lesions  of  shingles. 

The  report  documents  the  common  etiologic 
agent  of  shingles  and  chickenpox,  and  illustrates 
the  concept  of  reactivation  of  latent  virus.  It 
points  out  the  frequency  of  shingles  in  lymphoma- 
tous  diseases  and  the  incidence  of  combined  shin- 
gles and  chickenpox  in  patients  with  chronic 


lymphatic  leukemia  and  generalized  Hodgkin’s 
Disease.  • 
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Mesenteric  artery  insufficiency* 

Jerry  J.  Appelbaum,  MD,  Denver 


Awareness  and  resulting  early  diagnosis 
are  necessary  for  treatment  and  cure 
of  this  entity. 

The  incidence  of  mesenteric  artery  insufficiency 
is  difficult  to  determine,  but  in  recent  years  the 
number  of  reported  cases  has  increased.  This  is 
probably  based  on  many  factors,  including  in- 
creased awareness  by  the  physician,  better  diag- 
nostic measures,  and  improved  medical  and  surgi- 
cal treatment. 

Diagnostic  methods 

The  desire  to  outline  the  vascular  channels  dates 
back  almost  to  the  time  of  Roentgen’s  basic  dis- 
covery in  1895.^  The  following  year  Haschek  and 
Lendenthal  published  the  first  report  of  an  ar- 
teriogram using  chalk,  and  search  for  the  ultimate 
contrast  material  was  under  way.  Sicard  and 
Forestier  (1923)  first  used  iodized  poppy  seed 

* Presented  at  the  96th  Annual  Session  of  the  Colorado 
Medical  Society  at  Colorado  Springs,  September  28,  1966. 


oil.  That  same  year,  Berberich  and  Hirsch  used 
strontium  bromide  and  the  following  year  ( 1924) 
Brooks  used  sodium  iodide.  The  pattern  of  trial 
and  rejection  is  one  of  gradual  success.  Realiza- 
tion that  a negative  medium  (carbon  dioxide)  was 
too  limited  came  early,  and  development  of  posi- 
tive (radiopaque)  contrast  material  led  to  our 
present  methods.  Osborne  (1923)  developed  both 
angiographic  and  urographic  methods  to  great  suc- 
cess. However,  during  that  same  decade,  the  mod- 
ern breakthrough  came  when  organic  chemists 
were  able  to  bind  the  iodine  atom  to  organic  com- 
pounds, and,  by  creation  of  new  materials,  lead 
the  search  for  a contrast  media  that  would  have 
low  toxicity,  high  radiopacity,  and  water  solubility. 
In  this  phase  of  advancement,  we  find  the  names 
of  Lichtenberg,  Swick  and  Hallett.- 

Simultaneously,  the  method  of  introduction  of 
these  compounds  into  patients  was  undergoing 
great  change.  Brooks  (1924)  made  the  first  suc- 
cessful femoral  arteriogram — surgical  exposure 
under  general  anesthesia  and  injection  of  sodium 


for  December,  1966 


39 


iodide.  In  1929,  dos  Santos,  Lamas  and  Pereira- 
Caldos  reported  on  their  results  of  trans-lumbar 
aortography.  The  method  was  good,  but  the  ma- 
terial was  too  toxic  and  the  medical  profession 
too  cool  to  the  results.  In  1941  Farinas  overcame 
many  objections  by  using  an  exposed  femoral 
artery  and  introduced  a catheter  in  retrograde 
fashion.  Bierman  utilized  the  brachial  artery 
(1951).  Pierce  modified  the  method  (1951),  and 
Seldinger  (1953)  re-introduced  the  percutaneous 
catheter  method.  To  complete  the  story,  Odman 
(1956-1958)  advanced  Seldinger’s  technique. 
Body  and  x-ray  tube  positioning  as  well  as  multi- 
ple exposure  films  followed  in  an  orderly  fashion. 
The  early  pioneers  soon  learned  the  basic  contra- 
indications, such  as  severe  hepatic  and  renal  dis- 
orders, as  well  as  heavy  calcification  of  the  aorta. 
Severe  hypertension  and  iodide  sensitivity  were 
weighed  in  each  case. 

A recent  report  by  Rigler  et  al.^  reviewed  the 
diagnosis  of  arterial  insufficiency  by  simple  roent- 
genograms of  the  abdomen  without  artificial  con- 
trast media,  and  he  was  able  to  show  basic  obser- 
vations such  as  minimal  x-ray  changes  coupled 
with  massive  clinical  findings.  These  included  an 
almost  total  lack  of  visible  gas  in  the  digestive 
tract,  which  should  alert  the  physician  to  mesen- 
teric artery  deficiency.  The  finding  of  a solitary 
loop  showing  great  distention  with  large  amounts 
of  fluid  within  was  also  helpful.  The  striking  find- 
ing of  several  loops  of  bowel  in  which  the  lumen 
is  markedly  reduced  and  the  wall  greatly  thickened 
often  heralds  impending  necrosis  (Figs.  1-A,  1-B). 

Clinical  diagnosis 

Necrotic  changes  in  the  bowel  have  been  ob- 
served in  circulatory  disturbances  such  as  myo- 
cardial infarction,  shock,  cardiac  arrhythmia,^ 
congestive  heart  failure,  digitalis  toxicity,®  ather- 
omatous diseases,  periarteritis  nodosa,  carcinoid, 
thromboangiitis  obliterans,  prolonged  use  of  vaso- 
pressors, and  aortic  insufficiency.  All  of  these  have 
in  common  a decreased  oxygen  transport  to  the 
mucosa — circulatory  collapse.  This  is  highlighted 
by  the  fact  that  even  if  occlusion  of  the  celiac, 
superior  mesenteric  or  inferior  mesenteric  arteries 
occurs,  there  can  be  no  necrosis  and  no  symptoms 
if  an  adequate  collateral  system  is  established.® 
Thus,  the  causative  factors  might  be  varied,  as  is 
the  local  picture,  and  as  Reiner"  suggests,  the  final 
outcome  will  depend  on  the  degree  of  progression 
of  the  primary  cause  and  the  ability  of  the  col- 
laterals to  compensate. 

The  end-stage,  catastrophic  picture,  often  found 


Fig.  1-A.  Dilated  loops  of  small  bowel  with  early 
thickening  of  the  bowel  wall.  Impending  necrosis. 


Fig.  1-B.  Continued  diminished  blood  supply  and 
further  dilatation  and  edema  of  intestinal  wall.  Prob- 
able areas  of  bowel  necrosis. 


on  post-mortem  examination,  is  less  of  a chal- 
lenge. Therefore  the  clinician’s  concern  is  early 
diagnosis.  Surely,  if  there  is  an  underlying  vascular 
disorder,  one  must  always  be  alerted.  Attention 
thereafter  must  be  focused  on  the  bowel  and  its 
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function.  In  older  persons  with  malabsorption  syn- 
drome, mesenteric  artery  occlusion  must  always  be 
considered.  If  we  accept  the  thesis  of  Lapiccirella® 
then  we  realize  that  we  must  attempt  to  diagnose 
the  condition  early,  for  the  symptomatology  of 
mesenteric  insufficiency  is  the  early  symptomatol- 
ogy of  coronary  artery  disease  and  can  foretell 
coronary  symptomatology  eight  to  ten  years  in 
advance.  Let  us,  therefore,  search  for  early  symp- 
toms. This  would  include  aerophagy,  somnolence 
after  meals,  decreased  post  prandial  psycho-physi- 
cal efficiency,  low  blood  pressure,  and  variable 
rise  in  the  blood  sugar  and  cholesterol.'^ 

Although  these  early  symptoms  are  vague,  most 
authors  agree  that  pain  represents  a further  stage 
of  insufficiency.  This  pain  is  usually  related  to 
eating  and  can  occur  immediately,  but  usually 
within  thirty  minutes,  after  meals.  The  duration 
is  variable  and  only  not  eating  gives  relief.  Failure 
with  anticholenergics,  analgesics  and  vasodilatory 
drugs  is  typical.  The  pain  can  be  generalized  and 
colicky  in  nature.  Often  associated  with  these 
painful  episodes  is  abdominal  distention,  nausea, 
vomiting,  diarrhea  or  constipation.  Cold  food  is 
a common  offender.^®  Weight  loss  is  usually  noted, 
and  it  may  be  due  to  an  actual  fear  of  eating  and 
having  pain,  or  to  malabsorption.® 

The  physical  examination  also  yields  variable 
findings.  Abdominal  bruits  can  be  heard,  often- 
times after  meals  and  associated  with  the  pain. 
The  bruit  is  well  localized  and  of  a high  frequen- 
cy.® General  examination  of  the  patient  is  essential 
to  establish  the  cardiovascular  state.  Barium  x-rays 
at  this  time  are  usually  normal,  although  a motility 
dysfunction  or  mal-absorption  pattern  can  be 
found,  as  well  as  thumb-printing  which  represents 
submucosal  hemorrhages.^  The  basic  laboratory 
tests  (CBC,  urine,  amylase,  sed  rate)  are  most 
often  normal.®  It  is  here  that  angiographic  technic 
is  vital  and  must  include  lateral  views. 

The  composite  picture  would  show  an  older 
person,  usually  a man,  with  a previous  history  of 
cardiovascular  difficulties,  usually  of  mild  nature 
and  well  controlled.  Then  a seemingly  unrelated 
set  of  complaints  are  noted.  The  patient  becomes 
aware  of  vague  digestive  disorders — fullness, 
belching,  change  in  bowel  pattern,  perhaps  some 
diarrhea,  and  possibly  some  loss  of  weight.  Grad- 
ually these  increase  in  intensity,  and  a pattern  is 
established.  Meals  trigger  the  distress,  so  meals 
are  missed.  After  eating  a sense  of  tiredness  and 
fatigue  sets  in,  and  the  general  level  of  body  ac- 
tivity is  reduced.  As  the  process  continues,  pain 


replaces  these  mild  complaints,  but  mode  of  on- 
set is  the  same.  Physical  examination  confirms  the 
basic  cardiac  disorder,  and  the  abdomen  can  ap- 
pear normal.  If  the  patient  is  seen  during  an  at- 
tack, the  bowel  sounds  can  be  diminished  or  hy- 
peractive, but  very  often  a bruit  can  be  heard.  In 
spite  of  the  patient’s  localization  of  the  pain, 
there  are  no  areas  of  tenderness.  A false  sense  of 
security  is  obtained  when  the  laboratory  reports 
a normal  blood  count,  urinalysis  and  sedimentation 
rate.  If  blood  is  drawn  following  a meal,  the  glu- 
cose level  can  be  elevated,  but  the  amylase  is 
normal.  The  patient  continues  to  have  difficulty 
and  x-rays  are  obtained.  Normal  studies  are  usual- 
ly reported.  However,  the  lack  of  an  adequate 
explanation  of  the  patient’s  complaints  prompts 
an  arteriogram,  and  the  diagnosis  is  established. 

Mechanism  of  distress 

Lapiccirella®  defines  mesenteric  insufficiency  as 
“the  expression  of  the  diminished  regional  circu- 
latory efficiency  appearing  in  organs  supplied  by 
the  mesenteric  vessels  during  their  typical  func- 
tional effort,  or  after  early  atherosclerotic  altera- 
tion has  narrowed  their  caliber  and  produced  signs 
which  become  manifest  when  the  request  for  work 
has  increased.”  The  degree  of  atherosclerosis 
seems  less  important  than  the  rate  of  collateral 
formation.  For,  if  the  latter  is  adequate,  there  are 
no  symptoms.  There  seems  to  be  agreement  that 
two  of  the  three  major  vessels  to  the  bowel  must 
be  severely  Involved  before  symptoms  occur.'* 
However,  some**  feel  the  celiac  artery  holds  the 
key  and  it  must  be  occluded  before  narrowing  of 
the  superior  mesenteric  artery  causes  symptoms. 
Bircher®  noted  the  superior  mesenteric  artery,  or 
its  major  branches,  involved  in  all  of  his  cases. 
Reiner*  has  beautifully  shown  that  the  three 
major  vessels  form  an  arch  of  mesenteric  arterial 
circulation.  Others  have  called  the  connection  the 
marginal  artery  system®  (Figs.  2A  and  2B). 


Fig.  2 A.  The  rich  anastomosis  surrounding  the  stom- 
ach is  shown  as  well  as  the  anastomoses  between 
the  celiac  and  superior  mesenteric  arteries. 
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Fig.  2B.  The  marginal  arcade  shows  the  connection 
of  the  superior  and  inferior  mesenteric  arteries. 

Management 

The  decision  to  act  to  diagnose  mesenteric  ar- 
terial insufficiency  is  as  important  as  the  decision 
to  correct  it.  The  vessel  most  often  incriminated 
is  the  superior  mesenteric  artery.  After  the  usual 
diagnostic  procedures,  exploration  affords  the  ad- 
ditional confirmatory  test  of  demonstrating  pres- 
sure gradients,  and  if  this  is  established,  then  an 
endarterectomy  with  a patch  closure  through  a 
gastro-hepatic  omentum  approach  seems  most 
favorable.®  If  the  celiac  artery  is  involved,  a pros- 
thetic bypass  is  required.®  When  basic  cardiac  dis- 
ease is  present  this  must  be  managed  in  the  usual 
fashion,  remembering  that  if  the  abdominal  prob- 
lems are  disregarded,  the  mortality  will  approach 
100  per  cent.  Event  after  surgical  repair,  the  re- 
sults can  be  poor.  Here,  too,  great  attention  must 
be  paid  to  the  cardiac  status.  Fluid  and  plasma 
shift  must  be  strongly  watched  and  properly  cor- 
rected.^® Drugs  to  open  clogged  vessels  are  con- 
stantly being  tried.  Recently  Bridger^^  doubted  the 
possible  use  of  low  molecular  dextrans.  However, 
the  search  goes  on.  The  surgeons’  problems  are 
compounded  by  the  fact  that  at  the  time  of  opera- 
tion, areas  of  gangrene  can  be  difficult  to  establish. 
If  there  is  any  doubt,  it  is  probably  better  not  to 
resect  the  bowel.  Re-establishing  the  circulation 
should  be  done  and  re-exploration  at  the  end  of 
24  hours  will  often  clearly  show  areas  of  the  bowel 
that  can  be  salvaged.  If  overt  gangrene  is  present 
then  resection  is  vital. 

Anticoagulants  (heparin)  have  been  much  de- 
bated and  Klass^®  is  firm  in  stating  that  in  vessels 
of  the  size  with  which  we  are  dealing,  the  risk  of 


heparin  outweighs  any  possible  gain,  and  he  does 
not  encourage  its  use.  The  question  of  treatment 
of  shock  is  more  difficult  to  set  forth  rules.  Gener- 
ally, fluid  loss  and  hypovolemia  must  be  cor- 
rected. The  role  of  gram  negative  organisms  can 
be  covered  by  stating  that  antibiotics  are  an  im- 
portant part  of  the  picture.  Steroids  probably  add 
nothing,  and  could  be  less  valuable  with  infection 
present,  but  with  gram  negative  sepsis  and  shock, 
one  might  consider  usage.  Blocking  agents  (diben- 
zyline)  in  combination  with  fluid  replacement  have 
also  been  helpful.^®  The  merits  of  immediate  local 
splanchnic  and  celiac  block  at  the  time  of  surgery, 
and  epidural  block  post-operatively,  have  been 
recorded,^®  but  it  is  difficult  as  yet  to  determine 
the  exact  benefits. 

Summary  and  conclusion 

It  would  seem  that  with  the  advancing  age  of 
our  population,  circulatory  disorders  would  also 
increase.  It  is  vital  that  our  awareness  of  cata- 
strophic disorders  of  the  mesenteric  vessels  be 
likewise  increased.  The  value  of  improved  diag- 
nostic measures  and  subsequent  surgical  correc- 
tion still  rest  on  the  ability  to  first  be  suspicious 
and  then  accurately  diagnose.  The  cures  can  only 
match  the  ability  to  diagnose.  • 
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OTICE  OF  CORRECTION 


In  the  article,  “The  Therapeutic  Challenge  of  Advanced  Cancer  Patient,”  which  appeared 
in  the  December  issue  of  this  Journal,  the  following  errors  have  been  called  to  our  attention 
by  the  author: 

On  page  43,  second  column,  9 lines  from  the  bottom,  the  sentence  should  read:  . . and 

if  such  criteria  are  lacking  ...” 


-.I-, 
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The  therapeutic  challenge  of 
the  advanced  cancer  patient* 


Here  are  the  moral,  practical,  and  medical 
reasons  why  the  patient  with  incurable 
cancer  should  almost  never  be  told  his 
factual  prognosis. 

For  those  practitioners  who  are  persuaded 
that  every  patient  must  be  told  his  exact  diagnosis 
and  prognosis,  these  remarks  will  be  pointless 
and,  indeed,  may  be  considered  heretical.  The 
current  popularity  of  the  concept  of  the  patient’s 
“right  to  know”  has  made  the  management  of  the 
patient  with  cancer,  by  those  so-minded,  relatively 
simple.  In  early  and  potentially  curable  cancer 
there  may  occasionally  be  some  justification  for 
sharing  with  the  patient  his  exact  diagnosis,  par- 
ticularly if  and  when  this  will  induce  a reluctant 
or  indifferent  patient  to  undergo  the  indicated 
treatment  promptly.  But  for  the  patient  with  ad- 
vanced, recurrent  or  incurable  cancer,  consistency 
would  require  that  he  likewise  be  informed.  If 
the  truth  be  strictly  observed  he  should  then  be 
discharged  home  with  a generous  supply  of  opiate 
and  with  instructions  to  die  as  swiftly  and  as 
painlessly  as  he  can  arrange.  The  physician  is  thus 
relieved  of  the  worry,  attendance  and  support 
usually  accorded  the  dying  patient,  and  he  can 
devote  the  time  and  energy  thus  saved  to  more 
pleasurable  pursuits. 

This  concept  is  wrong!  Leaving  aside  any  con- 
sideration of  the  ethical  and  moral  obligation  of 
the  physician  to  minister  to  the  sick,  the  concept 
of  the  patient’s  “right  to  know  the  truth”  implies 
wholly  unwarranted  wisdom  and  knowledge  on 
the  part  of  the  physician.  Those  of  us  in  the  field 
of  cancer  are  constantly  surprised  at  what  many 
patients  with  advanced  cancer  do  with  judicious 
therapy,  with  an  optimistic  attitude  on  our  part 
and  the  will  to  get  better  on  theirs.  Indeed,  the 
patients  who  invariably  do  worse  seem  to  be  those 
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who  have  been  told  by  some  previous  physician 
that  they  have  incurable  cancer. 

Those  who  favor  the  factual  and  scientifically 
exact  approach  to  patients  with  cancer  seem  often 
to  be  staff  members  of  university  medical  centers 
or  of  large,  private  clinics  where  patients  are  given 
excellent  therapy  for  the  particular  acute  illness 
for  which  they  have  been  referred  but  are  then 
returned  to  their  own  communities  and  to  their 
own  local  physicians  for  follow-up  and  further 
care.  The  argument  in  favor  of  “telling  all”  to 
the  patient  would  be  much  more  convincing  if  it 
came  from  the  family  doctors  and  private  practi- 
tioners who  actually  are  attending  the  dying  pa- 
tient up  to  the  bitter  end! 

Definitions  and  criteria  of  incurability 

For  this  presentation  the  advanced  cancer  pa- 
tient is  assumed  to  be  one  with  cancer  incurable 
by  any  method  of  treatment  utilized  or  devised  to 
the  present.  The  pronouncement  of  incurability  in 
any  given  patient  with  cancer  is  often  most  in- 
differently made  and  frequently  on  the  basis  of 
uncertain  criteria.  Indeed,  some  practitioners  be- 
lieve that  all  forms  of  cancer  are  incurable  and 
eventually  cause  the  death  of  the  patient.  If  one 
were  to  speak  philosophically,  it  might  be  said 
that  we  all  suffer  from  a universally  fatal  condi- 
tion, namely,  life.  No  human  being  has  ever  sur- 
vived life  but  most  of  us  are  rather  happy  to  have 
it  as  long  as  we  can  keep  it!  Cancer  on  the  con- 
trary may  be  curable.  In  the  case  of  a patient 
with  apparent  advanced  cancer  it  is  most  impor- 
tant to  have  clear  indications  or  criteria  of  incur- 
ability and  if  such  criteria  is  lacking,  then  to  insti- 
tute measures  aimed  at  cure  without  delay.  Almost 
every  day  a patient  is  referred  to  Memorial  Hos- 
pital with  advanced  cancer,  believed  to  be  incur- 
able on  the  basis  of  most  uncertain  and  debatable 
criteria.  The  staff  must  be  constantly  on  the  alert 
to  insure  that  potentially  curable  cancer  is  not 
neglected,  as  exemplified  by  the  following  in- 
stances; 
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Case  reports 

Case  1:  (J.B.)  A 28-year-old,  para  II,  housewife 
had  had  excision  of  a tumor  of  the  left  groin  three 
years  prior  to  her  first  evaluation  at  Memorial  Hos- 
pital. A local  recurrence  two  years  previously  had 
been  elsewhere  treated  with  2000  KV  x-ray  for  an 
estimated  tissue  dose  of  6000r.  When  a pulmonary 
nodule  became  evident  the  patient  was  referred  to 
Memorial  Hospital  for  what  palliative  therapy  might 
be  indicated  in  the  belief  that  she  was  incurable. 

Examination  revealed  the  patient  to  have  a fixed 
15  cm.  mass  within  the  left  iliac  fossa,  and  chest 
films  confirmed  the  presence  of  a probable  metastasis 
in  the  right  lung  field.  Had  it  not  been  for  the  chest 
findings,  this  patient  would  have  been  considered  a 
candidate  for  left  hemipelvectomy.  Microscopic  slides 
of  the  original  tumor  indicated  an  anaplastic  sarcoma 
of  uncertain  histogenesis.  Since  the  patient  was  asymp- 
tomatic no  active  treatment  was  undertaken. 

The  patient  was  regularly  examined  over  the  en- 
suing 19  months.  She  remained  in  good  health,  with 
no  change  in  the  left  pelvic  tumor,  but  with  slow 
interval  growth  of  the  pulmonary  lesion.  Being  then 
convinced  that  the  left  pelvic  tumor  was  in  all  prob- 
ability “radiation  controlled,”  and  finding  no  other 
evidence  of  dissemination  except  for  the  expanding 
lesion  of  the  lung,  we  performed  right  thoracotomy 
and  right  lower  lobectomy  for  metastatic  synovial 
sarcoma.  Now,  more  than  10  years  later,  this  patient 
remains  living  and  well  with  persistence  of  the  mass 
in  the  left  pelvis  but  with  no  sign  of  activity  in  this 
mass  and  with  no  other  recognizable  metastasis. 

Comment:  This  patient  was  believed  to  be  incura- 
ble not  only  by  the  referring  physician  but  by  us  as 
well.  When  circumstances  proved  otherwise,  aggres- 
sive therapy  was  instituted  and  patient  has  survived 
more  than  10  years. 


Fig.  lA.  Surface  projection  of  recurrent  pelvic  mass 
in  28-year-old  woman  following  previous  surgical  ex- 
cision and  intensive  x-ray  therapy.  {Reprinted  from 
Annals  of  The  New  York  Academy  of  Sciences, 
Volume  114,  Article  2,  Pages  1047-1060,  April  2, 
1964.) 


Fig.  IB.  Sequential  chest  x-rays  showing  interval 
growth  in  right  lower  lobe  metastasis  during  19 
months’  observation,  and  postoperative  appearance 
following  lobectomy.  (Reprinted  from  Annals  of  The 
New  York  Academy  of  Sciences,  Volume  114,  Arti- 
cle 2,  Pages  1047-1060,  April  2,  1964.) 

Case  2:(T.G.)  a 30-year-old,  para  I,  housewife 
had  noted  a painless  mass  in  the  right  groin  of  five 
weeks’  duration.  On  specific  questioning  she  admitted 
that  a “mole”  in  the  skin  of  the  posterior  right  thigh 
had  been  electrodesiccated  about  18  months  previ- 
ously. Examination  revealed  an  8 x 4 cm.  firm  mass 
in  the  right  femoral  area  and  an  0.5  cm.  white  scar 
with  three  tiny  peripheral  deposits  of  pigment  in  the 
skin  of  the  right  posterior  thigh.  When  biopsy  proved 
the  presence  of  malignant  melanoma  both  in  the 
cutaneous  scar  and  in  the  femoral  node,  treatment 
consisted  of  wide  excision  of  the  primary  site  in 
continuity  with  right  radical  groin  dissection.  Con- 
valescence was  uneventful.  Pathological  study  of  the 
surgical  specimen  showed  multiple  areas  of  intra- 
epithelial malignant  melanoma  in  the  portion  of  skin 
removed  and  multiple  node  metastases  in  femoral 
and  external  iliac  nodes. 

In  spite  of  the  unfavorable  pathological  findings, 
the  patient  remained  well  for  3V2  years  and  then 
was  found  to  have  a small,  pigmented  papillomatous 
lesion  in  skin  of  right  lower  leg  which  on  biopsy 
proved  to  be  superficial  malignant  melanoma  believed 
to  be  a second  primary.  This  area  was  widely  excised 
and  covered  with  a split-thickness  graft  and  con- 
valescence was  again  uneventful. 

The  patient  then  remained  well  for  almost  seven 
years  when  she  noted  the  rather  abrupt  onset  of 
occipital  headache  and  dizziness.  General  physical 
examination  was  non-revealing  but  neurological  find- 
ings, supported  by  increased  spinal  fluid  pressure  and 
elevated  spinal  fluid  protein,  indicated  the  presence 
of  posterior  fossa  disease,  probably  tumor.  A ven- 
triculogram demonstrated  a left  posterior  fossa  mass 
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Fig.  2.  Ventriculogram,  demonstrating  dilated  ventri- 
cles and  aqueduct,  with  absence  of  filling  of  fourth 
ventricle  in  a 41-year-old  woman  with  solitary  metas- 
tasis of  melanoma  to  the  cerebellum. 

and  craniotomy  was  immediately  performed  with 
excision  of  a large  deposit  of  metastatic  melanoma 
from  the  left  cerebellar  hemisphere.  Again  conva- 
lescence was  uneventful.  Patient  remains  living  and 
well  three  years  since  her  craniotomy  with  no  evi- 
dent neurological  defect  and  free  of  any  further 
manifestations  of  melanoma. 

Comment:  This  patient  may  quite  possibly  suc- 
cumb to  melanoma  in  the  future.  However,  aggres- 
sive surgical  treatment  has  preserved  her  life  to  the 
present,  permitting  her  to  fulfill  her  role  as  house- 
wife and  mother  for  the  13  years  during  which  she 
has  been  under  our  observation. 

Certainly  before  a patient  can  be  declared  as 
having  incurable  cancer,  he  must  have  the  diag- 
nosis of  cancer  itself  firmly  established  by  biopsy 
and  histological  analysis.  Biopsy  may  be  incisional 
or  excisional  or  may  occasionally  be  by  needle 
aspiration.  With  increasing  experience  in  cytolog- 
ical  diagnosis  many  pathologists  can  give  an  equal- 
ly dependable  diagnosis  of  cancer  by  studying  the 
cell  pattern  of  various  secretions,  excretions  or 
serous  effusions.  Once  diagnosis  of  cancer  has 
been  established,  incurability  may  be  reliably  pre- 
dicted when  the  cancer  involves  several  different 
and  separate  areas  or  organs  of  the  body  or  when 
it  has  invaded  tissues  or  organs  that  cannot  be 
sacrificed  surgically  nor  radiated  effectively.  Such 
structures  as  the  base  of  the  skull,  the  vertebrae, 
the  heart,  a remaining  kidney  or  the  liver,  when 
diffusely  involved,  are  examples.  Frequently,  sur- 
gical exposure  and  exploration  is  required  to  es- 
tablish incurability  of  known  or  suspected  cancer. 

If  one  is  to  assume  care  of  a patient  with  in- 
curable cancer  the  problem  then  is  one  of  palli- 
ation, which  can  be  defined  simply  as  the  preser- 
vation of  an  individual’s  life  as  comfortably  and 
as  normally  as  possible.  Longevity  in  itself  is  not 


of  prime  concern,  although  life  is  often  prolonged 
incidentally  by  skillful  palliation  of  an  incurable 
disease. 

General  considerations 

With  the  spectacular  developments  in  medical 
and  surgical  therapy  in  recent  years,  there  has 
been  a natural  tendency  for  the  medical  profes- 
sion in  general  and  medical  teachers  in  particu- 
lar, to  utilize  new  drugs  and  technics  somewhat  in- 
discriminately, possibly  at  the  expense  of  the 
patient  as  an  individual.  One  cannot  divorce  the 
disease  one  is  treating  from  the  individual  who 
has  the  disease.  When  cure  of  cancer  is  possible, 
it  is  obligatory  to  carry  out  whatever  radical  sur- 
gery or  intensive  radiation  therapy  may  be  indi- 
cated even  at  the  expense,  temporarily,  of  the 
patient’s  comfort.  When  cure  is  impossible  one 
must  forget  the  cancer  and  treat  the  symptoms. 
No  two  patients,  therefore,  will  be  exactly  alike 
and  strict  individualization  of  treatment  is  re- 
quired. Of  course,  in  attempting  to  relieve  symp- 
toms treatment  may  need  to  be  given  the  neoplasm. 
Familiarity  with  the  various  modalities  of  therapy, 
with  the  specific  tumor  being  treated,  and  with 
the  applicability  of  such  modalities  to  this  tumor 
permits  the  physician  to  give  intelligent  treatment 
with  the  expectation  of  significant  palliation. 

Most  patients  with  incurable  cancer,  wherever 
its  site,  will  have  certain  non-specific  symptoms. 
These  include  anorexia,  weight  loss,  and  weak- 
ness. Furthermore,  almost  all  patients  with  in- 
curable cancer  have  some  degree  of  anemia,  aggra- 
vated frequently  by  chronic  blood  loss.  These 
non-specific  symptoms  are  undoubtedly  initiated 
by  the  cancer  and  are  subsequently  aggravated 
by  the  cancer’s  inexorable  growth.  However,  they 
are  also  interdependent,  weight  loss,  weakness  and 
anemia  being  increased  by  anorexia  and  the  ano- 
rexia being  further  intensified  by  the  weakness  and 
anemia.  There  are  no  hard  and  fast  rules  as  to 
how  to  combat  these  symptoms.  Emphasis  on  eat- 
ing something  rather  than  insistence  on  a high- 
protein  diet,  with  due  regard  to  dietary  preference 
dictated  by  national  and  racial  origin,  will  some- 
times help  these  patients.  Judicious  use  of  dry 
wine  or  whiskey  as  an  appetizer  is  often  effective. 
Vitamins  and  ferrous  salts  by  mouth,  as  well  as 
vitamin  Bio  by  injection,  will  stimulate  appetite 
and  help  to  correct  anemia.  If  employed  with 
caution  and  used  sparingly,  testosterone  and  its 
analogues,  and  even  cortisone,  may  be  effective 
in  support  of  the  failing  cancer  patient  through 
their  non-specific  and  general  anabolic  properties. 
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The  well-recognized  contraindications  and  com- 
plications of  the  use  of  hormones,  and  cortisone 
in  particular,  require  that  these  substances  be 
employed  with  caution  and  usually  only  when 
other  supportive  measures  have  become  ineffec- 
tive. Finally,  the  administration  of  blood  trans- 
fusions from  time  to  time  may  greatly  improve 
the  weakness,  malaise  and  anemia  of  the  advanced 
cancer  patient. 

All  of  the  measures  aimed  at  improving  the 
non-specific  symptoms  of  the  incurably  ill  patient 
will  be  of  little  value  unless  they  are  combined 
with  an  optimistic  and  confident  attitude  on  the 
part  of  the  doctor  himself.  Again  it  should  be 
emphasized  that  the  patient  with  advanced  cancer 
does  not  want  to  know  that  he  is  incurable  and 
should  not  be  told!  Obviously,  however,  the  pa- 
tient has  to  be  told  something.  There  is  hardly  a 
symptom  or  sign  of  advanced  cancer  that  does 
not  mimic  some  other  disease  or  some  other  patho- 
logical process  which  by  name  is  acceptable  to 
the  apprehensive  patient.  The  patient  with  hepatic 
metastases  will  readily  accept  the  idea  that  he  is 
suffering  from  hepatitis,  the  patient  with  bone 
metastases  that  she  is  suffering  from  arthritis  or 
osteoporosis,  or  the  patient  with  pulmonary  metas- 
tases that  he  is  suffering  from  pleurisy  or  viral 
pneumonia.  Some  patients  with  cerebral  metastasis 
even  accept  with  equanimity  the  idea  that  they 
have  had  a mild  stroke! 

There  may  be  an  occasional  patient  who  really 
does  want  to  know  the  exact  diagnosis  and  his 
anticipated  life  expectancy,  and  there  are  cer- 
tainly some  individuals  who  because  of  weighty 
responsibilities  or  because  of  key  position  in  busi- 
ness or  government  should  know  something  of 
their  physical  condition  and  prognosis.  Even  such 
individuals  can,  as  a rule,  be  guided  by  pointing 
out  to  them  the  unpredictability  in  time  of  even- 
tual recovery,  thus  encouraging  them  to  pass  on 
responsibilities  and  crucial  decisions  to  colleagues. 
I must  state  that  the  rare  patient  with  whom,  at 
his  insistence,  I have  discussed  the  exact  extent  of 
his  cancer  and  the  prognosis  has  usually  ended  up 
in  the  hands  of  a naturopath,  faith-healer  or  the 
like  on  the  very  understandable  reasoning  that 
if  legitimate,  scientific  medicine  can  offer  no  more 
what,  then,  is  to  be  lost  by  trying  quackery!  I 
don’t  blame  such  a patient.  I blame  myself  for 
failing  him  by  unwisely  agreeing  to  tell  all. 

Specific  problems  in  palliation 

OBSTRUCTION:  Many  patients  with  incura- 
ble cancer  will  present  symptoms  of  progressive 


respiratory,  oropharyngeal,  gastric,  biliary,  intes- 
tinal or  urinary  obstruction.  After  careful  indi- 
vidual assessment  of  such  patients,  some  may  re- 
quire no  active  treatment  while  others  will  require 
prompt  relief  of  the  obstruction.  Thus,  the  pa- 
tient with  advanced  cancer  of  the  cervix  with  in- 
tractable pain,  constant  foul  discharge  and  per- 
haps with  total  fecal  incontinence  from  recto- 
vaginal fistula  may  be  considered  unsuitable  for 
urinary  tract  diversion  as  uremia  from  advancing 
ureteral  obstruction  develops.  Or,  the  patient  with 
total  gastric  obstruction  from  cancer,  completely 
bedfast  and  with  intractable  pain,  may  be  consid- 
ered unsuitable  for  feeding  jejunostomy.  In  some 
such  cases,  palliative  surgery  by  prolonging  life 
may  merely  permit  the  patient  to  suffer  longer. 
Moreover,  certain  technical  factors  may  prevent 
correction  of  obstruction  whatever  its  site  may  be. 

On  the  other  hand,  a patient  with  ovarian  car- 
cinomatosis in  otherwise  good  health  with  pro- 
gressive recto-sigmoid  obstruction  may  be  signifi- 
cantly helped  by  colostomy,  permitting  her  to 
receive  radiation  and/or  chemotherapy,  with  the 
expectation  of  comfortable  survival  for  many 
months.  Or,  a patient  with  recurrent,  inoperable 
laryngo-pharyngeal  cancer  may  by  tracheostomy 
and  feeding  gastrostomy  be  permitted  to  live  com- 
fortably and  usefully  for  months  beyond  his  ex- 
pectancy. 

When  obstruction  develops  and  is  believed  to 
require  treatment,  such  treatment  is  almost  always 
surgical.  Rarely  x-ray  therapy  may  be  helpful  in 
relieving  urinary  tract  obstruction,  or  chemother- 
apy may  be  specifically  preferred  for  the  relief  of 
superior  mediastinal  obstruction  due  to  lymphoma. 
Gastrointestinal  or  biliary  tract  obstruction  in- 
variably requires  surgical  correction  if  the  pa- 
tient’s general  condition  permits. 

HEMORRHAGE;  Acute  hemorrhage  from  sur- 
face lesions  or  from  any  of  the  body  orifices  usual- 
ly requires  surgical  treatment  if  any  treatment  at 
all  is  to  be  given.  The  surgical  procedure  may 
consist  merely  of  an  appropriate  arterial  ligation 
or  may  consist  of  a major  visceral  resection. 
Chronic  hemorrhage  on  the  other  hand  may  be 
treated  by  surgical  means  but  often  may  be  ef- 
fectively managed  by  radiation  therapy.  Chroni- 
cally bleeding  cancers  of  the  lung  or  cancers  any- 
where in  the  gastrointestinal  tract  may  be  given 
x-ray  therapy  with  the  exception  of  control  for 
many  weeks  to  several  months. 

EFFUSIONS:  Pleural,  pericardial  or  abdomi- 
nal effusions  secondary  to  metastatic  cancer  are 
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^Page  46,  four  lines  from  the  bottom  in  the  second  column,  the  sentence  should  read: 
. . may  be  given  x-ray  therapy  with  the  expectation  of  control  for  many  weeks  to  several 

months  ...” 


very  common.  Occasionally  s\irgical  construction 
of  some  type  of  wick  or  drainage  for  ascites  may 
be  indicated  but  generally  chemotherapy  or  iso- 
tope therapy  is  the  modality  of  choice  for  the 
management  of  neoplastic  effusions.  Auiog,  P32, 
or  other  radioactive  isotopes  have  been  effectively 
employed  in  both  pleural  and  abdominal  effusions. 
The  cost  of  these  isotopes  and  the  need  for  radio- 
active precautions  in  their  handling  have  caused 
them  to  be  used  less  frequently  in  recent  years 
since  equally  effective  results  have  been  obtained 
by  instillation  of  chemotherapeutic  agents.  Usually 
one  of  the  alkylating  agents  in  the  same  dosage  as 
would  be  employed  for  intravenous  administration 
is  dissolved  in  50  to  100  cc  of  saline  and  instilled 
after  the  serous  cavity  has  been  completely  drained 
of  its  fluid.  Prolonged  suppression  of  fluid  accumu- 
lation can  be  anticipated  in  most  instances.  If  re- 
current effusion  does  develop  the  procedure  may 
be  effectively  repeated  after  some  months  have 
elapsed.  The  patient  must  be  observed  for  signs 
of  toxicity  from  the  drug  employed,  exactly  as  if 
the  drug  were  given  intravenously. 

PAIN:  Beyond  a doubt  the  most  challenging 
problem  of  advanced  cancer  is  that  of  managing 
pain,  which  many  patients  have  and  which  steadily 
progresses  in  intensity.  The  first  principle  in 
management  is  to  fit  the  anodyne  to  the  type  and 
degree  of  pain.  A patient  recovering  from  laparot- 
omy for  non-resectible  cancer  of  the  stomach 
should  not  require  morphine  tablets  by  the  time  he 
is  leaving  the  hospital.  Indeed,  aspirin,  together 
with  a mild  sedative  or  tranquilizer,  may  suffice 
for  many  weeks  and  only  then  have  to  be  re- 
placed by  stronger  medication  to  relieve  the  in- 
creasing pain.  The  occasional  patient  who  has  been 
given  generous  amounts  of  opiates  but  is  then 
found  to  be  suitable  for  curative  treatment  will 
have  his  eventual  recovery  seriously  compromised 
by  drug  addiction. 

Strict  individualization  of  treatment  requires 
that  the  pain  of  which  the  advanced  cancer  pa- 
tient complains  be  thoughtfully  analysed.  The  pain 
of  one  patient  may  be  the  gaseous  indigestion  of 
another  and,  however  named,  may  be  equally  re- 
lieved in  both  by  simple  antispasmodics  and  al- 
kalizing salts.  The  cramping  pains  of  progressive 
intestinal  obstruction  may  well  require  a major 
surgical  endeavor  for  relief,  while  pleuritic  pain 
may  respond  to  simple  instillation  of  an  alkylating 
agent. 

Sooner  or  later  in  most  patients,  however,  pain 
becomes  increasingly  more  prominent  and  severe 
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Fig.  3.  Graphic  representation  of  the  type  of  therapy 
usually  effective  in  the  palliation  of  specific  symp- 
toms. 


in  direct  proportion  to  the  infiltration  of  the  malig- 
nant neoplasm  into  surrounding  vital  structures  or 
to  the  extent  and  location  of  its  metastases.  Here, 
more  so  than  in  any  other  area  of  palliation,  radi- 
ation therapy  becomes  of  paramount  use.  Retro- 
peritoneal tumors,  pancreatic  cancers,  superior 
sulcus  tumors  of  the  chest,  osseous  metastasis  of 
every  sort  and  even  rapidly  expanding  hepatic 
metastases  may  cause  pain  of  agonizing  intensity 
which,  regardless  of  the  histogenesis  of  the  tumor 
may  be  significantly  relieved  by  carefully  planned 
and  expertly  administered  x-ray  therapy.  Relief 
of  the  intractable  pain  of  incurable  cancer  may 
also  be  accomplished  by  neuro-surgical  pro- 
cedures varying  from  relatively  simple  alcohol 
nerve  blocks  to  surgical  interruption  of  pain 
tracts  in  spinal  cord  or  in  the  brain  itself.  Neuro- 
surgical procedures  for  the  relief  of  pain  seem  to 
be  less  frequently  employed  today  than  formerly. 
If  this  observation  be  true  it  may  well  indicate 
better  basic  treatment  of  the  underlying  neoplasm. 

INFECTION:  Foul,  fungating  surface  neo- 
plasms are  an  aesthetic  offense  both  to  the  patient 
and  to  those  around  him  but,  in  addition,  are 
sapping  of  the  patient’s  strength  and  well-being 
through  secondary  infection  and  constant  fluid  and 
blood  loss.  Simple  hygienic  measures  including 
warm  compresses,  local  and  systemic  anti-biotics 
and  occasionally  x-ray  therapy  may  do  much  to 
alleviate  the  symptoms  of  such  lesions. 

An  obstructed  kidney  with  secondary  infection, 
an  area  of  pneumonitis  secondary  to  infarction  or 
bronchiolar  obstruction,  or  localized  osteomyelitis 
of  the  mandible  or  ribs  secondary  to  intensive  ir- 
radiation, all  may  produce  profound  illness  in  a 
patient  with  ineurable  cancer,  who  otherwise  might 
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be  eligible  for  worthwhile  palliation.  After  care- 
ful individual  evaluation,  appropriate  surgical  mea- 
sures of  resection,  incision  and  drainage  or  seques- 
trectomy may  well  be  indicated.  The  pyemia  and 
septicemia  seen  in  recent  years  in  some  patients 
with  profound  hematopoietic  depression  from  ag- 
gressive and  perhaps  overly-enthusiastic  chemo- 
therapy of  cancer,  if  not  a manifestation  of  termi- 
nal disease,  may  occasionally  be  controlled  with 
massive  antibiotic  therapy,  anticoagulants  and 
blood  transfusions  with  significant  palliation. 

INTERCURRENT  AND  INCIDENTAL 
EMERGENCIES:  Patients  with  incurable  cancer 
are  as  prone  to  develop  acute  appendicitis  or  a 
strangulated  hernia  as  are  patients  without  cancer. 
Obviously,  emergency  surgery  is  equally  indicated 
in  both  groups.  Patients  with  incurable  cancer, 
either  as  a result  of  the  neoplasm  itself  or  as  a 
complication  of  its  treatment,  are  probably  more 
prone  to  develop  acute  gastrointestinal  bleeding, 
visceral  perforations,  “spontaneous”  pneumotho- 
rax and  other  such  acute  surgical  emergencies. 
Again,  depending  upon  individual  assessment, 
emergency  surgical  treatment  may  be  indicated 
and  should  be  undertaken  if  reasonable  life  ex- 
pectancy and  comfort  can  be  predicted  when  the 
acute  emergency  has  been  overcome. 


Conclusions 

In  the  management  of  patients  with  advanced 
incurable  cancer,  strict  individualization  is  man- 
datory. Based  on  familiarity  with  the  particular 
cancer  in  question,  its  likely  response  to  the 
various  modalities  of  treatment  available,  and  the 
symptoms  of  which  the  patient  complains,  suc- 
cessful palliation  can  be  accomplished  by  any 
practitioner  willing  to  undertake  the  tedious  care 
of  such  a patient. 

Most  patients  with  advanced  incurable  cancer 
do  not  want  to  know  factually  their  exact  diagno- 
sis and  prognosis,  nor  are  most  of  us  in  the  medi- 
cal profession  wise  enough  and  prophetic  enough 
to  speak  with  finality  on  these  matters.  In  helping 
such  patients,  however,  an  optimistic  and  confident 
attitude  on  the  part  of  the  physician  is  essential. 
This  approach  requires  a willingness  on  the  part 
of  the  physician  to  talk  and  to  explain  rationally, 
even  if  incorrectly,  the  nature  and  cause  of  the 
patient’s  symptoms.  The  person  with  advanced, 
incurable  cancer  is  a frightened  patient  who  de- 
pends upon  his  doctor  for  help  and  assurance 
rather  than  for  pronouncement  of  approaching 
death  and  therapeutic  abandonment.  • 


Tetralogy  of  Fallot  and  multiparity 

Charles  W.  Nickerson,  MD,  Portsmouth,  New  Hampshire 


A case  of  multiparity  in  a patient  with 
tetralogy  of  Fallot  following  a successful 
shunt  operation  (Blalock  procedure)  is 
presented.  A brief  discussion  of  the  disease 
and  its  management  during  pregnaney  and 
delivery  is  also  presented. 

Tetralogy  of  Fallot  is  a congenital  heart  dis- 
ease of  the  cyanotic  variety  characterized  by  the 
presence  of  pulmonic  stenosis,  ventricular  septal 
defect,  an  overriding  aorta,  and  right  ventricular 
hypertrophy.  These  patients  are  usually  cyanotic 
from  birth  and  are  disabled  early  in  life.  Prior  to 
the  advent  of  heart  surgery,  these  patients  did 

* From  The  Department  of  Obstetrics  and  Gynecology,  United 
States  Naval  Hospital,  Portsmouth,  New  Hampshire.  The 
opinions  or  assertions  contained  herein  are  the  private  ones 
of  the  author  and  are  not  to  be  construed  as  official  or  as 
necessarily  representing  the  views  of  The  Medical  Department 
of  the  Navy  or  of  the  Naval  Service  at  large.  The  author  is 
CDR  MC  USN. 


not  often  survive  to  the  childbearing  age.  If  they 
did  survive,  pregnancy  was  infrequent.  Eastman, 
in  1957,  noted  that  in  6 pregnancies  in  3 patients 
with  this  heart  lesion  there  ensued  either  spon- 
taneous abortion  or  premature  labor  before  the 
25th  week;  and  that  since  the  advent  of  heart 
surgery  there  had  been  only  4 patients  carried  to 
term  with  normal  babies.^  Prior  to  1957  only  3 
cases  of  operated  tetralogy  of  Fallot  patients  with 
pregnancy  that  terminated  favorably  had  been  re- 
ported and  it  was  felt  at  that  time  that  the  question 
of  how  well  these  patients  tolerate  pregnancy  had 
not  been  satisfactorily  estabhshed.^ 

A review  of  the  literature  in  1964  with  new 
case  reports  established  a total  of  62  pregnancies 
in  51  patients  with  tetralogy  of  Fallot  of  whom 
only  10  had  been  operated.^’®  There  has  been  very 
little  mention  of  this  condition  in  the  obstetric 
literature  and  no  case  reports  of  long-term  follow- 
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ups  in  multiparous  patients.  As  heart  surgery  is 
becoming  more  common  it  is  expected  that  in  the 
future  many  more  of  these  patients  will  be  seen 
and  the  obstetrician  should  be  familiar  with  the 
condition  and  the  management  of  these  post  surgi- 
cal pregnant  patients. 

Case  report 

A 41 -year-old  Caucasian  gravida  7 para  5 abortus 

I,  L.M.P.  3 September  1965,  E.D.C.  27  May  1966 
registered  in  the  prenatal  clinic  at  this  hospital  on 
19  November  1965. 

Significant  Past  History:  She  had  cyanosis,  dysp- 
nea, and  detachment  of  the  left  retina  present  at 
birth.  Prior  to  cardiac  surgery  in  1954  (at  age  29) 
she  had  moderate  cyanosis  of  the  nail  beds  with 
associated  clubbing  of  the  fingers.  The  left  heart 
border  was  in  the  4th  intercostal  space  and  a grade  3, 
high  pitched,  blowing  systolic  heart  murmur  was 
loudest  in  the  second  left  intercostal  space.  The  sec- 
ond pulmonic  sound  was  greater  than  the  second 
aortic  sound  and  she  had  1+  pretibial  pitting  edema. 
On  23  October  1954  the  chest  film  showed  congenital 
heart  disease  with  infundibular  pulmonary  stenosis, 
hypoplastic  pulmonary  arteries,  and  dextroposition  of 
the  aorta.  The  preoperative  hematocrit  was  78  vol- 
umes per  cent. 

On  9 November  1954  an  end  to  end  left  subcla- 
vian-pulmonic anastomosis  was  performed  by  Dr. 

J.  W.  Lord  at  University  Hospital  in  New  York  City. 
Chest  films  on  12  February  1955  showed  an  increased 
vascularity  of  the  lungs  especially  in  the  hilar  regions 
with  an  increased  fullness  at  the  base  of  the  heart. 
The  transverse  cardiac  diameter  was  slightly  smaller 
than  in  the  preoperative  films.  The  postoperative 
hematocrit  was  41  volumes  per  cent  on  1 June  1955. 
One  \ ear  postoperatively  she  was  a class  2-3  cardiac 
patient.  Electrocardiograms  throughout  the  years 
since  surgery  have  consistently  shown  right  ventricu- 
lar hypertrophy  and  right  axis  deviation.  She  married 
on  19  November  1955  and  her  obstetric  history  is 
listed  in  Table  1. 

In  the  present  pregnancy,  the  initial  prenatal  exam- 
ination was  normal  except  for  a holosystolic  heart 
murmur,  mild  cyanosis  of  the  nail  beds,  and  clubbing 
of  the  fingers.  There  was  no  enlargement  of  the  heart 
either  clinically  or  radiographically  and  the  uterus 
was  enlarged  consistent  with  an  eight  weeks  gestation. 


The  blood  pressure  was  120/80,  pulse  80,  height 
66  inches,  weight  122  pounds,  hematocrit  54  vol- 
umes per  cent,  blood  group  O Rh  negative  with  no 
demonstrable  antibody  titer  and  class  I Papanicolaou 
smear. 

Throughout  her  prenatal  course  she  was  treated 
with  a low  sodium  diet.  The  first  trace  of  pretibial 
edema  appeared  on  14  April  1966  (at  34  weeks  ges- 
tation ) at  which  time  she  responded  well  to  low  doses 
of  oral  diuretics.  She  had  a total  weight  gain  of  19 
pounds  and  her  pre-delivery  hematocrit  was  55  vol- 
umes per  cent.  Throughout  her  pregnancy  she  had 
mild  exertional  dyspnea  but  the  cardiologist  felt  that 
she  did  not  require  digitalization.  She  had  an  irri- 
table uterus  with  many  bouts  of  false  labor  beginning 
two  weeks  prior  to  delivery. 

On  25  April  1966  (at  36  weeks  gestation)  she 
delivered  a normal  appearing  Apgar  9,  4 pound  \AV2 
ounce  male  by  low  forceps  after  16’/2  hours  of  uter- 
ine contractions.  The  placenta  was  large  with  no 
evidence  of  infarcts  or  fibrosis.  Her  hematocrit  was 
52  volumes  per  cent  on  the  2nd  postpartum  day.  She 
had  an  uneventful  postpartum  course  and  normal  6 
weeks  postpartum  examination  except  for  the  previ- 
ously described  heart  murmur  and  nail  bed  cyanosis. 

Discussion 

Persons  with  the  abnormalities  of  Fallot  probab- 
ly constitute  the  largest  group  of  patients  with 
cyanotic  heart  disease  surviving  to  adulthood.^ 
Clinically  the  patient  has  cyanosis,  clubbing  of  the 
fingers,  polycythemia,  marked  fatigability  and  im- 
paired exercise  tolerance.  Radiographically  there 
is  a diminution  of  the  pulmonary  vascular  mark- 
ings and  right  ventricular  enlargement.  The  ECG 
demonstrates  right  ventricular  hypertrophy.-  Prior 
to  the  advent  of  heart  surgery,  patients  with  con- 
genital cyanotic  heart  disease  were  classified  as 
unfavorable  pregnancy  risks  and  some  authorities 
think  that  unoperated  patients  should  be  aborted 
in  the  first  trimester.^ 

The  earliest  surgical  treatment  of  the  tetralogy 
of  Fallot  established  an  artificial  communication 
between  the  systemic  circulation  and  the  pulmo- 
nary artery  to  increase  pulmonary  blood  flow 


TABLE  1 

OBSTETRIC  HISTORY 


Delivery  Date 

Length  of  Labor 
Hours 

Type  of  Delivery 

Sex  of  Infant 

Birth  Weight 

September  1956  

6 

spontaneous 

female 

6 pounds 

February  1958  

4 

spontaneous 

male 

6 pounds 

February  1959  

3 

spontaneous 

male 

5 pounds,  8 ounces 

September  1960  

spontaneous  abortion  at  10  weeks  followed  by  D & C 

November  1962  

1 

spontaneous 

male 

4 pounds,  14  ounces 

September  1963  

7 

spontaneous 

male 

5 pounds,  5 ounces 

April  1966  

1616 

low  forceps 

male 

4 pounds,  1416  ounces 
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thereby  improving  arterial  oxygenation  and  de- 
creasing cyanosis.  The  Blalock  procedure  is  an 
anastomosis  of  a branch  of  the  aorta  to  the  pul- 
monary artery  and  was  the  surgical  procedure 
performed  on  the  patient  in  this  case  report.  The 
Potts  procedure  forms  a direct  communication 
between  the  aorta  and  pulmonary  artery.  Either 
procedure  causes  notable  improvement  of  the 
patient.  The  surgery  creates  an  artificial  patent 
ductus  with  the  hazards  of  subacute  bacterial  en- 
docarditis and  heart  failure.  The  surgery  does  not 
relieve  the  pulmonic  stenosis  or  repair  the  ven- 
tricular septal  defect  as  does  open  heart  surgery 
but  the  mortality  is  considerably  less.- 

In  all  reported  cases  to  date,  there  has  been  a 
35.5%  fetal  mortality  and  a 13.7%  maternal 
mortality  rate.  However,  of  the  operated  patients 
who  had  shunt  procedures  prior  to  pregnancy 
there  has  been  only  a 20%  fetal  mortality  and  no 
maternal  deaths.  According  to  Neil  fetal  mortality 
is  85%  if  the  maternal  hematocrit  is  over  65 
volumes  per  cent,  and  60%  if  the  hematocrit  is 
less  than  that.^  As  noted  in  this  case  report  the 
hematocrit  was  consistently  less  than  60  volumes 
per  cent.  This  suggests  that  fetal  outcome  may  be 
related  to  the  hematocrit  value  and  that  this  may 


be  the  best  simple  prognostic  laboratory  study 
for  pregnancy  in  these  patients. 

It  now  appears  that  the  prognosis  for  pregnancy 
in  the  surgically  treated  patients  with  tetralogy  of 
Fallot  is  not  as  unfavorable  as  previously  thought 
and  that  normal  pregnancy  and  delivery  may  be 
expected.  These  patients  should  be  seen  frequently 
in  the  prenatal  clinic  in  conjunction  with  a cardi- 
ologist and  special  emphasis  should  be  placed  on 
weight  gain  and  the  latent  signs  and  symptoms  of 
congestive  heart  failure.  During  delivery  hypoten- 
sion should  be  avoided  to  prevent  reversal  of  the 
shunt.  The  second  stage  of  labor  should  be  short- 
ened by  the  use  of  forceps  and  an  episiotomy. 
Antibiotics  should  be  administered  at  the  onset 
of  labor  and  continued  postpartum  to  prevent  sub- 
acute bacterial  endocarditis.^  • 
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Mental  retardation — every  physician’s 

responsibility* 


Due  to  its  importance  and  prevalence,  each  of 
us  needs  to  be  reminded  of  the  role  we  should 
play  in  the  area  of  one  of  the  major  medical 
problems  of  our  time.  Mental  Retardation.  This 
condition  occurs  in  over  live  million  individuals, 
or  more  directly  stated,  exists  in  one  of  every  33 
infants  we  deliver  or  see.  The  nature  and  magni- 
tude of  this  condition  is  so  great  that  it  is  not 
merely  the  concern  of  the  pediatrician  or  family 
physician,  though  it  constitutes  a major  problem 
in  their  practice.  It  is  a treatable  or  often  a pre- 
ventable condition  and  should  be  so  recognized. 
It  then  becomes  the  responsibility  of  every  physi- 
cian who  comes  in  contact  with  an  involved  fam- 
ily to  make  them  aware  of  this  so  that  the  child 
may  have  the  opportunity  to  receive  appropriate 
care. 


* From  the  Bataan  Hospital  Developmental  Evaluation  Clinic, 
5400  Gibson  Boulevard,  S.E.,  Albuquerque,  New  Mexico. 


J.  Albert  Browder,  MD,  Albuquerque,  New  Mexico 

How  does  the  physician  recognize  these  cases? 
We  should  realize  that  the  majority  of  retardates 
are  not  the  typical  hyperactive  brain-damaged 
children  or  the  “funny  looking  kid.”  Seventy-five 
per  cent  or  more  of  these  children  bear  no  stig- 
mata to  readily  distinguish  them,  and  these  con- 
stitute an  important  group  who  are  only  mildly 
or  moderately  retarded  and,  therefore,  are  to  gain 
most  from  help.^ 

But  where  do  physicians  see  these  children; 
who  are  they?  This  is  not  intended  as  a lengthy 
discussion  of  a differential  diagnosis.  Rather  it 
is  a reminder  of  the  obvious  clues  in  every  type 
of  practice.  A surgeon  encounters  such  children 
in  evaluation  of  other  congenital  defects.  Like- 
wise, the  orthopedist  recognizes  that  the  child  with 
neuromuscular  defects  is  likely  to  have  associated 
delayed  development,  either  primary  as  the  result 
of  central  nervous  system  defects  or  damage,  or 
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secondary  as  the  result  of  impaired  muscle  and/or 
sensory  function.  The  cardiologist  realizes  the  neu- 
ral and  vascular  anlage  are  formed  simultaneous- 
ly, and,  therefore,  toxic  influences  at  this  stage  of 
fetal  development  are  likely  to  affect  both  sys- 
tems. This  is  even  more  obvious  in  the  fields  of 
special  senses;  hence  the  ophthalmologist  and 
otolaryngologist  must  consider  the  likely  associa- 
tion of  eye  and  ear  defects  as  a part  of  and  or 
a cause  of  subnormal  development.  The  same  is 
also  true  of  the  gynecologist  or  the  endocrinologist 
dealing  with  patients  presenting  syndromes  of  sex 
differentiation  and  development. 

Of  equal  importance  is  the  recognition  of  con- 
ditions and  causes  leading  to  mental  retardation. 
Some  of  these  are  shown  in  Table  1. 

The  internist  deals  with  many  of  these  poten- 
tial problems  when  he  treats  the  woman  with  dia- 
betes, thyroid  abnormalities,  or  other  metabolic 
problems,  the  cardiac,  or  the  female  in  the  child 


TABLE  1 

HIGH-RISK  INFANTS* 


Family  History 

Presence  of  mutant 

Previous  defective  sibling 

genes 

Parental  consanguinity 

Central  nervous  system 

Intrafamilial  emotional 

disorders 

disorder 

Low  socioeconomic 
group 

Medical  History  of  Mother 

Diabetes 

Thyroid  disease 

Hypertension 

Idiopathic  thrombo- 

Radiation 

cytopenic  purpura 

Cardiovascular  or  renal 
disease 

Previous  Obstetrical 

History  of  Mother 

Toxemia 

Size  of  infants 

Miscarriage  immediately 

High  parity 

preceding  pregnancy 

Prolonged  infertility 

Present  Pregnancy 

Maternal  age  under  18 

Radiations 

or  over  38 

Anesthesia 

Multiple  births 

Maternal  rubella  in  first 

Polyhydramnios 

trimester 

Pyelonephritis 

Diabetes 

Out-of-wedlock 

Toxemia 

pregnancy 

Fetal-maternal  blood-group 

Oligohydramnios 

incompatibility 

Medications 

* Adapted  from  Proceedings  of  the  White  House  Conference 
on  Mental  Retardation,  Washington,  D.  C.,  1963. 


bearing  age  who  is  receiving  cytotoxic  or  radia- 
tion therapy.  The  surgeon  deals  with  accidents  and 
injuries  potentially  leading  to  central  nervous 
system  damage.  The  radiologist,  obstetrician,  and 
anesthesiologist  are  likely  to  deal  with  a pregnant 
mother  with  threatened  insults  to  the  developing 
fetus.  The  psychiatrist  and  pediatrician  encounter 
an  equally  threatening  situation  in  connection  with 
deprivation  of  the  infant  either  social  or  physical. 

But  if  these  physicians  suspect  or  even  create 
conditions  which  may  lead  to  mental  and  physical 
defects,  what  should  be  their  responsibility?  Re- 
sponsible physicians  should  assume  the  obligation 
to  make  sure  that  every  infant  or  child  charac- 
terized by  the  conditions  of  mental  retardation 
receives  a thorough  examination  designed  to  eval- 
uate his  intellectual  and  physical  assets  and  li- 
abilities, his  present  and  future  role  in  society,  and 
the  etiology  of  his  condition.-  This  can  best  be 
carried  through  with  a team  approach.  It  is  im- 
portant under  any  circumstances  to  make  a diag- 
nosis, even  if  it  is  one  of  no  disease  or  one  of 
sociocultural  retardation. 

Why  is  this  important  and  why  this  emphasis 
now?  The  answer  is  obvious  when  we  consider  the 
present  progress  in  understanding  mental  retarda- 
tion or  subnormality,  both  at  the  basic  etiologic 
level  and  on  the  popular  or  social  acceptance 
level.  Early  recognition  and  evaluation  allows 
both  for  better  treatment  and  habilitation  as  well 
as  for  prevention.  Long-term  training  as  well  as 
psycho-social  adjustment  is  best  accomplished  if 
started  early,  even  in  infancy.  Studies  in  early 
childhood  augment  research  both  in  diagnosis  and 
treatment. 

The  possibilities  of  accomplishing  habilitation, 
adequate  social  adjustment,  even  employment  and 
self-sufficiency  is  a major  undertaking.  It  requires 
many  skills,  not  only  those  of  physicians  but  of 
psychologists,  educators,  vocational  counselors, 
and  skills  in  many  other  areas.  This,  then  is  the 
type  of  a challenge  that  a team  approach  best 
meets,  but  it  really  goes  beyond  the  team  to  a full 
utilization  of  community  facilities,  and  the  first 
member  of  the  team  or  the  first  community  con- 
tact may  be  any  physician.  • 
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Surgeon  on  call 


Health  columns  in  newspapers  and 
“doctor  shows”  on  TV  attract  attention. 

This  short  article  points  up  the  inquisitiveness 
of  people  about  health. 

When  on  a radio  program  entitled,  “House 
Call”  recently,  at  Station  KTLN,  Denver,  the 
author  was  asked  several  questions.  After  this 
50-minute  program  was  concluded,  it  occurred 
to  him  that  other  physicians  who  may  be  asked 
to  be  on  this  program  will  be  interested  in  the 
nature  of  the  questions  asked.  Doctors  who  ap- 
pear on  this  radio  program  are  selected  from  a 
list  submitted  by  the  various  medical  societies. 
The  doctor’s  name  is  not  mentioned.  Usually  a 
brief  statement  is  presented  followed  by  ques- 
tions from  listeners. 

The  author  began  with  a statement  on  “Ortho- 
pedic Surgery  and  Arthritis.”  This  was  approxi- 
mately a four-minute  statement,  mentioning  the 
problem  of  arthritis  to  people  of  the  United  States 
and  how  the  orthopedic  surgeon  deals  with  sur- 
gery of  joints  and  how  he  is  involved  with  treat- 
ment of  arthritis.  He  mentioned  a few  causes  of 
arthritis,  such  as  degenerative  arthritis,  rheuma- 
toid arthritis,  as  well  as  gout  and  he  also  men- 
tioned some  procedures  which  may  be  done  to 
help  arthritic  patients.  In  addition,  there  were 
several  other  statements  to  make  on  the  variety 
of  procedures  available,  particularly  that  surgical 
correction  on  one  part  of  the  patient’s  arthritis 
might  be  to  improve  his  arthritis  in  general,  and 
how  treatment  is  first  of  all  medical.  However,  it 
was  pointed  out  that,  in  many  patients,  relief  could 
be  obtained  through  surgery.  At  that  point,  ques- 
tions began  pouring  in  and  a survey  of  the  next 
few  questions  will  indicate  the  nature  of  the 
program. 

Survey  of  questions  asked 

I have  spasm  in  my  neck.  What  is  spasm?  I in- 
jured my  jaw  the  other  day  and,  while  it  is  getting 
better,  I wonder  if  the  marrow  has  been  damaged? 
What  are  the  side  effects  of  taking  cortisone  for 
arthritis?  What  is  gout?  What  is  the  prognosis  in  my 
58-year-old  husband  who  has  adhesive  capsulitis 
with  50%  motion  of  the  left  arm,  when  he  is  taking 
physical  therapy  and  Indocin?  I have  a catch  in  my 
neck,  which  results  in  a “pop”  once  in  awhile;  I am 
57  years  of  age  and  wonder  what  it  is.  I have  a little 


Charles  D.  Magill,  MD,  Denver 

girl,  age  six,  who  has  a “prognathic  malocclusion” 
which  has  resulted  in  a protruding  lower  jaw;  the 
doctors  wonder  whether  surgery  should  be  done  now 
or  later — what  would  you  advise?  I have  a 10-year- 
old  daughter  who  has  water  on  the  knee  and  it  has 
been  aspirated,  but  the  diagnosis  has  been  incon- 
clusive, except  for  some  feathering  of  the  bone. 
What  do  you  think  this  is? 

I have  a small  bunion  with  fluid  around  it  and 
have  not  been  able  to  wear  a shoe  for  a year;  sur- 
gery has  been  indicated,  but  what  do  you  think  this 
condition  is?  I am  a 65-year-old  man  and  I injured 
my  knee,  which  left  it  weak.  I also  broke  my  tibia, 
then  twisted  it  again.  Now  I have  traumatic  arthritis 
in  the  knee,  especially  with  wearing  of  the  cartilage 
on  the  inside.  I wonder  what  should  be  done? 

My  33-year-old  daughter  has  a severe  form  of 
arthritis  in  her  knee  and  takes  cortisone  and  Bufferin. 
Is  there  any  danger  in  this  treatment?  Two  years 
ago,  I broke  my  leg  in  three  places  in  the  knee, 
but  have  been  walking  for  the  past  six  months.  My 
large  toe  “acts  like  arthritis” — what  should  I do  for 
that?  Three  months  ago,  I developed  some  numbness 
in  my  right  heel,  which  then  spread  to  the  inside  of 
the  big  toe  and  then  subsided.  Later,  my  right  arm 
on  the  inside  of  the  thumb  bothered  me.  Now  it 
hurts  when  I reach  or  stretch,  particularly  when  I 
pull  my  arm.  What  do  you  think  this  is? 

Do  you  think  it  is  all  right  for  children  to  go 
barefoot?  When  I go  to  bed,  my  legs  to  my  hips 
ache,  as  well  as  the  arms,  and  it  is  all  I can  do  to  get 
around.  Do  you  think  this  is  arthritis,  and  what 
should  I do?  I am  in  my  early  50’s  and  use  my 
hands  a great  deal.  My  left  thumb  has  terrific  pains 
in  it  once  in  awhile- — -what  do  you  think  this  is?  I 
have  20°  internal  rotation  of  both  tibias,  tight  heel 
cords  and  corrective  shoes.  Should  something  be 
done  for  this  condition  now  in  the  way  of  surgery  or 
should  I have  more  corrective  shoes?  I am  65  years 
old  and  had  my  gallbladder  removed  several  years 
ago,  but  in  the  last  three  or  four  months,  I have 
had  pain  in  the  incisional  site.  Is  this  liver  disease? 
This  pain  radiates  into  my  back.  What  do  you  think 
I should  do  about  this? 

It  is  most  interesting  how  sophisticated  the 
questions  can  be  from  these  listeners.  The  patient 
with  the  fluid  around  the  bunion  also  mentioned 
that  she  did  not  have  money  for  any  surgery, 
therefore,  she  did  not  get  it.  The  doctor  volun- 
teered several  ways  in  which  she  could  obtain 
good  medical  care.  He  also  found  the  experience 
interesting  as  well  as  entertaining,  and  thought 
that  it  might  be  the  same  experience  for  other 
physicians  in  the  area,  including  those  who  have 
not  yet  been  “on  the  show.”  • 
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Cushing’s  syndrome  with  hepatic  malignancy 

Presentation  of  a case  and  discussion 

Stephen  H.  King,  MD,  Denver 


In  recent  years  there  has  been  an  increasing 
interest  in  Cushing’s  syndrome  associated  with  tu- 
mors of  nonendocrine  origin.  The  following  is  a 
case  report  of  this  unusual  association. 

CASE  REPORT 

A 68-year-old,  married,  white  female  was  hos- 
pitalized elsewhere  in  March,  1965  because  of  in- 
creasing weakness  and  paresthesias  of  her  lower  ex- 
tremities for  six  months.  Past  history  included  only 
cholecystectomy  in  1950  and  fracture  of  the  right 
hip  with  internal  fixation  in  1963.  Physical  examina- 
tion revealed  an  obese  female  with  marked  weakness 
of  the  right  leg,  decreased  tendon  reflexes  in  all  ex- 
tremities, and  mild  hyperesthesia  in  the  L-,  and 
dermatomes.  Diagnosis  of  diabetes  mellitus  was  made 
because  of  elevated  fasting  blood  glucose  levels.  The 
patient  was  started  on  tolbutamide.  She  was  dis- 
charged with  the  diagnosis  of  diabetic  neuropathy, 
apparently  improved. 

The  patient  did  poorly;  she  became  weaker  and 
fell  several  times;  her  diabetes  became  more  difficult 
to  control.  When  a purpuric  skin  rash  developed,  she 
was  admitted  in  August  of  1965  to  Presbyterian 
Medical  Center.  Examination  at  that  time  revealed 
an  obese  female  with  blood  pressure  110/60,  pulse 
80  and  irregular,  respirations  17,  and  oral  tempera- 
ture 98  degrees.  She  appeared  chronically  ill.  Body 
and  scalp  hair  were  decreased.  There  was  an  ex- 
tensive petechial  skin  rash  which  on  the  extremities 
coalesced  to  become  ecchymotic  areas,  the  centers 
of  some  having  broken  down,  bled,  and  formed  crust- 
ed lesions  healing  slowly.  There  was  moderate  cardi- 
omegaly  and  faint  heart  tones  with  irregular  rhythm. 
Tenderness  to  palpation  and  pain  on  motion  were 
present  in  the  lumbar  vertbrae.  There  was  a right 
foot  drop,  wasting  of  muscles,  and  very  little  volun- 
tary movement  of  the  right  leg. 

Hemoglobin  was  14.3  gms.%  and  hematocrit  was 
44%.  White  blood  count  was  14,000  with  78%  seg- 
mented neutrophils,  5%  bands,  1%  myelocytes,  and 
17%  lymphocytes.  Blood  smear  showed  polychro- 
masia.  Jolly  bodies,  and  many  nucleated  red  blood 
cells.  Clotting  time,  prothrombin  time,  and  platelet 
count  were  normal.  Tourniquet  test  produced  many 
fresh  petechiae.  Urinalysis  was  normal  except  for 
glycosuria,  and  pH  was  7.0.  Serum  sodium  was  142 
mEq/L.,  postassium  1.8  mEq/L.,  chloride  93  mEq/ 
L.,  CO2  content  44  volumes  per  cent,  and  venous 


pH  7 .62.  Blood  urea  nitrogen  was  14  mgms.%, 
fasting  blood  sugars  was  1 24  mgms.  % to  266  mgms.  % , 
cholesterol  158  mgms.%,  calcium  8.2  mgms.%, 
phosphorus  2.0  mgms.%,  and  the  protein  bound 
iodine  3.2  mcgms.%.  The  stool  showed  a trace  of 
blood.  Serum  electrophoresis  revealed  a decrease  in 
all  fractions,  nonspecific  in  nature.  X-rays  showed 
marked  osteoporosis  of  the  spine  and  pelvis  and 
unsuspected  fractures  of  the  superior  and  inferior 
rami  of  the  right  pubic  bone.  Skull  X-rays  were 
normal.  Barium  enema  revealed  scattered  diverticuli 
of  the  colon.  Electrocardiograms  showed  a wandering 
pacemaker,  nodal  premature  beats  and  multifocal 
premature  ventricular  contractions. 

Several  etiological  possibilities  were  explored,  but 
when  the  diurnal  serum  cortisol  values  (using  the 
Mattingly  method)  were  found  to  be  42  mcgms.% 
at  8 AM  and  4 pm,  diagnosis  of  Cushing’s  syn- 
drome with  vascular  purpura,  hypokalemic  alkalosis, 
osteoporosis,  and  diabetes  mellitus  was  made.  A 
dexamethasone  suppression  test  showed  no  change 
in  the  uniformly  elevated  serum  cortisol  levels  on 
either  2 mgms/ day  or  8 mgms/ day  dexamethasone. 
On  2 mgms/ day  dexamethasone,  cortisol  levels  were 
64  mcgms.%  at  8 am  and  74  mcgms.%  at  4 pm. 
On  8 mgms/ day  dexamethane,  the  8 am  cortisol 
was  71  mcgms.%  and  the  4 pm  was  69.8  mcgms.%. 
Search  for  malignancy  was  unrewarding.  BSP  reten- 
tion of  22%  in  45  minutes  and  an  alkaline  phos- 
phatase of  9.1  Bodansky  units  were  noted  at  this 
time.  Cushing’s  syndrome  was  thought  to  be  sec- 
ondary to  adrenal  adenoma  or  carcinoma. 

On  September  2,  1965  bilateral  total  adrenalecto- 
my through  a posterior  approach  was  done.  There 
was  no  gross  evidence  of  tumor  in  either  adrenal, 
both  of  which  were  thought  to  be  enlarged  with  a 
combined  weight  of  17  grams.  The  microscopic  sec- 
tions revealed  bilateral  benign  hyperplasia.  Post- 
operatively,  the  patient  did  fairly  well.  Hypokalemia 
refractory  to  potassium  replacement  continued.  For 
three  days  immediately  after  surgery  the  patient 
was  markedly  psychotic.  With  slow  clinical  improve- 
ment. after  three  and  one-half  weeks  after  the  patient 
felt  well  enough  to  be  transported  to  her  home  town 
hospital,  where  brief  hospitalization  and  return  home 
were  planned.  At  time  of  transfer,  the  patient  was 
receiving  300  mgms/ day  of  cortisone  acetate  and 
potassium  supplementation  as  the  basic  elements  of 
her  therapy.  She  did  not  tolerate  further  lowering  of 
her  cortisone  dosage.  However,  she  did  not  improve 
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Fig.  1.  Photograph  of  adrenals  taken  at  time  of  re- 
moval of  left.  Right  adrenal  removed  approximately 
one  hour  before  has  been  sectioned  for  examination 
at  time  of  its  removal. 

as  had  been  hoped  and  died  suddenly  one  month 
later,  while  still  hospitalized.  Autopsy  was  performed. 
Surgical  pathology 

The  right  adrenal  was  86  by  20  by  14  millimeters 
and  weighed  10  grams;  the  left  adrenal  was  48  by  27  by 
12  millimeters  and  weighed  7 grams  (Fig.  1 ).  Surface 
of  the  glands  was  finely  granular  and  no  gross  evi- 
dence of  tumor  was  seen.  Sections  demonstrated 
cortices  which  were  somewhat  thickened  and  promi- 


Fig.  2.  Adrenal  cortex  x 56.  Note  hyperplasia  and 
protninent  swelling  and  vaciiolation  particularly  of 
cells  of  the  fascicular  layer. 


nent.  The  most  striking  feature  was  in  the  glomeru- 
losa  layer  where  there  was  active  proliferation  of 
glomerulosa  cells  (Fig.  2).  In  some  areas  these  cells 
were  very  pale  and  appeared  hyperdistended  with  a 
finely  granular  cytoplasm.  There  was  striking  promi- 
nence of  the  glomerulosa  zone  and  relative  lack  of 
prominence  of  the  reticular  and  vesicular  zones.  Di- 
agnosis was  hyperplasia,  histologically  and  by  weight, 
adrenals,  bilateral. 

Autopsy  findings 

The  body  was  that  of  an  elderly,  obese,  Caucasian 
female.  There  were  recent  bilateral  flank  scars  and  an 
old  right  upper  quadrant  scar  from  cholecystectomy. 
The  skin  surface  had  many  mottled  brown  spots,  most- 
ly over  the  dorsum  of  the  extremities.  Brain  and  pitui- 
tary, heart  and  great  vessels,  thyroid  and  parathyroid, 
lungs,  spleen,  stomach  and  small  bowel,  breasts,  and 
lymph  nodes  all  appeared  normal,  grossly  and  micro- 
scopically. 

The  liver  was  increased  in  size,  and  lobular  mark- 
ings were  somewhat  increased.  About  25%  of  liver 
substance,  mostly  deep  within  the  liver,  contained 
soft  white  hemorrhagic  tumor  masses  from  2 to  7 
centimeters  in  diameter.  The  source  of  this  tumor 
could  not  be  determined  grossly.  Microscopically  the 
tumor  masses  were  made  up  of  rather  uniform  neo- 
plastic cells  of  moderate  size  with  oval  vesicular 
nuclei.  Mitoses  were  numerous.  The  cells  lay  in  ir- 
regular conglomerate  masses  with  a thin  reticular 
stroma.  In  many  areas  the  nodules  had  a thin  fibrous 
capsule,  but  here  and  there  the  neoplastic  mass 
merged  gradually  with  the  surrounding  normal  liver 


Fig.  3.  Liver  tumor.  Magnification  x 56.  Normal 
cord  cells  appear  at  right  lower  corner. 
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cord  cells,  strongly  suggesting  origin  for  them.  Re- 
viewing pathologists  believed  that  the  tumor  repre- 
sented primary  carcinoma  of  the  intrahepatic  biliary 
ducts  (Fig.  3). 

Further  positive  findings  were  acute  focal  pancre- 
atic necrosis,  diverticulosis  and  diverticulitis,  uni- 
lateral left  hydronephrosis,  and  benign  endometrial 
polyp. 

Discussion 

There  has  been  interest  in  recent  years  in  the 
association  of  hyperadrenalism  and  tumors  of  non- 
endocrine  origin.  In  recent  articles  and  in  the  pa- 
tient described  above,  there  are  some  fairly  con- 
sistent characteristics.  Clinical  course  of  these  pa- 
tients is  much  shorter  than  is  usual  for  Cushing's 
syndrome,^’  - and  as  in  this  case  death  occurs  in 
six  to  nine  months  from  onset  of  symptoms.  The 
course  is  more  fulminant  and  many  of  the  charac- 
teristic physical  findings  of  Cushing’s  syndrome, 
such  as  hypertension,  “buffalo  hump,”  “moon- 
facies,”  and  abdominal  striae  are  not  seen.  It 
has  been  suggested  that  these  changes  have  not 
had  time  to  develop  in  the  more  rapidly  progres- 
sive case. 

These  patients  commonly  suffer  from  pro- 
nounced hypokalemic  alkalosis^-  ® and  this  has 
been  reported  to  occur  in  100%  of  the  cases. 
This  metabolic  defect  is  thought  to  be  due  to  very 
high  levels  of  circulating  cortisol.^’  Patients  with 
the  highest  cortisol  levels  have  been  found  to  have 
the  lowest  serum  potassium  levels.-  High  levels 
of  aldosterone  have  not  been  found. ^ 

There  is  a high  incidence  of  onset  of  diabetes 
mellitus  with  the  onset  of  the  hyperadrenalism. 
The  usual  explanation  is  that  the  high  steroid 
levels  antagonize  the  action  of  insulin  and/or  the 
high  steroid  levels  and  stress  of  the  disease  un- 
mask a chemical  or  latent  diabetic.  However,  re- 
cent appreciation  of  the  effect  of  the  potassium 
ion®  on  carbohydrate  tolerance  suggests  that  hypo- 
kalemia may  of  itself  depress  carbohydrate  tole- 
rance sufficiently  to  make  the  patient  diabetic. 

In  a series  of  232  cases  of  Cushing’s  syndrome,^ 
58  were  found  to  have  associated  tumors  of  non- 
endocrine  origins.  There  were  22  patients  with 
bronchogenic  carcinoma,  18  with  thymoma,  8 
with  pancreatic  carcinoma  (5  acinar  and  3 islet 
cell),  3 with  malignancies  of  the  central  nervous 
system,  and  remainder  with  neoplasms  of  thyroid, 
testicle,  ovary,  prostate,  esophagus,  and  sympa- 
thetic chain.  The  fact  that  the  most  common  neo- 
plasms associated  with  Cushing’s  syndrome  are 


found  in  a much  higher  frequency  than  expected 
in  a population  of  patients  with  Cushing’s  syn- 
drome, suggests  that  there  is  a relationship.^  The 
adrenal  glands  in  all  cases  associated  with  neo- 
plasm have  been  nontumorous,  hyperplastic,  and 
supposedly  hyperfunctioning.  The  most  likely  as- 
sumption is  that  the  associated  cancer  produces 
an  ACTH-like  substance,  and  in  some  instances 
this  has  been  shown  to  be  true.- 

In  retrospect,  the  above  described  patient  fits 
many  of  the  criteria  for  her  disease.  The  diagnosis 
of  Cushing’s  syndrome  could  have  been  made 
soon  after  her  second  admission  and  before  her 
serum  cortisol  levels  were  obtained.  Also,  the 
hepatic  malignancy  should  have  been  suspected 
from  the  results  of  the  BSP  and  alkaline  phospha- 
tase determinations  as  well  as  from  the  marked 
hypokalemic  alkalosis.  If  this  had  been  appreci- 
ated, an  anterior  instead  of  a posterior  approach 
to  the  adrenals  would  have  been  made,  thus  al- 
lowing exploration  of  the  liver  and  abdomen. 

Summary 

This  paper  has  presented  a case  of  primary 
hepatoma  apparently  producing  an  excess  of 
ACTH-like  substance,  which  consequently  pro- 
duced a fulminating  Cushing’s  syndrome,  charac- 
terized by  severe  hypokalemic  alkalosis.  Autopsy 
findings  are  presented.  The  association  of  hyper- 
adrenalism and  tumors  of  nonendocrine  origin  has 
been  discussed.  This  specific  association  has  not 
been  previously  described.  • 
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Chlordiazepoxide  hydrochloride  in 
treatment  of  convulsive  disorders 


A three  year  retrospective  study 

Orhan  M.  Sansoy,  MD,  and  Donald  Whorton,®  Las  Vegas,  New  Mexico 


Effectiveness  of  chlordiazepoxide 
hydrochloride  (Librium)  as  an  adjunct  to 
other  anticonvulsants  is  demonstrated  in 
this  study  of  34  patients. 

The  convulsive  disorders  are  one  of  the  im- 
portant areas  of  medicine.  Today,  there  are  more 
than  one  million  cases  in  the  U.  S.  A.  The  majority 
of  persons  who  are  afflicted  with  these  disorders 
can  be  adequately  treated  with  medical  therapy, 
utilizing  the  well  known  anticonvulsants  in  the 
following  categories:  barbiturates,  hydantoinates, 
oxazolidines,  succinimides,  and  pyrimidine. 

Despite  the  great  success  achieved  with  these 
drugs,  a number  of  cases  remain  uncontrollable  and 
the  physician  is  confronted  with  a dilemma  of  how 
to  treat  these  unfortunate  people  on  whom  all  the 
approved  and  standard  resources  have  failed.  Re- 
cently it  has  been  postulated  that  each  convulsive 
episode,  regardless  of  its  degree  of  severity,  will 
cause  irreversible  cerebral  injury,  no  matter  how 
minute  it  may  be.  In  addition  to  these  possible 
organic  sequelae,  the  adult  who  suffers  from  epi- 
sodic alterations  in  his  state  of  consciousness,  no 
matter  what  the  cause  of  this  change,  inevitably 
feels  a profound  sense  of  fear  and  insecurity.  Con- 
sequently, these  feelings  may  eventually  lead  to 
a variety  of  psychotic  manifestations,  as  well  as 
bouts  of  emotional  outbursts  and  combative  be- 
havior. 

Chlordiazepoxide  hydrochloride  belongs  to  the 
minor  tranquilizer  group  which  is  useful  primarily 
for  the  symptomatic  relief  of  the  anxiety  associ- 
ated with  various  psychoneuroses  or  somatic  dis- 
orders. In  addition  to  its  calming  actions,  this 
tranquilizer  possesses  an  anticonvulsive  property, 
first  demonstrated  experimentally  to  be  highly 
effective  in  protecting  rats  against  cocaine-induced 
seizures.-’ " It  is  postulated  that  the  localized  effect 
of  cocaine  and  its  antagonist  is  upon  the  limbic 
structure,  notably  the  amygdaloid  complex.  Spe- 

* From  New  Mexico  State  Hospital,  Las  Vegas,  New  Mexico, 


cific  EEG  changes^  induced  by  high  doses  of 
phenothiazine  derivatives  are  shown  to  have  been 
reversed  by  chlordiazepoxide.  The  EEG  altera- 
tions associated  with  this  agent  consisted  of  a 
decrease  in  the  parameter  of  voltage  and  reduction 
in  alpha  and  paroxysmal  activities.  In  addition, 
short  bursts  of  low  voltage,  irregular,  fast  activity 
tended  to  appear,  particularly  in  anterior  lead 
combinations.  These  changes  persisted  several 
weeks  after  withdrawal  of  the  drug,  although  all 
the  changes  were  reversible. 

Clinical  investigations^’  have  explored  this 
compound’s  anticonvulsant  activity  both  in  this 
country  and  abroad  since  1961.  Initial  reports  by 
several  authors  were  favorable  regarding  its  effec- 
tiveness in  convulsive  disorders.  Banziger^  empha- 
sized its  usefulness  particularly  on  petit  mal  and 
psychomotor  attacks,  claiming  that  the  latter  may 
be  emotionally  triggered  in  some  patients,  there- 
fore this  drug  was  found  a useful  adjunct  to  anti- 
convulsive drugs.  Iborra®  of  Spain,  administered  it 
orally  (30-150  mg.  daily  for  6 to  8 months)  as  the 
sole  anticonvulsant  to  40  previously  treated  chronic 
epileptics  with  grand  mal  attacks  and  behavior 
changes.  This  treatment  markedly  reduced  the  av- 
erage monthly  frequency  of  attacks  and  impres- 
sively calmed  the  patients,  without  affecting  their 
spontaneity  of  action  or  fostering  psychic  indif- 
ference. The  majority  of  Goldman’s^  patients, 
treated  for  convulsive  manifestations,  improved 
significantly  and  a large  proportion  were  free  of 
seizures,  with  administration  of  chlordiazepoxide. 
But  Livingston’^  failed  to  affect  the  frequency  of 
seizures  when  they  added  this  drug  to  the  previous 
medication  in  26  patients  who  responded  poorly 
to  standard  agents;  notwithstanding,  behavior  was 
somewhat  improved  in  four  patients  who  had  so- 
called  hyperkinetic  syndrome. 

Clinical  trial 

In  our  hospital,  treatment  of  convulsive  dis- 
orders with  chlordiazepoxide  began  in  1963.  Only 
those  patients  who  had  been  treated  for  at  least 
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two  months  were  included  in  this  study.  It  was 
felt  that  a treatment  interval  of  less  than  two 
months  was  not  adequate  to  determine  the  efficacy 
of  the  drug.  Several  discharged  patients,  who  were 
treated  with  chlordiazepoxide,  were  followed  up 
in  the  Regional  Community  Psychiatric  Clinics, 
which  operate  in  five  geographical  regions  of  New 
Mexico.  Diagnosis  of  convulsive  disorder  was 
based  on  history,  clinical  findings,  and  electro- 
encephalograms. Electroencephalograms,  with  the 
exception  of  one,  were  interpreted  as  abnormal 
and  the  majority  of  them  were  compatible  with 
seizure  disorder. 

Thirty-four  cases  were  adequately  treated.  Pa- 
tients ranged  between  13  and  52  years  of  age. 
Being  mainly  in  the  Chronic  Brain  Syndrome 
(CBSi)  diagnostic  category,  patients  were  also 
classified  in  five  sub-groups  (APA  classification) : 

A.  CBS  with  convulsive  disorder  (11  patients); 

B.  CBS  with  convulsive  disorder,  with  mental  de- 
ficiency (seven  patients);  C.  CBS  with  convulsive 
disorder,  with  behavior  reaction  (six  patients); 
D.  CBS  with  convulsive  disorder,  with  psychotic 
reaction  (five  patients);  E.  CBS  with  convulsive 
disorder,  with  alcohol  addiction  (five  patients). 


TABLE  1 
AGE  GROUP 


10-19  20-29  30-39  40-49 

50-59 

Total 

Males  ... 

8 5 7 

1 

21 

Females  . . . 

. . . . 1 6 3 2 

1 

13 

In  this  survey  of  34  patients,  dosage  of  chlor- 
diazepoxide ranged  between  30-200  mg.  daily. 
This  drug  was  administered  only  to  those  patients 
in  whom  control  of  seizures  was  almost  impossi- 
ble with  conventional  anticonvulsants,  such  as 
dilantin,  phenobarbital  and  mysoline,  in  high  doses. 
Most  of  these  required  numerous  injections  of 
sodium  amytal  to  reduce  the  frequency  of  convul- 
sions. Patients  with  psychomotor-type  of  attacks, 
manifested  by  bizarre  psychotic  behavior  and 
grand  mal  cases,  associated  with  temper  outbursts 
and  bouts  of  belligerency,  usually  required  high 
doses  of  phenothiazine  derivatives  which  were 
given  orally  and/or  quite  often  parenterally.  Only 
one,  a mentally  defective  patient,  was  treated 
solely  with  chlordiazepoxide,  during  which  time 
no  seizures  were  recorded. 

There  were  18  patients  (Table  2)  who  were  in 
therapy  for  less  than  six  months,  of  which  13 
were  well  controlled  and  during  the  tenure  of 
their  treatment  did  not  have  seizures.  Marked  re- 


duction of  seizures  was  observed  in  five  patients. 
In  this  group,  only  two  patients  required  pheno- 
thiazines  in  order  to  control  their  abnormal  behav- 
ior. There  were  seven  patients  in  the  6-12  months 
treatment  group;  two  out  of  seven  were  com- 
pletely under  control.  In  four  patients,  reduction 
of  seizures  was  noted.  One  patienb  showed  no 
change  in  frequency  and  pattern  of  his  seizures. 


TABLE  2 

DURATION  OF  TREATMENT 


2. 

■6  mos. 

6-12  mos. 

Over 

one-year 

Over 

two-year 

Total 

No.  of  patients 

18 

7 

7 

2 

34 

No  seizures 
Reduction 

13 

2 

1 

18 

of  seizures  . 

5 

4 

4 

13 

No  response 

1 

1 

1 

3 

There  were  seven  patients  in  the  group  treated 
for  more  than  one  year;  two  were  well  controlled. 
Reduction  of  seizures  was  noted  in  four  and  no 
response  was  obtained  in  one  patient.  Of  this 
group,  two  patients  were  given  phenothiazines  in 
addition  to  their  anticonvulsants.  Two  patients 
were  treated  for  more  than  a period  of  two  years. 
In  one,  seizures  were  controlled  after  the  dosage 
of  chlordiazepoxide  was  increased  to  25  mg.  t.i.d. 
The  other  patient  had  had  periods  during  which 
time  there  was  considerable  reduction  of  seizures, 
but  inasmuch  as  the  lack  of  consistency  charac- 
terized his  hospital  course,  we  classified  him  as 
non-responsive. 

In  our  three  year  experience  with  chlordia- 
zepoxide, the  only  untoward  effects  we  observed 
were  those  of  mild  ataxia,  dizziness  and  apathy, 
associated  with  lethargy.  All  these  symptoms  were 
evident  only  with  high  dosage  of  the  drug,  exceed- 
ing 100  mg.  daily,  and  were  diminished  with  a 
reduced  dose.  We  have  noted  no  deleterious  effect 
on  the  bone  marrow  manifested  by  blood  mor- 
phology changes,  nor  did  we  record  any  incidence 
of  rash  or  jaundice.  Although  it  is  claimed  that 
chlordiazepoxide  may  aggravate  the  symptoms  of 
some  epileptics  and  produce  paradoxic  reactions 
of  rage,  hostility,  confusion  and  deep  personaliza- 
tion, none  of  these  were  observed  by  us. 

Discussion 

The  anticonvulsant  property  of  chlordiazepoxide 
is  definitely  proved  by  animal  experiments.  In  the 
past  five  years,  its  effectiveness  on  convulsive  dis- 
orders in  humans  produced  rather  controversial 
reports;  some  acclaimed  this  drug  to  be  very  effec- 
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live  against  seizures,  some  found  it  totally  ineffec- 
tive in  the  treatment  of  convulsive  disorders,  but 
effective  only  in  controlling  the  abnormal  behavior 
of  these  persons. 

We  believe  that  chlordiazepoxide  has  a definite 
place  among  anticonvulsants,  but  we  emphasize 
that  this  drug  should  never  be  used  solely  in  the 
treatment  of  epilepsy  and  should  only  be  admin- 
istered as  an  adjunct  to  other  anticonvulsants.  In 
uncontrolled  cases,  rather  than  increasing,  for  ex- 
ample, diphenylhydantoin  to  500  or  600  mg.  daily 
and  phenobarbital  to  300  mg.  daily,  thus  render- 
ing patient  very  toxic  and  lethargic,  we  advocate 
supplemental  chlordiazepoxide  in  the  amount  of 
25  mg.  t.i.d.  or  q.i.d.  This  will  help  to  control 
the  patient’s  seizures  with  smaller  amounts  of 
aforementioned  anticonvulsants  without  causing 
ataxia  or  over-sedation.  In  our  opinion,  the  opti- 
mum dosage  of  chlordiazepoxide  is  25  mg.  t.i.d. 
or  q.i.d.,  but  some  cases  may  be  controlled  with 
as  little  as  10  mg.  t.i.d.  and  some  may  require 
up  to  150-200  mg.  daily  in  order  to  achieve  sei- 
zure-free life  for  the  patient.  In  the  event  of  side 
effects,  i.e.,  dizziness,  ataxia,  lethargy,  the  adjust- 
ment should  be  made  by  gradually  reducing  the 
dosage.  The  abrupt  discontinuation  of  this  drug 
should  never  be  attempted  lest  more  seizures  be 
triggered  as  part  of  its  withdrawal  symptoms. 

We  have  so  far  treated  only  a few  cases  of 
status  epilepticus  with  intravenous  or  intramuscu- 
lar chlordiazepoxide,  but  we  have  found  that  the 
administration  of  100  mg.  of  chlordiazepoxide  in- 
travenously initially  and  followed  by  an  additional 
amount  in  1000  cc.  of  5%  Dextrose/water  solu- 
tion by  continuous  intravenous  drip,  has  been 
extremely  effective  in  controlling  this  problem. 

Summary 

A three-year  retrospective  study  of  chlordi- 
azepoxide on  convulsive  disorders  has  been  pre- 
sented. 

There  were  34  cases  (21  males  and  13  females), 
their  ages  ranging  between  13  and  52  years, 
treated  with  chlordiazepoxide  since  1963.  Accord- 
ing to  duration  of  treatment,  they  were  categorized 
in  four  groups:  1.  Less  than  six  months  (18  pa- 
tients); 2.  Between  6-12  months  (seven  patients); 


3.  Over  one-year  (seven  patients);  4.  Over  two- 
years  (two  patients).  Eighteen  were  well  con- 
trolled and  experienced  no  seizures  during  the 
therapy,  thirteen  patients  exhibited  reduction  of 
seizures,  and  there  was  no  response  in  only  three 
cases. 

Chlordiazepoxide  was  administered  as  an  ad- 
junct to  other  anticonvulsants  in  all  cases  except 
one  patient  who  was  treated  solely  with  this  drug. 
The  optimum  dosage  was  found  to  be  75-100  mg. 
daily.  A few  patients  required  as  little  as  30  mg. 
daily.  Rarely,  patients  were  controlled  with  as 
much  as  150-200  mg.  daily. 

A small  number  of  adverse  reactions  were 
noted,  comprising  dizziness,  ataxia  and  lethargy, 
which  were  amenable  to  regulation  of  dosage.  No 
evidence  of  bone  marrow  suppression  or  cutane- 
ous manifestations  were  observed. 

The  parenteral  administration  of  chlordiazepox- 
ide was  found  to  be  effective  on  status  epilepticus 
in  a limited  experience.  • 
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To  help  dispel  the  symptoms 
of  mild  depressive  states 


CONSIDER 


DEXAMVr 


FIRST 


brand  of  dextroamphetamine  sulfate  and  amobarbital 


Often  within  the  hour,  ‘Dexamyl’  works 
to  help  dispel  such  symptomsas  apathy, 
pessimism,  loss  of  interest  and  initia- 
tive, and  lack  of  ability  to  concentrate. 


Formulas:  Each  'Dexamy!'  Spansule®  capsule  (brand  of  sustained  release  capsule)  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  [Warning,  may  be  habit  forming].  Each  'Dexamyl'  Spansule  capsule 
No.  2 contains  15  mg.  of  Dexedrine  (brand  of  dextroamphetamine  sulfate)  and  IVi  gr.  of 
amobarbital  [Warning,  may  be  habit  forming]. 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be 
familiar  with  the  complete  prescribing  information  in  SK&F  literature  or  PDR. 

Precautions:  Use  with  caution  in  patients  hypersensitive  to  sympathomimetics  or  barbiturates 
and  in  coronary  or  cardiovascular  disease  or  severe  hypertension.  Do  not  use  in  patients 
taking  MAO  inhibitors.  Excessive  use  of  the  amphetamines  by  unstable  individuals  may 
result  in  a psychological  dependence;  in  these  instances,  withdraw  the  medication.  Use 
cautiously  in  pregnant  patients,  especially  in  the  first  trimester.  Side  effects:  Insomnia,  excita- 
bility and  increased  motor  activity  are  infrequent  and  ordinarily  mild. 
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Shadow  or  substance 

Marcus  J.  Smith,  MD,  Santa  Fe,  New  Mexico 


A pothegm 

. . the  failure  to  make  the  diagnosis  (of  foreign 
body)  is  due  not  so  often  to  inability  to  make  the 
diagnosis  as  the  failure  to  consider  it  as  one  of  the 
diagnostic  possibilities.  . . . The  foreign  bodies  were 
overlooked  for  as  long  as  40  years.” 

— Jackson  and  Jackson. ^ 

Clinical  data 

A three-year-old  boy  was  hospitalized  with  symp- 
toms of  irritability,  low  grade  fever,  anorexia,  ina- 
bility to  swallow  and  vomiting;  prior  to  this  he  had 
been  treated  for  five  days  for  an  upper  respiratory 
infection.  Physical  examination  showed  the  throat 
to  be  beefy  red  and  edematous.  There  was  con- 
siderable drooling  and  the  pharynx  was  filled  with 
thick  mucoid  material.  Breath  sounds  were  coarse 
and  moist  and  gurgling  sounds  and  rhonchi  were 
prominent.  The  patient  seemed  obstreperous — a 
throat  culture  could  not  be  obtained  because  the  boy 
bit  off  the  tip  of  the  applicator;  he  refused  a tray  but 
did  swallow  from  a bottle. 


Fig.  1 


Radiologic  study 

A chest  film  (Fig.  1)  was  considered  within  nor- 
mal limits.  The  tiny  metallic  shadow  (arrow)  at  the 
upper  central  margin  of  the  film  was  not  considered 
significant,  or  was  unobserved.  The  significance  was 
appreciated  shortly  afterward  when  an  esophagram 
was  attempted.  The  child  refused  to  swallow  the 
barium  mixture,  but  rapid  fluoroscopy  revealed  the 
large  round  metallic  foreign  body  shown  in  Fig.  2. 


Fig.  2 
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Epicrisis 

A 3.5  X 5 cm.  washer  was  removed  by  the  esopha- 
goscopist  and  the  patient  recovered  promptly.  Further 
questioning  revealed  that  the  boy  had  been  playing 
in  a garage  on  the  day  that  his  symptoms  began  and 
had  probably  attempted  to  consume  the  washer  at 
that  time. 

It  has  been  shown  that  if  children  are  offered  a 
wide  variety  of  food  they  will  instinctively  select 
those  that  will  lead  to  a state  of  good  nutrition. 
Despite  such  prescience,  children  are  not  too  dis- 
criminating about  what  they  put  into  their  mouths, 
and  one  must  be  constantly  alert  to  the  possibility  of 
ingested  or  aspirated  foreign  material. 

A radiologic  note  is  in  order.  Information  can  be 
obtained  from  a study  of  the  orientation  of  a flat 
foreign  body:  if  it  settles  into  a sagittal  plane  it  is 
in  the  trachea,  but  if  it  is  in  a coronal  plane  it  is  in 
the  esophagus.  Reference  to  Fig.  2 will  demonstrate 
the  typical  alignment  when  the  object  is  in  the  esopha- 
gus. Nevertheless,  it  is  important  to  obtain  a lateral 
roentgenogram  for  both  diagnostic  and  localizing 
purposes^  and  in  some  pediatric  centers,  a lateral 
view  of  the  chest  to  include  the  neck  is  part  of  a 
routine  chest  study.  • 

Acknowledgements:  I am  indebted  to  Dr.  Valerie  Friedman 
and  Dr.  Howard  Seitz  for  clinical  information. 
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A medical  potpourri 


Compiled  by  Andrew  M.  Babey,  MD,  Las  Cruces,  New  Mexico 


1.  “Thus  far  review  of  the  published  long-term  re- 
sults of  the  treatment  of  obesity  tend  to  support 
Astwood's  proposal  that  at  present  it  is  incurable.” 
Glennon,  J.  A.  Arch.  Int.  Med.  118:1-2,  1966. 

2.  “I  am  one  of  those  who  believes  that  brilliance 
in  a given  field  can  in  a large  measure  be  acquired. 
It  is  well  known  that  in  our  daily  work,  we  hardly 
ever  exhaust  our  mental  powers,  just  as  we  rarely 
achieve  the  highest  physical  development  of  which 
we  are  capable.  . . . 

No  university  student  can  foretell  how  brilliant 
he  might  become  in  his  chosen  field  unless  he  gives 
himself  a thorough  trial,  and  the  only  way  he  can 
give  himself  such  a trial  is  by  solid  effort.”  Kahn, 
R.  L.,  Mich.  Quart.  Rev.  4:122-130,  1965. 

3.  “Several  procedures  other  than  split-function  tests 
are  now  available  for  the  diagnosis  of  disordered 
renal  vasculature  or  blood  flow,  including  intra- 
venous urography,  e.xternal  monitoring  of  radioactive 
hippurate  excretion,  radiomercury  scanning,  angio- 
tensin infusion,  and  renal  arteriography.  The  last 
remains  the  only  definitive  procedure  to  show  steno- 
sis of  the  main  renal  arteries,  but  it,  too,  is  not 
without  hazards.  However  none  of  these  tests,  even 
when  unequivocally  positive  (and  not  even  the 
direct  demonstration  of  a pressure  gradient  across 
the  stenosis  at  the  time  of  operation)  tells  us  what 
we  want  to  know:  which  patient  with  renovascu- 
lar abnormalities  will  have  their  blood  pressures 
restored  to  normal  following  reconstructive  or 
ablative  surgery.”  Editorial,  N.  Eng.  J.  Med.  275: 
445-446,  1966. 

4.  “Although  subtotal  gastrectomy  may  be  indicated 
to  save  a patient  with  peptic  ulcer  from  exsanguina- 
tion,  about  a third  of  these  patients  will  bleed  again 
during  the  next  five  to  ten  years.  The  bleeding  may 
recur  from  any  portion  of  the  upper  gastrointestinal 
tract.  Patients  who  bleed  from  peptic  ulceration 
tend  to  bleed  again,  regardless  of  the  type  of  ther- 
apy.” Serebro,  H.  A.  and  Mendeloff,  A.  E,  Eancet 
11:505-508,  1966. 

5.  “The  ideal  of  the  apprenticeship  is  to  transfer 
the  knowledge  and  skill  of  the  master  to  the  ap- 
prentice. The  ceiling  for  the  accomplishment  of 
the  apprentice  is  the  level  of  the  master.  The  achieve- 


ment of  such  a goal  was  wholly  satisfactory  in  an 
era  in  which  knowledge  and  skill  were  relatively 
static.  However,  now  that  knowledge  and  skill  are 
undergoing  e.xplosive  growth  and  revolutionary 
change,  the  student  must  surpass  his  teacher.  The 
object  of  education  must  be  to  let  each  generation 
stand  on  the  shoulders  of  its  predecessor.  Achieve- 
ment by  the  apprentice  of  the  level  of  the  master 
just  isn’t  enough  by  a wide  margin.”  Millis,  J.  M., 
JAMA  197:989-991,  1966. 

6.  “By  definition,  most  people  would  say  that  the 
specialist  is  more  highly  educated,  more  intensively 
trained.  I have  a feeling  that  this  may  have  been 
true  at  some  time  in  the  past,  but  is  not  necessarily 
true  today.  It  is  just  possible  that  a generalist  role 
requires  both  a higher  order  of  talent  and  an  educa- 
tion of  the  highest  quality.”  Ibid,  p.  991. 

7.  “Committees  all  over  the  country  are  searching 
diligently  and  sincerely  for  the  elusive  combination 
of  courses  and  hours  and  credits  that  will  produce 
a medical  graduate  who  has  acquired  all  the  best 
qualities  of  scientist,  healer  and  Eagle  Scout.  But 
when  any  such  committee  proposes  significant 
changes  from  the  accepted  order  of  things,  the 
protesting  cries  from  departments  whose  instruc- 
tional time  might  be  reduced  are  commonly  of 
such  intensity  as  to  suggest  that  the  loss  of  a single 
hour  would  produce  irreparable  damage  to  a stu- 
dent’s ultimate  professional  competence.  Such  pro- 
tests are  rarely  accompanied  by  evidence  to  sup- 
port the  conclusion.”  Miller,  G.  E.,  JAMA  197: 
992-995,  1966. 

8.  “The  harsh  reality  is  that  there  are  no  simple 
answers  to  the  increasingly  complex  problems  of 
medical  education  in  a changing  world.  There  is  no 
reason  to  hope  that  some  novel  curricular  structure 
or  new  instructional  device  will  transform  the  pres- 
ent tired  system  into  a model  of  efficiency  and  effec- 
tiveness. Our  major  hope  lies  in  the  development 
of  faculties  who  are  increasingly  sophisticated  in 
the  strategy  and  tactics  of  education.  But  like  their 
students,  teachers  are  unlikely  to  learn  very  much 
until  they  feel  a need  to  know.  This  is  the  primary 
task  of  the  educational  research  worker  in  medi- 
cine.” Ibid,  p.  994. 
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Abstract  of  Minutes 
House  of  Delegates  of 
Colorado  Medieal  Society 

96th  Annual  Session 
September  25-28,  1966 

FIRST  MEETING 

September  25,  1966,  Sunday 

1.  Call  to  Order 

The  Annual  Session  of  the  Colorado  Medical  So- 
ciety House  of  Delegates,  held  at  the  Broadmoor 
Hotel,  Colorado  Springs,  Colorado,  on  September 
25-28.  1966  in  conjunction  with  the  ninety-sixth 
Annual  Session  of  the  Society,  convened  at  1:30 
p.m.,  September  25,  1966.  Marvin  Johnson,  MD, 
Speaker,  and  Matthew  L.  Gibson,  MD,  Vice  Speaker, 
presiding: 

2.  Report  of  the  Credentials  Committee 

Alan  I.  Bortz,  Chairman,  made  the  following 
amendments  to  the  first  report.  Dr.  Lovell — incor- 
rectly spelled  Lowell — was  seated  for  El  Paso:  The 
Delegates  Handbook  was  corrected  to  show  Dr. 
Rechnitz  as  the  Delegate  from  the  San  Luis  Society 
and  Dr.  Bradshaw  the  Alternate:  Dr.  Davie  was 
substituted  as  Alternate  Delegate  from  Washington- 
Yuma.  in  place  of  Dr.  Waski  and  Dr.  Good.  One 
hundred  and  four  out  of  a possible  1 1 1 delegates 
were  seated. 

3.  Invocation  and  Pledge  of  Allegiance 

The  Speaker  called  upon  Dr.  B.  T.  Daniels  to  de- 
liver the  invocation. 

President  Hildebrand  led  the  House  in  the  Pledge 
of  Allegiance  to  the  Flag. 

4.  Minutes  of  Midwinter  Clinical  Meeting,  March 
1-3,  1966 

Minutes  were  approved  as  published  in  the  June, 
1966  issue  of  the  Rocky  Mountain  Medical  Journal. 

5.  Recognition  of  Honored  Guests 

Speaker  Johnson  recognized  the  presence  of  Mrs. 
Asher  Yaguda,  President  of  the  Woman’s  Auxiliary 
to  the  AMA.  He  then  called  upon  Mrs.  McKinnie 
Phelps.  President  of  the  Woman's  Auxiliary  to  the 
Colorado  Medical  Society  to  introduce  Mrs.  Ya- 
guda who  then  addressed  the  House. 

Following  Mrs.  Yaguda's  address.  Dr.  Hildebrand 
asked  that  the  House  recognize  Dr.  John  Conger, 
Dean  of  the  University  of  Colorado  Medical  School 
and  Vice  President  of  the  University  of  Colorado. 

The  Speaker  asked  Dr.  Hildebrand  to  introduce 
Miss  Mary  Moore  of  Rifle.  Colorado  who  was  the 


winner  of  the  Society’s  Colorado-Wyoming  Science 
Fair  award  for  her  outstanding  exhibit  in  the  area 
of  biological  science.  Dr.  Johnson  complimented 
Miss  Moore  on  her  achievement. 

6.  Speakers  Remarks 

Dr.  Marvin  Johnson  announced  the  following 
changes  in  the  Reference  Committee  assignments: 
Dr.  Lubchenco,  who  was  to  serve  on  Public  Health, 
was  unable  to  attend  the  meeting  and  Dr.  Richard 
Hansen  was  appointed  to  fill  that  vacancy.  Dr. 
Rothenberg,  who  was  to  serve  on  Scientific  Work, 
was  unable  to  attend  and  Dr.  George  Tyner,  of 
Denver,  was  appointed  to  serve  in  Dr.  Rothenberg’s 
place. 

Dr.  Johnson  also  emphasized  the  urgency  of  mem- 
bers who  have  strong  feelings  on  matters  to  be 
presented  to  Reference  Committees,  to  appear  and 
present  their  arguments.  “This  is  the  place  to  do  it, 
not  back  home  at  the  hospital  staff  room  next  week, 
when  you  don’t  like  or  they  don’t  like  the  action 
taken  by  the  House." 

7.  Reports  of  Officers  and  Committees* 

Dr.  Hildebrand  presented  supplemental  report  A 
of  the  Board  of  Trustees  which  was  referred  to  the 
Reference  Committee  on  Board  of  Trustees  and  Ex- 
ecutive Office,  and  the  report  of  the  Ad  Hoc  Com- 
mittee to  Study  Resolutions  #2  and  #4  which  was 
referred  to  the  Reference  Committee  on  Legislation 
and  Public  Relations. 

Supplement  B of  the  Board  of  Trustees  was  the 
Society’s  annual  audit  referred  to  the  Reference 
Committee  on  Board  of  Trustees  and  Executive  Of- 
fice. 

Supplement  C of  the  Board  of  Trustees  including 
the  report  of  the  Meridian  Fund  was  referred  to  the 
Reference  Committee  on  Board  of  Trustees  with  the 
e.xception  of  the  two  paragraphs  concerned  with  By- 
Law  amendments  which  were  referred  to  the  Refer- 
ence Committee  on  Constitution,  By-Laws  and  Cre- 
dentials. 

Attached  to  supplemental  report  “C”  was  the  re- 
port of  the  Utilization  Review  Committee  referred 
to  the  Reference  Committee  on  Legislation  and  Pub- 
lic Relations  and  the  Report  of  the  Advisory  Com- 
mittee on  Fees  which  was  referred  to  the  Reference 
Committee  on  Legislation  and  Public  Relations.  Dr. 
Childs  supplemented  the  report  urging  that  members 
return  the  Physicians  Fee  Index  survey  to  de- 
termine the  usual  and  customary  fees  in  this  state  for 
various  categories  of  geography  and  of  specialists. 
Dr.  Childs  stated  that  the  purpose  of  this  survey  is 
but  one,  and  that  is  to  supply  the  information  con- 
cerning usual  and  customary  fees  to  the  Advisory 

* All  amended  reports,  supplemental  and  verbal  reports. 
Reference  Committee  Reports  and  Resolutions  are  on  file 
with  the  Secretary  of  each  Component  Society,  or  copies 
may  be  obtained  upon  request  from  the  Executive  Office.  A 
complete  digest  of  actions  of  the  House  was  carried  in  the 
October  24,  1966  issue  of  Colorado  Medicine. 
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Committee  on  Fees.  “We  do  not  intend  to  create 
a fee  schedule  but  rather  determine  a range  of  fees.” 
He  asked  delegates  to  return  to  their  component  so- 
cieties and  request  support  in  returning  surveys. 

Dr.  Hildebrand  introduced  Dr.  Douglas 
Macomber,  Scientific  Editor  of  the  Rocky  Mountain 
Medical  Journal  for  the  past  thirty-five  years,  to 
give  a brief  report  to  the  House  on  his  experiences 
and  a review  of  the  Journal  activities  during  that 
time.  Dr.  Macomber  presented  a review  of  the  His- 
tory of  the  Rocky  Mountain  Medical  Journal  which 
report  will  be  carried  in  full  in  the  December  issue 
of  the  Journal. 

Dr.  Hildebrand  presented  the  name  of  Dr.  Francis 
T.  Candlin,  DVM,  as  the  Board  of  Trustees'  nomina- 
tion for  the  annual  Certificate  of  Service.  The  nomi- 
nation was  seconded  and  unanimously  carried. 

Dr.  Hildebrand  then  presented  his  out-going  pres- 
idential address  which  was  made  available  to  each 
delegate. 

The  Speaker  called  on  President-elect  Waddell  to 
present  his  nominations  for  the  Society's  Adminis- 
trative Councils.  These  nominations  will  lie  on  the 
table  until  the  election  meeting  Wednesday  morning. 

Dr.  Harlan  McClure  presented  a supplemental 
report  for  the  AMA  Delegation.  He  outlined  the 
action  of  the  American  Medical  Association  on  AMA 
Resolution  104  relating  to  hospital  based  physicians. 
This  resolution  was  passed  by  the  AMA  House  of 
Delegates  last  June  and  since  that  time  it  has  been 
rescinded  by  the  AMA  Board  of  Trustees.  Dr. 
McClure  advised  the  House  that  the  letter  sent  to 
each  doctor  by  the  Board  of  Trustees  of  the  AMA 
dated  June  29  stated  that  the  AMA  Board  had  voted 
unanimously  to  rescind  this  resolution.  Dr.  McClure 
stated  that  in  truth  two  members  of  the  AMA  Board 
of  Trustees  did  not  support  this  action;  one  was  Max 
Perrott  from  Oregon,  the  other  was  Chief  Hendryson 
from  Colorado.  Dr.  McClure  called  the  attention  of 
the  House  to  the  supplemental  report  which  had 
been  prepared  by  the  Ad  Hoc  Committee  to  Study 
Resolutions  #2  and  #4  with  specific  emphasis  on 
paragraph  10  of  that  report. 

The  Speaker  asked  Dr.  Hendryson  for  a report  as 
a member  of  the  AMA  Board  of  Trustees.  Dr. 
Hendryson  advised  the  House  that  the  entire  matter 
of  hospital  based  physicians  will  be  reviewed  at  the 
AMA  House  of  Delegates  in  Las  Vegas  in  Novem- 
ber. The  remarks  of  Drs.  McClure  and  Hendryson 
were  referred  to  the  Reference  Committee  on  Pro- 
fessional Relations. 

Dr.  Bernard  Yegge,  Foundation  Advocate,  pre- 
sented a supplemental  report  which  was  referred  to 
the  Reference  Committee  on  Board  of  Trustees  and 
Executive  Office. 

The  Speaker  recognized  Dr.  B.  T.  Daniels  who 
presented  the  Society's  Necrology  Report  while  the 
House  stood  in  silent  respect. 

Dr.  Robert  Bosworth  presented  a mimeographed 
supplemental  report  of  the  Council  on  Legislation 
referred  to  the  Reference  Committee  on  Legislation 
and  Public  Relations. 

Dr.  Joseph  McCloskey  presented  a supplemental 


report  of  the  State  Welfare  Department  Advisory 
Committee  referred  to  the  Reference  Committee  on 
Legislation  and  Public  Relations  and  a mimeo- 
graphed supplemental  report  of  the  Blue  Shield 
Advisory  Committee  which  was  referred  to  the 
Reference  Committee  on  Insurance  and  Prepayment 
Plans. 

The  Speaker  called  on  Dr.  Roy  Cleere  to  present 
a report  as  Director  of  the  State  Health  Depart- 
ment. Dr.  Cleere  recommended: 

1.  That  the  Society  study  ways  and  means  in  cooperation 
with  other  interested  agencies,  to  level  off  the  soaring  hos- 
pital costs  and  2.  that  more  effective  utilization  be  made  of 
para-medical  services,  in  particular,  the  services  of  nurses 
(hospital,  visiting  and  public  health),  medical  social  workers 
and  physical  and  occupational  therapists.  These  recommen- 
dations were  referred  to  the  Reference  Committee  on  Pro- 
fessional Relations.  A third  recommendation  “that  a continu- 
ing review  be  conducted  of  all  aspects  of  the  medicare  pro- 
gram— to  probe  its  weaknesses:  to  recognize  its  strengths  and 
to  offer  positive  leadership  in  maintaining  the  highest 
standards  of  medical  care.  This  is  the  only  approach  to  less 
governmental  or  socialized  medicine.” 

His  report  was  referred  to  the  Reference  Committee 
on  Insurance  and  Prepayment  Plans. 

Dr.  Crumbaker,  Chairman  of  the  Council  on  Sci- 
entific Education  presented  a mimeographed  sup- 
plemental report  of  the  Cancer  Committee  which 
was  referred  to  the  Reference  Committee  on  Public 
Health.  The  Speaker  recognized  Dr.  N.  Paul  Isbell 
who  asked  that  the  House  read  very  carefully  this 
supplemental  report  “because  it  reveals  a lot  of 
marked  deficiencies  in  the  cancer  control  program 
as  taken  care  of  by  the  Colorado  Medical  Society, 
which,  if  in  the  hands  of  hostile  forces,  might  be 
used  very  much  to  our  detriment”  . . . “another 
reason  for  bringing  it  to  your  attention  is  that  if  this 
program  is  to  be  implemented,  we  are  not  only  going 
to  have  to  have  personnel,  but  we  are  going  to  have 
to  have  finances;  and  we  have  tried  to  get  the  finances 
from  some  place,  but  the  personnel  is  going  to  be  a 
different  matter.  . . .” 

The  speaker  announced  that  the  last  three  para- 
graphs of  the  Report  of  the  Committee  on  Consti- 
tution, By-Laws  and  Credentials  carried  on  page 
70  of  the  Handbook  are  referred  to  the  Reference 
Committee  on  Miscellaneous  Business. 

The  Speaker  reminded  the  House  that  nominations 
from  the  floor  are  in  order  at  any  time  the  House  is 
in  open  session  until  the  time  of  the  election  Wednes- 
day morning  for  all  Administrative  Councils  and 
all  offices  carried  in  the  report  of  the  Nominating 
Committee  as  carried  on  page  71  and  72  of  the 
Handbook.  The  Secretary  called  attention  to  an 
error  in  the  report  in  the  last  line  of  the  Report  of 
the  Nominating  Committee  as  it  appears  on  page 
71 — District  6 should  read  District  5. 

8.  Unfinished  Business 

Items  of  unfinished  business  carried  on  pages  72 
and  73  of  the  Handbook  were  referred  as  indicated. 
Clear  Creek  Valley  Medical  Society  presented  an 
amended  resolution  on  AMA  dues.  The  new  resolu- 
tion was  referred  to  the  Reference  Committee  on 
Constitution,  By-Laws  and  Credentials. 

President-Elect  Myron  C.  Waddell  presented  his 
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presidential  address— copies  of  which  were  made 
available  to  members  of  the  House.  The  full  text  of 
Dr.  Waddell’s  address  will  appear  in  an  early  issue  of 
the  Rocky  Mountain  Medical  Journal. 

9.  Resolutions 

Resolutions  #1,  and  #2  as  carried  on  pages  74 
and  75  of  the  Handbook  were  referred  as  indicated. 

Substitute  Resolution  #3  and  Resolutions  #4 
through  8 had  been  mimeographed  and  were  in  the 
hands  of  each  delegate  and  were  referred  as  indi- 
cated. 

Resolution  #9,  Cancer  Control  in  Colorado,  was 
introduced  by  the  Chairman  of  the  Cancer  Commit- 
tee, Dr.  N.  Paul  Isbell,  and  was  referred  to  the  Refer- 
ence Committee  on  Public  Health. 

10.  Executive  Session 

The  House  retired  to  executive  session  and  re- 
ceived a report  from  the  Judicial  Council,  the 
Grievance  Committee  and  the  Council  on  Legisla- 
tion. 

SECOND  MEETING 
September  27 , 1966 

1.  Call  to  Order 

Speaker  Johnson  called  the  House  to  order  at  1:45 
p.m.  The  Secretary  reported  that  a total  of  100  Dele- 
gates were  seated.  Reading  of  the  condensed  minutes 
of  the  September  25  meeting  were  dispensed  with. 

DEFINITIVE  ACTIONS 

I.  Handbook  Reports 

A.  Report  of  the  Board  of  Trustees — Approved 
as  presented  on  pages  9 through  21  of  the  Handbook 
with  the  exception  of  paragraph  2 on  page  12,  the 
first  sentence  of  which  was  deleted  and  the  following 
sentence  substituted  therefor:  “6.2%  of  the  Society’s 
budget  is  allotted  to  the  Honorarium  for  the  Presi- 
dent and  for  the  travel  expenses  for  all  CMS  officers 
(Trustees,  Judicial  Council,  Grievance  Committee 
and  all  AM  A Delegates).”  The  Reference  Committee 
also  commented  on  the  statement  in  the  third  para- 
graph, page  9 of  the  Handbook  report  which  stated 
that  the  Society  ended  the  fiscal  year  in  the  black. 
“In  the  past  several  years  our  finances  have  been 
cushioned  by  the  moneys  collected  at  the  time  of  the 
great  assessment  in  1961.  This  cushion  is  now  gone, 
slowly  eaten  away  by  the  necessities  of  the  past,  and 
we  are  again  resting  uncomfortably  on  the  typical 
‘bare  bones’  budget.”  The  Reference  Committee 
further  commented, 

“The  one  implication  above  all  others  in  the  report  of  the 
Board  is  that  our  Society,  pressed  from  within  by  its  own 
members  to  expand  its  functions,  is  tragically  hampered  by 
an  insufficient  budget.  The  Board  must,  and  will,  live  within 
the  limits  of  our  budget,  but,  if  the  Society  is  to  perform 
a significant  role  for  the  physicians  and  the  citizens  of  Colo- 
rado we,  the  members  of  this  House  of  Delegates,  must  en- 
courage this  expansion  and  allow  them  the  means  to  take 
up  work  that  is  waiting  to  be  done. 

"The  members  of  the  Reference  Committee  feel  that  this 
issue  is  paramount,  and  should  be  settled  before  considering 
the  separate  items  that  are  simply  steps  to  this  logical  con- 
clusion. Unaware  of  any  painless  method  to  accomplish  this 


end,  we  recommend  an  increase  in  the  annual  dues  of  this 
Society,  to  be  set  at  the  discretion  of  the  Board  of  Trustees. 
We  exhibit  great  courage  in  this  recommendation — but  we 
were  complete  cowards  when  it  came  to  mentioning  a figure. 
However,  our  Board  is  a conservative  and  realistic  body  in 
whom  we  can  trust  that  no  wild  dream  of  affluence  will 
lead  to  paralyzing  demands  on  our  purses.” 

Approved  the  recommendation  of  the  Board  to 
amend  Article  V,  Section  2,  Page  4 of  the  Constitu- 
tion deleting  the  words  “and  a delegate  from  each 
regularly  constituted  Colorado  Chapter  of  the  Student 
American  Medical  Association.”  This  constitutional 
amendment  will  be  introduced  under  unfinished 
business  at  the  1967  Annual  Session. 

B.  Report  of  the  Judicial  Council — Approved  as 
carried  on  page  22  of  the  Handbook  with  the  follow- 
ing comment:  “Free  choice  of  physician  remains  a 
basic  requirement  of  good  medical  practice.  The 
situation  in  Trinidad  is  most  complex.  We  appreciate 
the  efforts  of  the  Judicial  Council  thus  far  and  suggest 
they  continue  to  pursue  negotiations  with  all  parties 
concerned,  to  a conclusion  that  is  consistent  with  the 
basic  ethical  tenants  of  good  medical  practice.” 

C.  Approved  the  reports  of  the  Grievance  Com- 
mittee, the  AMA  Delegation,  the  Foundation  Ad- 
vocate, the  Historian  and  the  Executive  Secretary 
— as  they  appeared  in  the  Handbook. 

D.  Report  of  the  Council  on  Interprofessional 
Relations—Approved  as  carried  on  pages  28  through 
30  of  the  Handbook  with  the  following  comments: 

“Notice  is  made  of  a new  subcommittee  on  Doctor-Nurse 
Relationships  to  be  chaired  by  Dr.  Claude  Bonham.  The 
combined  efforts  of  our  professions  in  updating  and  im- 
proving the  status  of  nurse  training  is  most  desirable.  For 
Dr.  Bonham’s  committee  to  prove  effective,  good  basic  guide- 
lines must  be  established.  Much  study  will  therefore  be  re- 
quired. Your  Reference  Committee  therefore  suggests  that 
the  delegates  be  instructed  to  alert  their  constituent  societies 
to  this  new  committee,  that  suggestions  be  sent  to  Dr. 
Bonham  and  that  Dr.  Bonham  seek  whatever  consultation  he 
may  need  outside  of  his  committee  proper.  A report  of  this 
new  committee  will  be  appreciated  at  the  midwinter  session. 
We  recommend  that  the  name  of  the  committee  be  changed.” 

Note:  The  name  of  this  committee  has  been 
changed  to  Committee  on  Nursing  Affairs. 

I.  Report  of  the  Council  on  Legislation — Ap- 
proved the  report  as  carried  on  pages  30  through  33 
of  the  Handbook  with  the  exception  of  the  second 
paragraph  on  page  31,  the  second  sentence  of  the 
paragraph  was  corrected  to  read  “The  state's  plans 
for  implementation  of  Title  XIX  were  halted  or 
slowed  when  the  Welfare  Department  Director,  Dr. 
Thomas  Bell,  resigned  in  June,  1966.” 

J.  Council  on  Medical  Service — Approved  the 
report  as  carried  on  pages  33  through  the  first  two 
paragraphs  of  page  48  of  the  Handbook  with  the 
exception  of  paragraphs  numbered  1,  2 and  3 on 
page  35  concerning  the  Crippled  Children’s  program 
which  paragraphs  were  deleted  and  the  following 
were  substituted  therefor: 

“1.  All  duly  licensed  physicians  are  eligible  to  care  for  any 
and  all  medical  and/or  surgical  cases  they  deem  themselves 
capable  of  handling  in  private  or  government  sponsored  cases. 

“2.  Physicians  who  find  it  in  the  best  interest  of  their  pa- 
tient to  request  consultation  shall  have  a choice  of  con- 
sultants. 

“Your  committee  further  recommends  that  existing  com- 
mittees or  a special  review  committee  be  set  up  to  review 
any  complaints  under  this  system.” 

The  House  adopted  a Minority  Report  of  the 
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Reference  Committee  on  Insurance  and  Prepayment 
Plans  which  Reference  Committee  considered  the 
questions  raised  by  the  Council  on  Medical  Ser- 
vice as  carried  on  pages  48  and  49  of  the  Handbook. 
In  adopting  this  report  the  House  approved  the 
recommendation  “that  the  outline  presented  by  us  be 
used  as  the  foundation  and  perhaps  the  format  for  a 
final  plan  that  should  be  prepared  as  quickly  as 
possible  by  the  Board  of  Trustees  and  as  quickly  as 
possible  put  into  execution.  In  doing  so,  we  believe 
the  Board  of  Trustees  should  consult  with  the  chair- 
men of  each  of  the  committees  referred  to  and  with 
such  other  advisors  as  the  Board  may  feel  it  needs. 
Further,  we  believe  the  Board  of  Trustees  should  sub- 
mit a copy  of  its  final  plan  together  with  the  Board’s 
estimate  of  its  effectiveness  to  date  to  the  next  winter 
meeting  of  the  House  of  Delegates.” 

K.  Report  of  the  Council  on  Public  Health — 
Approved  as  carried  on  pages  49  through  57  of  the 
Handbook  with  the  exception  of  paragraph  5 on  page 
50  whieh  was  amended  to  read  as  follows:  “The 
Committee  feels  the  ‘Implied  Consent  Law’  should 
be  passed  if  the  highway  carnage  is  to  be  cut  down.” 
The  last  nine  lines  of  that  paragraph  were  deleted. 

In  considering  the  report  of  the  Committee  on 
Infectious  Disease  as  it  appears  on  pages  53  and  54 
of  the  Handbook  the  Reference  Committee  urged 
that  more  concerted  effort  be  given  to  publicize 
the  importance  of  the  active  immunization  of  adults 
against  tetanus. 

L.  Report  of  the  Council  on  Scientific  Educa- 
tion— Approved  as  carried  on  pages  57  through  62 
of  the  Handbook.  The  Reference  Committee  stressed 
the  importance  of  Senior  Day  and  recommended 
continued  support  of  preceptorship  programs.  It 
urged  continued  sponsorship  and  support  of  the  ef- 
forts of  the  Maternal  and  Child  Health  Committee 
to  reduce  infant  mortality  and  again  urged  greater 
activity  of  the  Committee  on  Quackery. 

Approved  the  suggestions  of  the  Program  Com- 
mittee for  the  Society  Midwinter  Meeting  as  carried 
on  page  61  of  the  Handbook  with  the  following 
comments:  “We  now  have  before  us  an  exciting 
proposal  that  admits  the  death  of  our  old  patient  but 
announces  a new  birth.  . . .”  “.  . . There  is  imagina- 
tion and  enthusiasm  stirring  here  that  we  cannot  ig- 
nore or  risk  to  stifle.  . . .” 

M.  Report  of  the  Committee  on  Constitution, 
By-Laws  and  Credentials — Approved  the  consti- 
tutional amendments  as  carried  on  pages  62  through 
64  of  the  Handbook  with  the  exception  of  the  last 
paragraph  of  page  64.  The  constitutional  amend- 
ments will  be  considered  under  unfinished  business 
for  adoption  at  the  1967  Annual  Session.  The  con- 
stitutional amendments  in  the  final  paragraph  on 
page  64  and  the  first  two  paragraphs  on  page  65  con- 
cerned with  the  size  of  the  Board  of  Trustees  were 
not  adopted  but  were  referred  to  the  Organizational 
Study  Committee  for  its  consideration. 

Approved  the  constitutional  amendments  in  the 
last  two  paragraphs  on  page  65  and  the  first  three 
paragraphs  on  page  66  of  the  Handbook.  These 
amendments  will  be  considered  under  unfinished 


business  for  adoption  at  the  1967  Annual  Session. 

The  By-Law  amendments  as  carried  on  page  66 
through  the  first  three  paragraphs  on  page  70  of  the 
Handbook  were  referred  to  the  Organizational 
Study  Committee  and  will  be  re-introduced  under 
unfinished  business  at  the  1967  Annual  Session. 

The  By-Law  amendment  of  Chapter  XV  “Amend- 
ments” as  carried  on  page  70  of  the  Handbook  was 
disapproved  with  the  following  comment:  “Your 
Committee  feels  that  since  a quorum  constitutes  only 
1/3  of  the  membership  of  the  House  and  since  this 
change  would  allow  % of  a quorum  to  amend  the 
By-Laws,  it  is  conceivable  that  a By-Law  amendment 
could  be  adopted  by  only  25  delegates.  We  fear 
this  might  lead  to  hasty  and  ill-considered  By-Law 
changes.  The  second  paragraph  was  therefore  also 
disapproved.  The  Reference  Committee,  however, 
approved  in  principle  the  third  paragraph  but  recom- 
mends deferral  until  the  1967  Annual  Session. 

N.  Unfinished  Business  (pages  72  and  73  of  the 
Handbook). 

Action  on  the  resolution  from  the  Clear  Creek 
Valley  Medical  Society  will  be  reported  under  the 
Paragraph  titled  “III  Resolutions.” 

Paragraph  on  page  73  of  the  Handbook. 
“Colo.  Winter  Clinics”  will  be  considered  in  the 
proposed  By-Law  revisions  by  the  newly  formed  Or- 
ganizational Study  Committee. 

Paragraph  #3  on  page  73  of  the  Handbook:  The 
House  adopted  a constitutional  amendment  intro- 
duced at  the  1965  Annual  Session  as  follows: 
“Amend  Article  VII  of  the  Constitution,  Section  3. 
by  striking  from  the  twelfth  line  of  that  Section  the 
words  ‘and  vice  chairmen’  and  by  striking  from  the 
thirteenth  and  fourteenth  lines  of  that  section  the 
words  ‘President,  President-elect  and  Vice  President’ 
and  substituting  therefor  the  words  ‘President  and 
President-elect.’  ” 

H.  Supplemental  Reports 

A.  Board  of  Trustees — approved  the  reeom- 
mendation  in  Supplemental  Report  A that  Dr.  Brad- 
ford Murphey  be  named  the  Society’s  Historian 
Emeritus. 

Approved  the  report  of  the  Special  Committee  to 
Study  Resolutions  #2  and  #4  with  the  urgent 
recommendation,  “that  since  radiologists  will  be 
charging  fee  for  service,  they  establish  a method 
whereby  the  referring  physician  and  patient  will 
have  free  choice  of  radiologist.” 

Approved  Supplemental  Report  B (the  annual 
audit). 

Approved  the  Supplemental  Report  C including 
the  reports  of  the  Meridan  Fund,  and  the  Utiliza- 
tion Review  Committee  for  the  approved  report  of 
the  Advisory  Committee  on  Fees  as  printed  below: 

“The  Fee  Schedule  Advisory  Committee,  all  members  pres- 
ent, met  wth  Dr.  Akers  and  Dr.  Sanders  representing  the 
Crippled  Children’s  Section  of  the  Colorado  Department  of 
Public  Health,  on  September  21,  1966, 

“Background  information  concerning  fees  paid  by  the 
Section  to  participating  physicians  was  discussed.  The  fee 
schedule  used  has  not  been  modified  since  1950,  and  its 
format  is  unusual.  After  consideration  the  Fee  Schedule  Ad- 
visory Committee  recommended  that  physicians  tendering 
service  to  this  Section  be  reimbursed  on  the  basis  of  their 
usual  and  customary  fees  for  similar  services. 
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“Because  the  budgets  for  this  Section  are  of  necessity  sub- 
ject to  approval  of  the  State  Legislature,  the  Committee  real- 
izes that  this  recommended  change  cannot  be  implemented  at 
once,  but  suggests  that  the  matter  receive  high  priority.  In 
the  meanwhile  the  Committee  recommends  that  all  participat- 
ing specialties  be  reimbursed  from  available  funds  on  a 
basis  of  relative  equality.  This  is  not  now  the  case,  as  one 
specialty  group  appears  to  receive  proportionately  higher 
fees  than  other  specialties.  The  present  subsidy  should  be 
borne  equally  by  all  participating  physicians. 

"The  Committee  at  present  is  not  prepared  to  propose  a 
unit  value  for  the  Relative  Value  Scale  applicable  to  the 
Crippled  Children’s  program.  This  question  was  submitted 
by  the  Crippled  Children’s  Section.” 

The  proposal  of  a standing  rule  which  would 
create  a Constitution  and  By-Law  Study  Committee 
was  approved  except  that  the  name  of  that  commit- 
tee was  changed  to  Organizational  Study  Commit- 
tee and  will  report  directly  to  the  House  of  Delegates 
rather  than  to  the  Board  of  Trustees. 

Through  an  inadvertence  the  proposed  By-Law 
amendment  included  in  Supplemental  Report  C 
“Amend  Section  2 of  Chapter  V by  changing  item 
4 of  the  Order  of  Business  to  read  ‘Disposition  of 
Minutes  of  last  preceding  session  of  House’  and  by 
adding  the  following  footnote  reference  to  this  item 
‘Applicable  only  to  first  meeting  of  a session,’  ’’  was 
omitted  from  the  report  of  the  Reference  Committee 
and  will,  therefore,  be  referred  to  the  Organizational 
Study  Committee  to  be  considered  at  the  1967  An- 
nual Session. 

B.  Council  on  Legislation — approved  the  mime- 
ographed Supplemental  Report  and  urged  immediate 
implementation  of  the  suggestions  contained  in  it. 

C.  State  Welfare  Department  Affairs  Commit- 
tee— approved  the  mimeographed  report  requesting 
that  Colorado  physicians  continue  to  bill  Blue  Shield 
for  services  to  GAP  and  Medical  Assistance  to  the 
Aged  recipients  until  such  time  as  Title  XIX  may  be 
implemented. 

D.  Grievance  Committee  (presented  in  Executive 
Session) — approved  in  principle  the  content  and  in- 
tent of  Dr.  Witham’s  oral  report  given  to  the  House 
in  Executive  Session  and  will  take  steps  to  implement 
that  report  in  an  appropriate  manner. 

E.  Approved  as  presented  the  reports  of  the  Blue 
Shield  Advisory  Committee,  the  Medicolegal  and 
Medical  Liaison  Committee,  the  Cancer  Committee 
and  the  Eoundation  Advocate. 

III.  Verbal  Reports 

A.  Dr.  Roy  Cleere — approved  1.  The  recommen- 
dation that  a continuing  review  be  conducted  of  all 
aspects  of  the  medicare  program. 

2.  Request  to  study  ways  and  means  in  coopera- 
tion with  other  interested  agencies,  of  leveling  off 
the  soaring  hospital  costs.  The  House  adopted  the 
following  comment  by  the  Reference  Committee: 

”It  is  the  opinion  of  your  reference  committee  that  there 
realty  is  very  little  more  that  organized  medicine  can  do  to 
hold  these  costs  down.  We  unanimously  agreed  that  the 
cause  of  soaring  hospital  costs  is  our  present  inflationary  na- 
tional economy.  As  physicians,  citizens  and  taxpayers  we 
are  frightened  by  the  continued  general  inflationary  trend  in 
this  country,  by  the  price  rises,  the  labor  demands  and 
finally  the  loose  use  of  tax  funds  for  ill-conceived  and  ex- 
pensive federal  programs.  We  feel  that  medicine  has  tradi- 
tionally battled  to  keep  the  cost  of  care  at  the  lowest  pos- 
sible level  by  local  society  action  and  by  various  hospital 
committees.  We  also  feel  that  people  who  work  in  the 


ancillary  fields  are  entitled  to  payment  for  their  services 
commensurate  with  training,  abilities,  and  with  the  cost  of 
living.  Therefore,  we  must  conclude  that  the  ogre  remains 
inflation:  and  that  rising  costs  cannot  be  controlled  by  cur- 
tailing function,  cutting  personnel,  or  further  pump  priming. 
It  can  only  be  curtailed  by  combating  inflation  in  general 
and  this  can  only  be  accomplished  by  electing  a responsible 
and  frugal  government." 

3.  Recommended  more  effective  utilization  of 
para-medical  services.  The  House  adopted  the  fol- 
lowing comments  and  recommendations-: 

"Physicians  are  grateful  for  the  fine  services  rendered  by 
these  devoted  people,  and  we  appreciate  their  help.  However, 
we  wonder  with  blanket  authorization  of  100-200  home  visits 
annually — whether  we  are  being  asked  to  effectively  utilize 
or  are  being  asked  to  expeditiously  over-indulge  in  the  lux- 
ury of  this  program.  We  therefore  recommend  that  study  be 
made  to  establish  appropriate  paramedical  utilization  review 
committees  jointly  established  by  the  Local  Public  Health 
Departments  and  the  appropriate  county  societies  for  the 
purpose  of  reviewing  the  programs  of  VNA,  Homemaker 
Services,  therapy  programs,  etc." 

B.  AMA  Delegation — Approved  the  oral  report 
of  Drs.  McClure  and  Hendryson  with  the  following 
comment:  “We  particularly  want  to  commend  our 
esteemed  Delegates  and  Trustee  member  for  their 
posture  relative  to  Resolution  #104  and  subsequent 
developments.  Your  reference  committee  recom- 
mends the  State  Society  go  on  record  as  supporting 
our  delegation's  position  on  this  issue  both  in  past 
and  in  future  discussions  that  will  probably  arise  at 
the  forthcoming  Clinical  Session  of  the  AMA. 

C.  Mrs.  Martha  McSteen,  Regional  Director, 
Bureau  of  Health  Insurance  advised  the  House  of 
three  most  urgent  problems  that  exist  from  the  stand- 
point of  the  H.E.W.  in  connection  with  Title  XIX, 
PL  89-97.  1.  Certification  and  recertification. 

“Certification  by  a physician  for  institutional  service  pos- 
tuiates  that  in  his  judgment  the  service  which  is  to  be  or  has 
been  given  is  a covered  service.  . . .”  "Certification  may  be  a 
simpie  signature  to  a standard  form,  or  it  may  be  on  a 
separate  sheet,  or  it  may  be  a stamp  on  the  hospital  chart 
face  sheet  or  the  initial  order  sheet.  It  is  not  a prerequisite 
to  hospital  admission,  but  it  is  a prerequisite  for  payment 
of  the  claim.  . . 2.  Functions  of  the  U.R,  Committee  . . . 

"Dr.  Sidney  Schindel,  who  is  Director  of  Hospitalization 
Utilization  Review  at  Pittsburgh,  says  that  he  believes,  after 
their  studies  on  U.R.,  that  if  one  day  was  saved  on  each 
admission,  it  perhaps  would  amount  to  one  million  dollars  a 
year  in  savings  of  operating  costs,  and  possibly  as  much  as 
two  million  dollars  in  construction  costs.  . . .’’  "It  is  very 
significant  to  note  that  an  extended  care  facility  differs 
measurably  from  a nursing  home.  As  we  know  a nursing 
home  today,  it  is  a custodial  type  institution,  but  the  Medi- 
care insurance  pays  for  the  care  that  you  recommend  in  an 
extended  care  facility,  which  is  a skilled  professional  nurs- 
ing home.  . . .”  3.  Billing  . . . "There  are  two  methods  of 
billing  which  are  in  the  law  and  for  which  you  have  an 
option.  Our  only  problem  in  this  connection  is  that  a receipted 
bill  must  be  submitted  and,  of  course,  it  could  be  a promis- 
sory note,  but  in  welfare  cases,  if  the  patient  is  unable  to 
pay  and  unable  to  secure  a receipted  bill,  then  Blue  Shield  is 
unable  to  pay  either  you,  the  Department  of  Public  tVelfare, 
or  the  patient.  . . .” 

Mrs.  McSteen  requested  the  cooperation  and  con- 
sultation of  the  Medical  Society  and  expressed  her 
appreciation  for  the  fine  spirit  with  which  coopera- 
tion has  been  extended  to  date.  The  report  was  re- 
ceived without  reference. 

D.  Miss  Charline  Birkins,  Director  of  the  Colo- 
rado State  Department  of  Public  Welfare  advised 
the  House  that  the  State  Department  of  Public  Wel- 
fare will  pay  the  deductibles  and  co-insurance  fees 
for  both  the  GAP  and  MAA  recipients  using  Blue 
Cross-Blue  Shield  as  carrier. 
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. . while  we  do  fully  appreciate  that  it  is  your  privilege 
to  bill  either  direct  or  to  take  an  assignment  . . . Colorado 
cannot  receive  reimbursement  for  any  funds  that  would  be 
made  to  the  patients  themselves.  Under  the  law,  it  states 
that  the  refunds  must  be  made  to  the  vendor.  So  I do  ask 
your  cooperation  in  this,  wherever  you  feel  that  this  is  pos- 
sible, to  continue  to  bill  Blue  Shield  for  OAP  MAA  patients 
as  you  have  done  in  the  past.  . . .” 

“We  have  been  trying  to  develop  what  would  be  called 
a Medical  Assistance  Act  to  present  to  the  Legislature  in 
January,  at  which  time  they  could  then  pass  the  enabling 
legislation  for  us  to  adopt  Title  XIX,  and  make  the  proper 
appropriation. 

“At  the  present  time,  we  hope  that  we  can  start  Title  XIX 
as  of  July  1st,  but  this  will  of  course  depend  on  the  legisla- 
tive action.  In  the  interim,  we  still  have  our  current  pro- 
grams of  Aid  to  Dependent  Children  and  Aid  to  the  Blind, 
under  standard  Biue  Cross-Blue  Shield,  and  we  are  asking 
the  cooperation  of  the  physicians  in  Colorado  to  continue 
in  their  welfare  cases  for  these  two  categories,  and  their 
same  billing  procedure,  because  we  are  in  our  current  budget 
and  we  are  under  our  current  contract  with  Blue  Cross-Blue 
Shield. 

“In  planning  for  Title  XIX,  we  hope  then  to  gear  in  not 
only  the  current  programs  that  we  have  for  the  hospitaliza- 
tion and  surgery  and  outpatient  drugs,  for  Aid  to  Dependent 
Children  and  Aid  to  the  Blind,  but  also  to  adopt  some  addi- 
tional nursing  home  provisions  and  home  and  office  cails, 
which  you  now  have  under  the  old  age  pension  law. 

“At  that  time  we  would  then  change  over  to  the  same 
policy  that  you  have  under  Title  XVIII,  where  for  Aid  to 
Dependent  Children  and  Aid  to  the  Blind,  and  hopefully  then 
also  for  Aid  to  Needy  Disabled,  you  would  charge  your  usual 
and  customary  fees  for  the  services  rendered  for  welfare 
recipients. 

“As  you  know,  at  the  present  time  there  is  no  state  pro- 
gram for  Aid  to  Needy  Disabled  recipients,  except  for  nurs- 
ing home  care,  and  you  do  receive  payment  for  physicians’ 
service  and  the  nursing  homes  are  paid  for  care  for  these 
recipients  when  in  nursing  homes.  But  if  any  home  and  office 
calls  are  necessary,  if  any  hospitalization  is  necessary,  this 
is  the  responsibility  of  the  locai  counties,  and  each  of  you 
in  your  various  counties  have  different  and  various  ar- 
rangements with  the  Weifare  Departments  on  this.  Aid  to 
Needy  Disabled  will  continue  as  a County  program  until  we 
can  adopt  Title  XIX.  I bring  out  these  differences  so  that 
you  can  understand  that  we  still  are  operating  under  the  oid 
programs  for  everything  but  old  age  pension  and  MAA.  tVe 
do  not  think  this  the  ideal!  We  think  there  should  be  a uni- 
form medical  program  for  all  types  of  welfare  recipients, 
and  this  will  be  our  goal  in  trying  to  establish  one.” 

Miss  Birkins  offered  to  meet  with  any  of  the  com- 
ponent medical  societies  on  request  to  help  explain 
the  Title  XIX  programs.  This  report  was  received 
and  not  referred. 

E.  Governor  of  Colorado,  John  A.  Love — The 

House  was  honored  to  receive  a report  from  the 
Governor  of  Colorado. 

F.  Dr.  Kenneth  C.  Sawyer — Approved  without 
reference.  An  action  recently  taken  by  the  AMA 
Committee  on  Medical  Education  will  probably  be 
implemented  in  November. 

“The  report  was  a result  of  study  by  an  Ad  Hoc  Commit- 
tee on  Education  for  Family  Practice.  'This  Ad  Hoc  Committee 
was  appointed  in  1964  to  review  the  AMA  policy  regarding 
the  future  of  family  practice  and  to  recommend  the  educa- 
tional approach  by  which  the  goals  of  such  policy  might  be 
achieved.  In  effect,  the  AMA  committee  was  appointed 
to  examine  the  problem  of  the  declining  number  of  family 
practitioners  and  to  suggest  solutions  which  might  increase 
the  supply.” 

( Dr.  Sawyer's  comments  were  duplicated  and  sent 
to  the  secretary  of  each  component  society.) 

IV.  Resolutions 

No.  1 “Action  on  Resolutions” — Introduced  by  the 
Morgan  County  Medical  Society.  Adopted  as  carried 
on  page  74  of  the  Handbook.  Provides  that  Progress 
reports  on  resolutions  be  presented  to  each  meeting  of 
the  House  until  completed. 


No.  2 “Usual  and  Customary  Fees” — Introduced 
by  the  Morgan  County  Medical  Society.  Not  adopted, 
the  Reference  Committee  felt  that  the  intent  of  this 
resolution  was  covered  by  Resolution  #9  introduced 
at  the  1966  Midwinter  Clinical  Session,  that  usual 
and  customary  fees  be  charged  under  all  government 
programs. 

No.  3 “AMA  Dues” — Introduced  by  the  Clear 
Creek  Valley  Medical  Society.  (This  resolution  is  a 
substitute  resolution  for  the  one  carried  under  un- 
finished business  on  pages  72  and  73  of  the  Hand- 
book.) Referred  by  the  Reference  Committee  with- 
out recommendation.  The  House  amended  the  Refer- 
ence Committee  report  to  read  that  the  resolution 
be  disapproved. 

Dr.  Kenneth  Platt  spoke  for  the  Clear  Creek  Valley 
Medical  Society  making  the  following  comments: 

“I  think  you  should  have  some  background  as  to  why  this 
resolution  was  brought  up.  I think  this  should  be  done  for 
no  other  reason  than  to  prevent  the  Clear  Creek  Valley 
Society  from  being  labeled  a gang  of  nihilists  out  to  sabotage 
the  AMA.  Nothing  could  be  farther  from  the  truth. 

“But,  gentlemen,  there  are  members  of  this  Society  who 
do  not  believe  in  the  policies  of  the  AMA  and  who  feel  they 
have  been  let  down,  rightly  or  wrongly — in  my  personal  case, 
I feel  wrongly.  But  they  feel  strongly  that  they  have  been 
let  down  at  the  national  level  by  the  AMA  and  object  very 
strongly  to  being  forced  to  make  a payment  of  mandatory 
dues  to  the  AMA. 

“Now,  these  men  fortunately  are  very  few,  but  they  have 
felt  for  a long  time  that  they  have  never  been  able  to  have 
this  re-discussed,  and  so,  because  of  that,  they  have  asked 
that  at  least  this  resolution  be  brought  up  through  the 
County  Society  for  further  discussion  by  the  House  of 
Delegates.  . . .” 

No.  4 “Qualifications  of  Dermatologists” — Intro- 
duced by  the  Colorado  Dermatologic  Society.  Con- 
sidered for  information  only  and  no  action  necessary. 

No.  5 “Creation  of  School  of  Dentistry” — Intro- 
duced by  the  Denver  Medical  Society.  Adopted  as 
presented. 

No.  6 “Postgraduate  Clinic  for  Nurses  at  Colorado 
Winter  Clinics” — Introduced  by  Denver  Medical 
Society.  Adopted  as  presented. 

No.  7 “Constitution  and  By-Law  Amendment” — 
Introduced  by  the  Adams  County-Aurora  Medical 
Society.  Not  adopted. 

No.  8 “A  nesthesiology  Fees  and  Fee  Negotiations” 
— Introduced  by  Dr.  James  Hensen  on  behalf  of  the 
Colorado  Society  of  Anesthesiologists.  Disapproved. 
Recent  actions  of  the  House  have  provided  the 
mechanism  for  specialty  group  to  adjust  its  fee 
schedule  and  strongly  urges  anesthesiologists  to  use 
mechanism  of  such  existing  committees. 

No.  9 “Cancer  Control  in  Colorado” — Introduced 
by  Dr.  N.  Paul  Isbell,  Chairman  of  the  Cancer  Com- 
mittee. Adopted  as  presented. 

V.  Miscellaneous  Actions 

A.  The  Annual  Robins  Award  was  presented  to 
Dr.  Edwin  T.  Williams  for  outstanding  community 
service. 

B.  Francis  T.  Candlin,  DVM,  was  presented 
with  the  Society’s  Certificate  of  Service  and  the 
House  received  his  thanks  for  this  award. 

C.  The  Speaker  recognized  Dr.  Paul  Hildebrand 
who  presented  fifty-year  pins  to  the  following  phy- 
sicians: Dr.  John  S.  Bouslog,  Dr.  George  B.  Kent, 
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Dr.  Oscar  S.  Levin,  Dr.  Nolie  Mumey,  Dr.  K.  D.  A. 
Allen  and  Dr.  Harold  G.  Macomber  of  the  Denver 
Medical  Society;  Dr.  Willis  D.  Hardesty  of  Larimer 
County  Medical  Society;  Dr.  Oran  C.  Dail,  of  the 
Pueblo  Society;  Dr.  Arthur  B.  Gjellum  and  Dr. 
Elliott  Stong,  of  the  San  Luis  Society  and  Dr.  Robert 
J.  Groom,  of  the  Las  Animas  County  Medical  So- 
ciety. 

Note:  Fifty-year  pins  will  be  forwarded  to  the 
component  societies  of  the  physicians  who  could  not 
be  present  to  receive  their  pin. 

D.  A proposal  for  a standing  rule  providing  that 
the  cut-off  time  for  replacing  an  already  seated  al- 
ternate or  a substitute  alternate  shall  be  on  comple- 
tion of  registration  of  those  in  line  to  register  at  the 
time  the  presiding  officer  officially  opens  that  meeting 
of  the  House.  Not  adopted. 

THIRD  MEETING 
Wednesday,  September  28,  1966 

The  House  convened  at  8:10  a.m.,  September  28, 
1966  and  74  delegates  including  substitute  alternates 
were  seated.  On  motion,  the  House  dispensed  with 
reading  of  minutes  of  the  second  meeting. 

ELECTION  OF  OFFICERS— There  were  no 
new  nominations  from  the  floor  for  any  of  the  offices 
to  be  filled  and  the  following  names  proposed  by  the 
Nominating  Committee  were  elected  by  acclamation: 
President-elect:  Henry  H.  Zeigel,  Collbran;  Vice 
President:  Eugene  B.  Ley,  Pueblo;  Constitutional 
Secretary  (3  years):  Marvin  E.  Johnson,  Denver: 
Trustee  (3  years):  Robert  W.  Ludwick,  Sterling: 
Trustee  (to  fill  the  vacancy  created  by  the  resigna- 
tion of  Dr.  J.  Robert  Spencer  for  the  period  begin- 
ning September  28,  1966  to  September  1968): 
William  A.  H.  Rettberg,  Denver. 

Judicial  Councilors  (3  years):  District  No.  1, 
Daniel  H.  Buchanan,  Denver;  District  No.  4,  James 
G.  Price,  Brush;  District  No.  5,  Jacob  J.  Zuidema, 
Greeley. 

Grievance  Committeemen  (2  years):  Bernard  E. 
Campbell,  Lakewood;  Victor  A.  Crumbaker,  Grand 
Junction;  John  B.  Griffith,  Aurora;  Keith  F. 
Krausnick,  Lamar;  Clayton  K.  Mammel,  Denver; 
Robert  B.  Richards,  Fort  Morgan. 

AM  A Delegate  for  two-year  term,  January  1,  1967 
to  Dec.  31,  1968:  Kenneth  C.  Sawyer,  Sr.,  Denver. 

Alternate  Delegate  for  same  period:  Robert  E. 
McCurdy,  Denver. 

Speaker  of  the  House  of  Delegates:  Matthew  L. 
Gibson,  Aurora. 

Vice  Speaker  of  the  House  of  Delegates:  John  M. 
Wood,  Englewood. 

Foundation  Advocate:  W.  Bernard  Yegge,  Denver 

Historian:  Hermann  B.  Stein,  Denver. 

The  nominations  by  President-elect  Waddell  for 
membership  on  the  Administrative  Councils  were 
reread.  There  were  no  nominations  from  the  floor 
and  the  nominees  proposed  by  Dr.  Waddell  were 
then  elected  by  acclamation. 

The  House  was  adjourned  sine  die  and  officers  for 
the  year  1966-67  were  installed. 


HOUSE  OF  DELEGATES  ROLL  CALL 
ANNUAL  SESSION,  SEPTEMBER  25-28.  1966 

Component 

Society  Delegates  Alternates 


Adams  County- 
Aurora 


Arapahoe 


Boulder 


Chaffee 
Clear  Creek 


Delta 

Denver 


O'Dell,  Robert  (1)  (2) 
(3) 

Palmier!,  Anthony  (1) 

(2)  (3) 

Bortz,  Alan  I.  (1)  (2) 
Fraser,  Charles  (1)  (2) 
Grund,  Walter  (1)  (2) 

(3) 

Steward.  James 

Wood,  John  (1)  (2) 

(3) 

Kahn,  Kenneth  (1) 

(2)  (3) 

Kerkhoff,  Stanley  (1) 
(2)  (3) 

McCurdy,  Robert  S. 

(1)  (2) 

McFarland.  Robert  (1) 
(2)  (3) 

Takahashi,  William 
(1)  (2) 

Yost,  Byron  (1)  (2) 

<3) 

Mehos,  William 
Ansley,  Robert  (1) 

(2)  (3) 

Campbell,  B.  E.  (1) 

(2)  (3) 

Carpenter,  David 

Dean,  Carlton  (1)  (2) 
Durham.  Morgan  (1) 
(2)  (3) 

Maruyama,  Herbert 
(1) 

Sadler,  Dean  (1)  (3) 
Sontag,  Stanley  (1) 
Walker,  H.  B.  (1) 

Bennett,  Robert  (1) 

(2)  (3) 

Amesse,  John  (1)  (2) 

(3) 

Ashe,  S.  M.  Prather 
(1)  <21  (3) 

Atkins,  Dale  (2)  (3) 


Badger,  E.  Bruce  (1) 
(2) 

Bosworth,  Robert  (1) 
(2)  (3) 

Bramley,  Howard  (1) 
(2)  (3) 

Buchtel,  Henry  (1) 

(2)  (3) 

Condon,  William  (1) 
(2) 

Coppinger,  William 

(1)  (2)  (3) 

Covode,  William  (1) 

(2)  (3) 

Duman,  Louis  (1)  (2) 
Elliott,  Robert  (1)  (2) 
Frangos,  Pete  (2) 


Friedland,  Joseph  (1) 

(2)  (3) 

Garcia,  F.  A.  (1)  (2) 

(3) 

Grow,  John  B.  Sr.  (1) 


Hamilton,  Paul  (1) 

(2) 

Hughes,  Harry  (1)  (2) 

Isbell,  N.  Paul  ( 1 ) (2) 
Kovarik,  Joseph  (1) 
(2) 


Cersonsky,  H.  Sol 

Hughes,  Clarence 
Carver,  Robert 
Jobe,  William 

Dumm,  James  (1) 
(2)  (3) 

Brittain,  Robert 

Gillette,  Warren 

Hardenbergh, 

Firmon 

Amoroso.  Christian 

Gordon,  Leon 

Strenge,  Henry 

Wherry,  Harry 

Light.  Mason 
Markham.  Allen 

Miller,  William 

Doyle,  John  (1) 

(2)  (3) 

Bridgeman.  John 
Collier,  Douglas 

Traylor,  Frank  (2) 

Haynes,  Robert 
Chamberlin,  John 
Hollister,  E.  E.  (2) 

(3) 

Hick,  L.  L. 

Lasater,  Gene 

Sunderland,  Karl 

Hines,  William 
Curry,  Marcia 
(D* 

Williams,  Ben 
Talbott,  Richard 
(31* 

Chisholm,  R.  Neil 

Reimers,  Wilbur 

Fisher,  H.  Calvin 

Roessing,  Lawrence 
Curry,  Marcia 
(3)* 

Pear,  Bertram 

Cullen,  Richard 

Whitmore,  John 
Coleman,  Thomas 
Maresh,  Gerald 
Roessing. 

Lawrence  (1)* 
Zarlengo.  Roland 

Brock.  L.  Loring 

Kaplan,  Max 
Blandford, 

Sidney  (2)* 
Alexander,  C.  H. 

Blandford,  Sidney 
(3) 

Alexander,  Martin 
Baker,  William  (3) 
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Component 

Society  Delegates  Alternates 


Component 

Society  Delegates 


Alternates 


Denver  (cont.) 

Lewis,  Henry  (1)  (2) 

Anderson,  M. 

(3) 

Liggett,  William  (1) 

Appelbaum,  Jerry 

(2)  (3) 

Lipscomb,  William 

Bronson,  Howard 

Livingston,  Wallace 

Blandford, 

Sidney  (1)* 
Rademacher, 

(1)  (2)  (3) 

Raymond 

Longwell,  Freeman 

Hermann,  Gilbert 

(1)  (2)  (3) 
Lubchenco,  Alexis 

Phelps,  McKlnnie 

McClintock,  Homer 

(1)  (2) 

Hoch,  Peter 

(1)  (2) 

McCurdy,  Robert  (1) 

Barth,  Robert 

(2)  (3) 

McGlone,  Frank  (1) 

Gipson.  Bernard 

(2) 

Meiklejohn,  Gordon 

McAfee,  John 

(1)  (2) 

Mitchell,  Roger  (2) 

Blackwood, 

(3) 

Charles  (1) 

Nelson,  John  (1)  (2) 

Bouslog,  John 

(3) 

Perkins,  James  (1) 

Massa,  Emil 

(2)  (3) 

Philpott,  James  Jr. 

Ogura,  George 

(1)  (2) 

Prevedel.  Arthur 

Butterfield,  Joseph 

Rettberg,  William  (1) 

(1)  (2)  (3) 

Clarke,  J.  Philip 

(2)  (3) 

Rothenberg,  Herbert 

Anderson,  Cyrus 

Smyth,  Charley  (1) 

(1)  (2) 

Kurland,  Stanley 

Stanfield,  Clyde  (1) 

(2) 

Curry,  Marcia 

(2)  (3) 

Toll,  Henry  (1)  (2)  (3) 

Wherry,  Franklin 

Tyner,  George  (1)  (2) 

Glassburn,  Alba 

(3) 

Virtue.  Robert  (1)  (2) 

Becker,  Harold 

Wilson,  William  (1) 

Marchioro,  Thomas 

(2) 

(3) 

Eastern 

Ross,  C.  L. 

Straub,  John 

El  Paso 

Bolton,  Vernon 

Worlton,  James 

Crawford,  Lewis  (1) 

(1)  (2) 

Larimer,  Craig 

(2)  (3) 

Dillon,  Robert 

Lovell,  Kenneth 

Liddle,  E.  B.  (1)  (2) 

(2)  (3) 

Roesler,  Paul 

(3) 

Meatheringham,  R.  E. 

Williams,  Lester 

(1)  (2)  (3) 

Paap,  Jack  ( 1 ) (2)  (3) 

Ryder,  William 

Pierce,  Alson  (1)  (2) 

Edwards,  James 

(3) 

Stone,  William  (1)  (2) 

Beadles,  Robert 

(3) 

Wiggins,  Milton  (1) 

Stafford,  Robert 

Fremont 

(2) 

Vincent,  Jack  (1)  (2) 

Wyatt,  Kon 

Garfield 

(3) 

Hendrick,  Harry  (1) 

Mueller,  Edward 

Huerfano 

(2)  (3) 

Lamme,  James  Jr. 

Merritt,  William 

Lake 

Stanley,  George  (1) 

Smith.  John 

La  Plata 

(2) 

Murray,  Menard  (1) 

Swanson,  Robert 

Larimer 

(2) 

Codd,  Richard  (1)  (3) 

Murray,  Douglas 

Hansen,  Richard  (1) 

Abbey,  William 

(2)  (3) 

Henson,  Stanley  (1) 

Arndt,  Donald 

Las  Animas 

(2)  (3) 

Donnelly,  James 

Vialpando,  A.  B. 

Mesa 

Crumbaker,  Victor  (1) 

Rigg,  James  Jr. 

(2)  (3) 

Huskey,  Harlan  (1) 

Troy.  Richard 

(2)  (3) 

Zeigel,  Henry  (1)  (2) 

Linnemeyer,  R.  F. 

Montelores 

(3) 

Gardner,  Vincent  (1) 

Merritt,  Edward 

(2)  (3) 

Montrose 

Hepworth,  Claud 

Balderston,  George 
(2)  (3) 

Morgan 

Mellinger,  William 
(1)  (2)  (3) 

Woodward,  Paul  E. 

Northeast 

Ludwick,  Robert  (1) 

(2)  (3) 

Mackey,  Jack 

Manganaro,  Carl  (1) 

(2)  (3) 

Brehm,  Gill 

Northwestern 

France,  David  (1)  (3) 

Crawford,  M.  L. 

Otero 

Sisson,  William  (1) 

(2)  (3) 

Hostettler,  George 

Prowers 

Likes,  Edwin  (1)  (2) 

(3) 

Blease,  E.  B. 

Pueblo 

Beckwith,  Richard 
(1)  (2) 

Braukman,  E.  H. 

Farabaugh,  Leonard 
(1)  (2) 

Hurley,  Grant 

Farley,  John  (1)  (2) 

Vickery,  Don 

Hensen,  James  (1) 

(2)  (3) 

McKinnon,  George 
(1)  (2)  (3) 

Schilling,  Robert 

Swartz,  Carl  (1)  (2) 

(3) 

Demshki,  Andrew 

San  Luis  Valley 

Anderson,  V.  V.  (1) 

(2) 

Cassidy,  Charles 

Washington- 

Rechnitz,  Fred  (1) 

Bradshaw,  Robert 

Yuma 

Waski,  A.  T. 

Good,  G.  T. 

Weld 

Allely,  Donald  (1)  (2) 
(3) 

Cook,  Donald 

Kadlub,  Edwin  (1) 

Mangum,  William 

(2) 

(3) 

Shore,  Roy  (1)  (2) 

Wolach,  Bernard 

Zuidema,  Jacob  (I) 

(2)  (3) 

Smith,  Hubbard 

* Indicates  appointed  substitute  Alternate  in  absence  of 
both  elected  Delegate  and  Alternate. 


Denver  Nurse  to  Beni  Messous,  Algiers 

Hazel  Roch,  RN,  former  assistant  to  Dr.  Philip 
D.  Tannenbaum,  joined  the  MEDICO  team  in  Al- 
giers November  3,  1966.  Nurse  Roch  will  serve  two 
years  at  the  Beni  Messous  Hospital  located  on  the 
outskirts  of  Algiers.  MEDICO,  A Service  of  Care, 
has  maintained  a team  in  Algeria  since  the  end  of 
the  civil  war  in  1962.  At  the  present  time  there  is 
heavy  emphasis  on  diseases  of  the  eyes  and  ortho- 
paedics in  Algeria.  Nurse  Roch,  a generalist,  is 
looking  forward  to  working  with  visiting  MEDICO 
Ophthalmologists  and  Orthopaedists. 


On  Consultations 

Consultations  are  meetings  between  physicians 
to  decide  what  is  best  for  a patient. 

Consultations  are  usually  called  by  physicians  who 
wish  help  in  deciding  what  is  best  for  the  patient. 

Rarely  consultations  are  called  for  by  relatives 
who  wish  support  of  another  medical  opinion.  In 
nearly  all  cases  the  consultant  is  regarded  as  know- 
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ing  more  about  the  problem  than  the  doctor  calling 
for  the  consultation. 

Occasionally  a consultation  is  called  so  that  the 
attending  physician  may  shift  the  responsibility  of 
the  patient's  welfare  to  someone  else;  i.e.,  the  con- 
sultant. 

Still  more  rarely  a consultation  is  called  to  fulfill 
certain  hospital  rules  or  regulations. 

More  rarely  still,  consultations  are  called  to  satis- 
fy some  of  the  above  requirements,  but  the  attend- 
ing physician  has  absolutely  no  intention  of  carry- 
ing out,  or  even  reading  any,  of  the  suggestions 
made  by  the  consultant. 

The  consultant  has  something  to  say  about  this. 

Patients  should  be  informed  of  the  need  for  con- 
sultation by  the  attending  physician  indicating  that 
it  might  act  in  a beneficial  way  towards  his  conduct 
of  the  case. 

Patients  should  be  informed  of  the  type  of  spe- 
cialist being  called  and  the  reason  for  it. 

Patients  should  be  informed  of  some  of  the  quali- 
fications of  the  consultant  so  that  they  may  have  an 
opinion  as  to  how  the  consultation  might  benefit 
them. 

If  it  is  considered  important,  the  attending  physi- 
cian should  mention  the  probable  fee  for  the  con- 
sultation so  that  the  patient  and  or  his  relatives  may 
decide  whether  the  possible  advantages  are  worth 
the  expenditure. 

Consultations  called  as  emergencies  in  acutely  ill 
patients  are  accepted  without  discussion,  and  im- 
mediately. 

Consultations  between  physicians  are  arranged 
solely  for  the  benefit  of  the  patient  and  this  objec- 
tive is  best  served  when  the  attending  physician  and 
the  consultant  arrange  to  meet  at  the  bedside. 

Both  parties  should  be  strictly  punctual.  The  at- 
tending physician  should  notify  the  patient  and  the 
relatives  of  the  time  of  the  consultation. 

Consultations,  to  be  most  effective,  should  be 
carried  out  in  a definite  and  formal  manner. 

The  attending  physician  and  the  consultant  should 
review  the  history  and  physical  examination  as  well 
as  other  pertinent  data  in  the  chart.  This  should  be 
done  outside  the  room  of  the  patient. 

The  attending  physician  then  precedes  the  con- 
sultant into  the  patient’s  room  where  genial  intro- 
ductions are  carried  out. 

The  consultant  then  goes  over  the  salient  points 
in  the  history,  indicating  that  he  has  had  a previous 
discussion  about  it  with  the  attending  physician. 

The  consultant  now  performs  his  own  physical 
examination  and  asks  any  pertinent  questions  of 
the  patient  or  the  attending  physician.  When  this 
is  finished,  they  both  leave  the  room. 

In  some  quiet  place  they  discuss  the  problem 
and  come  to  some  conclusion  as  to  the  hest  manner 
to  proceed  with  the  care  of  the  patient. 

They  both  return  to  the  room,  and  in  front  of  the 
patient  and  the  relatives  the  consultant  gives  his 
opinion  of  the  problem  and  of  the  way  in  which 
he  thinks  the  patient’s  treatment  should  be  con- 
tinued. It  is  courteous,  if  possible,  to  express  agree- 


ment with  the  attending  physician  on  the  previous 
conduct  of  the  case. 

The  consultant  asks  any  of  those  present  if  there 
are  any  questions.  If  there  are,  he  attempts  to  answer 
them.  The  attending  physician  and  the  consultant 
then  leave  the  room. 

On  special  occasions,  and  for  special  reasons,  the 
relatives  are  interviewed  by  the  attending  physician 
and  the  consultant  separately;  i.e.,  in  the  absence 
of  the  patient.  This  may  be  due  to  the  serious  nature 
of  the  illness,  when  hearing  the  prognosis  would  ad- 
versely affect  the  patient. 

After  the  consultation,  the  consultant  should  me- 
ticulously keep  away  from  the  patient  and  his  rela- 
tives, unless  specifically  asked  by  the  attending 
physician  to  see  the  patient  again. 

The  consultant,  after  the  consultation,  becomes 
the  only  physician  in  the  community  who  may  not 
take  over  the  care  of  the  patient.  He  should  actively 
repel  any  idea,  on  the  part  of  the  patient  and  the 
relatives,  that  he  would  even  consider  doing  so. 

Under  exceptional  circumstances  and  with  great 
reluctance,  he  may  take  over  the  care  of  the  pa- 
tient at  the  urgent  request  of  the  attending  physi- 
cian, the  patient  and  or  the  relatives. 

The  consultant  should  write  his  proposed  orders 
on  the  progress  sheet,  and  the  attending  physician 
should  transcribe  them  on  to  the  order  sheet,  thus 
obviating  the  confusion  of  two  physicians  writing 
orders  on  the  same  patient. 

Even  if  the  patient  and  the  relatives  discharge  the 
attending  physician  and  pay  his  bill,  the  consultant 
is  still  the  only  physician  in  the  community  who  may 
not  take  care  of  that  particular  patient. 

ADRIEN  VER  BRUGGHEN,  MD 
Las  Vegas,  Nev. 


Minutes  of  the  House  of  Delegates, 
Utah  State  Medical  Association 


Seventy-Second  Annual  Session, 

Salt  Lake  City,  Utah 
September  20-21, 1966 

FIRST  SESSION 
September  20,  1966 

The  Seventy-Second  Annual  Meeting  of  the  House 
of  Delegates  of  the  Utah  State  Medical  Association 
was  called  to  order  at  9:30  a.m.,  Tuesday,  September 
20,  1966,  in  the  Empire  Room,  Hotel  Utah,  Salt 
Lake  City,  by  the  Speaker  of  the  House  of  Delegates, 
J.  Clare  Hayward,  MD. 

Invocation  given  by  W.  Ezra  Cragun,  MD. 

Minutes  of  the  Ninth  Interim  Session  which  were 
printed  in  the  June,  1966,  issue  of  the  Rocky  Moun- 
tain Medical  Journal  were  approved. 


for  December,  1966 
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Report  of  President — L.  V.  Broadbent,  MD 

The  year  1965-66  has  been  a traumatic  one  for  the  practice 
of  medicine.  The  practice  of  medicine  as  we  have  known  it 
in  the  past  has  gone  and  we  are  on  the  threshold  of  a new 
era.  How  completely  the  socialistic  trend  will  take  over  is 
hard  to  predict,  but  if  the  present  thinking  and  actions  of 
the  administrative  heads  of  our  government  is  not  changed, 
medicine  will  go  through  the  same  deterioration  that  has 
resulted  in  other  governments. 

At  the  White  House  Conference  on  Health  in  November, 
1965,  the  thinking  of  the  Administration  and  the  Department 
of  Health,  Education,  and  Welfare  was  well  stated  in  the  fol- 
lowing quotes; 

■'The  year  of  1965  is  a year  of  decision  for  the  people  of 
the  United  States.  We  have  made  a breakthrough  with  the 
passage  of  the  Medicare  Law  and  the  bill  dealing  with 
heart  disease,  cancer  and  stroke.  We  must  extend  these 
services  to  all  of  the  people.  We  must  see  that  the  same 
high  quality  of  service  is  available  to  all  persons.  In  the 
past,  high  quality  health  care  has  been  accessible  to  some 
of  the  people;  now  we  must  see  that  it  is  accessible  to  all.” 

Under  the  present  bills,  in  addition  to  the  age  group  65 
and  over  covered  by  Title  XVIII,  by  1975,  under  Title  XIX, 
all  of  the  medically  indigent  must  come  under  coverage  and 
receive  the  same  quality  care.  The  question  of  indigency 
will  be  determined  by  the  states.  Under  Title  XIX  the  State 
of  Utah  estimates  that  40,000  persons  will  be  served  during 
the  first  year  of  the  program  and  estimates  the  number 
potentially  allowable  under  the  program  will  be  200,000  or 
20  per  cent  of  the  total  population.  If  this  is  a breakthrough 
and  only  the  foundation,  just  where  are  we  headed? 

Your  officers  and  Board  of  Trustees  have  faithfully  attended 
meetings  and  have  worked  diligently  in  connection  with  their 
responsibilities  in  directing  the  affairs  of  the  Association. 
There  have  been  many  knotty  problems  to  solve.  Their  par- 
ticipation and  discussions  for  the  most  part  have  been  fruit- 
ful. Communications  and  relationships  with  the  Welfare 
Department  have  been  improved,  but  there  are  still  some 
problem  areas  to  be  explored. 

In  my  monthly  reports  in  the  Bulletin  I have  expressed  the 
problems  of  Medicare,  and  indicated  the  advisability  and  ad- 
vantages of  maintaining  the  doctor-patient  relationship  and 
the  direct  billing  of  patients  for  services  rendered. 

The  Fee  Schedule  Committee  is  reviewing  the  schedules 
of  the  Relative  Value  Schedule  and  endeavoring  to  clear  the 
inequities.  A general  overhaul  of  the  schedule  has  not  been 
nor  should  be  done.  The  Board  has  approved  the  recom- 
mendations of  the  Fee  Schedule  Committee  Report,  and  I 
quote.  “That  consideration  be  given  regarding  changes  in 
the  factor  from  $5.00  to  a new  figure  and  that  studies  should 
be  made  on  the  changes  in  costs  of  conducting  a practice 
during  each  of  the  past  five  years  and  that  outside  consulta- 
tion be  obtained  to  indicate  the  cost-of-living  index  changes 
in  the  State  of  Utah  during  each  of  the  past  five  years.” 

Since  I submitted  this  report  there  have  been  other  items 
that  have  come  up.  We  have  tackled  this  from  a little 
different  point  of  view.  You  will  notice  in  your  manual  that 
there  is  a resolution  which  will  be  offered.  My  comment  is 
that  there  has  been  growing  dissatisfaction  of  the  fees  and 
with  our  Relative  Value  Schedule.  The  committee  has  been 
over  the  problem  in  great  detail.  Rather  than  to  do  a piece- 
meal revision  of  the  study,  they  are  recommending  the  study 
of  the  California  Medical  Association  revision  of  their  rela- 
tive value  schedule.  The  California  Association  spent  over 
$200,000  on  their  study.  The  Board  of  Trustees  is  presenting 
the  resolution  to  our  House  of  Delegates  recommending  the 
adoption  of  the  California  study  and  adjusting  the  factors  to 
Utah  economic  conditions. 

The  Little  Hoover  Committee  Report  caused  some  concern 
in  segments  of  the  profession,  but  the  problem  was  one  of 
semantics  and  was  subsequently  clarified.  Details  of  this 
report  will  be  found  in  the  Handbook  for  Delegates. 

A medical  panel  to  review  appeals  by  persons  whose  driver's 
licenses  have  been  revoked  has  been  appointed  in  accordance 
with  the  desires  of  many  physicians  and  the  Highway  Depart- 
ment with  the  thought  of  keeping  as  many  of  the  unfit 
drivers  off  the  highway  as  possible. 

The  medical  licensure  laws  have  been  called  archaic  and 
review  has  been  asked  for  as  to  possible  changes. 

The  Audit  and  Budget  Committee  Report  was  reviewed  at 
the  last  meeting  of  the  Board  of  Trustees,  and  our  retiring 
treasurer.  Cyril  D.  Fullmer,  MD,  should  be  complimented 
on  his  fine  job. 

Two  new  county  societies  have  been  approved;  the  South- 
eastern Utah,  effective  January  1,  1966,  and  the  Davis  County 
Society  to  be  effective  January  1,  1967.  We  welcome  these 
component  societies  and  feel  they  will  further  help  com- 


munication from  the  State  Association  to  members  of  the 
profession. 

Again  I want  to  reiterate  the  importance  of  participating 
actively  in  the  coming  elections.  We  need  friends  of  medicine 
in  office  at  all  levels  of  government.  We  need  to  concern 
ourselves  not  only  in  the  elections  but  in  the  coming  legisla- 
tive session  of  the  Utah  State  Legislature.  There  undoubtedly 
will  be  many  actions  that  will  concern  us.  We  hope  the 
fruits  of  our  participation  in  AMP  AC  and  UMPAC  will  be  in 
evidence  there. 

Finally,  let  me  commend  and  thank  all  of  the  officers  and 
committees  for  their  help,  and  especially  our  Executive  Secre- 
tary, Harold  Bowman,  and  the  staff  of  the  Association  Office 
for  their  devotion  to  duty  and  untiring  efforts  in  our  behalf. 

I am  happy  to  welcome  Dr.  Paul  Clayton  to  the  presidency 
of  the  Utah  State  Medical  Association.  He  is  a devoted  and 
dedicated  member  of  the  Association  and  especially  well 
qualified  to  fill  the  job. 

Report  of  Secretary — Russell  M.  Nelson,  MD 

It  is  my  belief  that  we  have  available  to  the  people  of 
Utah  the  highest  level  of  medical  care.  We  have  family 
physicians  who  are  dedicated  and  conscientious,  and  they 
have  at  their  disposal  specialists  of  unusual  ability  and  train- 
ing. I think  state  medical  meetings  have  in  the  past  tended 
to  emphasize  the  visiting  speaker  from  out  of  town,  but  I 
think  for  us  of  the  State  we  need  to  emphasize  the  im- 
portance of  having  a forum  in  our  State  Medical  Meetings  for 
the  men  who  are  conducting  practices  here  among  us.  This 
we  tried  to  do  last  year  and  this  year,  and  will  do  so  next 
year  where  all  physicians  of  the  State  are  invited  to  submit 
abstracts  for  competition  on  the  program  and  successfully 
present  their  papers  to  the  membership.  I think  you  will  find 
as  the  meetings  progress  in  the  next  three  days  that  the 
members  of  our  own  State  Medical  Association  have  papers 
of  caliber  equal  to,  if  not  above,  those  of  the  men  that  we 
invite  from  the  outside. 

I would  like  to  stress  this  that  you  may  go  back  to  your 
associates  and  encourage  them  to  look  upon  our  State  Medi- 
cal Meetings  as  a forum  for  their  work  as  well  as  for  the 
work  of  other  people. 

Report  of  Delegate  to  AM  A — 

Drew  M.  Petersen,  MD 

The  115th  Annual  Convention  of  the  American  Medical  As- 
sociation was  held  in  Chicago  from  June  26  to  June  30.  Many 
subjects  were  dealt  with  in  the  reference  committees,  and 
also  on  the  floor  of  the  House. 

Under  federal  health  legislation  there  was  a great  deal 
of  discussion,  not  only  concerning  Medicare  but  also  the 
Kerr-Mills  program  under  Title  XIX  of  Public  Law  89-97. 

The  Board  of  Trustees  was  commended  for  their  report 
that  dealt  with  many  facets  of  the  Medicare  program,  main- 
ly the  discussion  concerning  direct  billing,  and  the  basic  pur- 
pose of  utilization  review. 

The  Board  also  urged  and  requested  that  every  member  ex- 
hibit his  personal  diligence  by  supplying  his  local  medical 
society  documented  evidence  of  transgressions  of  the  spirit 
or  the  letter  of  the  law.  If  you  think  that  the  functioning 
of  the  Medicare  Law  is  actually  interfering  with  your  proper 
judgment  and  your  handling  of  your  patients,  then  I think 
it  behooves  each  and  every  one  of  us  to  report  this  to  our 
local  society,  and  thence  to  the  State  Association  and  thence 
to  the  AMA  for  any  appropriate  action  that  would  be  deemed 
necessary. 

The  House  strongly  supported  the  general  concept  of  in- 
dividual responsibility,  and  endorsed  a report  from  the 
Council  on  Medical  Service.  The  Council  reaffirmed  the  basic 
principle  of  individual  responsibility,  not  only  as  far  as  the 
physician  is  concerned,  but  also  as  far  as  our  patients  are 
concerned.  A doctor  has  the  right  to  handle  his  arrange- 
ments with  the  Medicare  Law  in  any  fashion  which  he  sees 
fit,  but  the  Council  on  Medical  Service  certainly  felt  that  a 
direct  billing  procedure  was  a much  better  method  of 
handling  the  situation  than  taking  an  assignment. 

Dr.  Petersen  gave  a very  comprehensive  report  of  various 
activities  entered  into  by  the  AMA  House  of  Delegates  and 
Board  of  Trustees,  ranging  from  legislative  matters  to  scien- 
tific functions,  including  the  vast  amount  of  scientific  and 
post-graduate  medical  education  which  the  AMA  has  under- 
taken. 

Report  of  Treasurer — Cyril  D.  Fullmer,  MD 

The  Treasurer’s  report  included  a review  of  the  expendi- 
tures for  the  previous  year,  and  a recommended  budget  for 
1966-67.  The  budget  was  approved  as  presented. 
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Report  of  President  to  Woman’s  Auxiliary — 

Mrs.  June  Daughters 

This  being  a legislative  year  places  our  big  interest  in 
political  action,  so  the  Auxiliary  is  anxious  to  recruit  its 
members  to  help  the  cause  of  good  medicine.  We  feel  it  is 
our  duty  to  study  and  cooperate  with  our  medical  society  in 
any  state  legislation  needed  to  provide  adequate  health  care. 
Our  safety  and  disaster  preparedness  program  for  1966-67 
has  as  its  goal  to  “Take  Care  and  Prepare.”  To  safeguard 
human  beings  from  accidents,  illnesses  and  disaster  is  the 
continuing  program  of  this  committee. 

Community  service  is  the  guidance  through  education  of 
the  benefits  that  can  be  received  through  good  health.  Our 
chairmen  this  year  will  undertake  a coordinating  role  in  the 
development  of  projects  needed  such  as  immunization, 
distributing  AMA  approved  films  and  brochures,  furthering 
knowledge  of  venereal  disease  control,  and  promoting  good 
health  habits  through  education  in  our  schools. 

Our  year  has  just  started.  Every  member  of  our  board  this 
year  is  experienced  in  achieving  results,  so  I know  that  next 
spring  I can  give  the  House  of  Delegates  a report  that  will 
make  you  all  proud. 

Report  of  President  of  Utah  Chapter  to  Student 
American  Medical  Association — Anthony  Temple 

SAMA  was  organized  in  1950,  and  has  as  its  goal  to  advance 
the  profession  of  medicine,  to  contribute  to  the  welfare  and 
education  of  medical  students,  interns  and  residents,  to 
familiarize  its  members  with  the  purpose  and  ideals  of  or- 
ganized medicine,  and  to  prepare  its  members  to  meet  social, 
moral,  ethical  obligations  of  the  profession  of  medicine.  Lo- 
cally we  seem  to  interpret  this  to  mean  that  this  is  a student 
organization,  organized  by  students  for  the  purpose  of  serving 
student  needs  and  bettering  student  life,  and  this  is  what  we 
are  attempting  to  do. 

What  do  we  offer  to  the  students,  and  what  do  the  students 
get  from  association  with  us?  First,  the  national  association 
has  provided  insurance  benefits  for  students  because  of 
student  needs  financially.  They  provide  a low-cost  term  life 
insurance  program.  It  provides  health  and  medical  insurance 
for  students  and  their  families.  The  national  organization  pro- 
vides means  to  encourage  education  and  research,  and  de- 
velopment of  specific  scientific  talents  among  students.  Re- 
search awards,  medical  art  and  photography  awards  are 
given,  as  well  as  the  opportunity  for  summer  fellowships  of 
study.  On  the  local  level  we  organize  student  forums  for 
discussion  of  medical  education  problems.  We  offer  student 
research  seminars  to  discuss  student  research  that  has  been 
done.  We  provide  new  medical  movies  for  those  who  want 
to  keep  up  their  medical  interest,  and  we  provide  major 
seminars  on  topics  of  concern  and  interest  such  as  internships 
and  residencies,  and  military  service  obligations. 

The  final  major  benefit  which  the  Student  American  Medi- 
cal Association  offers  is  a magazine  called  the  “New  Physi- 
cian.” This  is  a magazine  directed  primarily  to  meet  student 
needs. 

Our  Association  asks  for  the  continued  cooperation  and  help 
that  has  previously  been  given  to  us.  Students  as  a whole 
have  very  little  opportunity  to  take  care  of  income  needs 
themselves.  The  local  medical  profession  can  provide  op- 
portunities on  a personal  basis  for  students  to  earn  money  in 
a significant  way.  May  I make  a suggestion  that  local  mem- 
bers attempt  in  any  way  possible  to  provide  job  opportuni- 
ties for  medical  students,  and  particularly  for  those  who  are 
deserving,  as  many  of  you  have  done  in  the  past. 

Also,  many  medical  associations  and  communities  offer 
awards,  plaques,  and  even  monetary  awards  for  medical  re- 
search and  essay  writing  in  connection  with  medical  prob- 
lems and  topics.  This  has  been  extremely  fruitful  in  many 
areas  and  I think  it  might  be  here  to  encourage  students 
to  accomplish  the  goal  of  problem  solving,  diagnosis,  and  ap- 
plication which  oftentimes  is  passed  over  in  certain  aspects 
of  their  medical  training.  I make  the  suggestion  to  you  that 
you  consider  setting  up  some  sort  of  award  system  or  en- 
couragement system  for  research  and  essay  studies  with  re- 
spect to  medical  education  for  the  students  here  at  the  Uni- 
versity. 

Report  of  Regional  Representative  to  Department 
of  Health,  Education,  and  Welfare — 

Mrs.  Martha  A . McSteen 

In  contrast  to  the  dire  predictions  that  were  made  earlier 
in  the  year  that  Medicare  would  meet  its  downfall  come 
July  1 because  of  the  long  lines  of  older  Americans  desiring 


entry  into  hospitals  or  physicians'  offices,  it  is  quite  evident 
that  doctors  and  members  of  the  health  profession,  though 
not  endorsing  it.  have  accepted  this  challenge,  and  have  at- 
tempted to  make  it  serve  the  needs  of  the  people  within  the 
State.  I would  like  very  briefly  to  touch  upon  a few  of 
the  problems  that  are  still  with  us. 

Certification  is  still  a problem.  The  certification  by  a physi- 
cian of  institutional  service  postulates  that  in  his  judgment 
the  service  which  is  to  be  or  has  been  given  is  a covered 
service.  Just  as  insurance  carriers  in  the  past  have  raised 
issues  about  such  matters  as  diagnostic  admissions  or  policy 
exclusions,  we  may  expect  that  they  may  again  look  at 
certification. 

Another  problem  still  with  us  is  that  of  utilization  review 
committees.  Utilization  review  in  this  part  of  the  country  does 
not  carry  the  same  impetus  as  it  does  in  other  parts  of  the 
country  where  over-utilization  has  been  quite  a problem. 
Perhaps  we  will  not  see  the  real  need  for  it  until  and  unless 
our  institutions  actually  are  over  crowded  and  the  physician 
finds  a need  for  a place  for  his  patient. 

Deductibles  and  co-insurance  are  still  a problem.  We  have 
tried,  along  with  Blue  Cross-Blue  Shield,  the  news  media, 
and  certainly  with  the  cooperation  of  the  health  profession 
to  see  that  the  public  understands  the  insurance  which 
Medicare  provides,  but  as  most  of  us,  we  seldom  read  the 
fine  print  of  our  own  insurance  policy  until  it  is  needed. 

As  of  January  1 we  hope  that  you  will  have  extended 
care  facilities  which  you  may  or  may  not  choose  to  use.  At 
the  present  time  the  Nursing  Home  Association  is  not  at  all 
satisfied  with  the  reimbursement  principles  and  there  is 
some  indication  that  they  will  not  choose  to  participate  unless 
they  receive  greater  reimbursement  for  services.  The  ex- 
tended-care facility  is  really  a new  type  of  health  facility.  It 
might  be  described  as  a half-way  house  between  the  hospital 
and  the  individual’s  home  or  nursing  home.  Again,  the 
physician  has  a leading  role  in  the  use  of  this  facility  because 
it  is  through  his  plan  and  direction  that  a patient  goes  to  an 
extended-care  facility. 

Billing  remains  a problem.  There  are  two  ways  of  billing; 
the  direct  method  and  the  assignment  method.  The  greatest 
problem  in  this  area  would  be  in  the  case  of  the  welfare 
patient  because  if  an  assignment  is  not  taken  and  a welfare 
patient  cannot  pay,  there  is  no  way  that  Medicare  through 
Blue  Shield  can  make  the  payment. 

The  regional  oflflce  of  the  health  insurance  program  for 
the  Rocky  Mountain  States  stands  ready  to  assist  you 
and  to  listen  to  your  problems  and  attempt  to  work  with 
you  in  solving  some  of  these  problems  before  they  emerge 
into  real  crises.  There  is  a great  deal  of  leeway  in  imple- 
menting this  program.  We  feel  that  through  your  State 
Medical  Society  we  have  been  able  to  communicate  freely. 
We  hope  that  this  will  continue. 

Report  of  AMA  Field  Representative — 

Mr.  Dallas  Whaley 

One  of  the  areas  that  we  have  a great  concern  about  at  the 
present  time  is  not  only  the  part  of  Medicare  Title  XVIII, 
but  Title  XIX,  and  I think  that  you  here  in  Utah  are  to  be 
congratulated  on  the  constant,  strong  determination  in  which 
you  approached  your  situation  with  Title  XIX.  I would 
hope  that  you  could  lend  your  individual  encouragement  to 
surrounding  states  to  stand  strong,  to  insist  upon  the  usual 
and  customary  fee,  to  insist  upon  having  a carrier  in  relation 
to  the  department  that  is  to  handle  the  Title  XIX  section, 
and  to  give  medical  direction  toward  the  program  and  be 
a leader  in  establishing  the  program  instead  of  waiting 
until  something  comes  up  in  the  Legislature  and  then  trying 
to  undo  some  of  the  things  that  have  already  been  done. 

This  has  been  a very  trying  year  for  medicine — one  that 
has  been  filled  with  a lot  of  fears  and  great  expectations. 
It  is  one  that  certainly  has  required  a great  deal  of  unity 
among  the  profession,  and  I think  you  can  be  proud  of  the 
unity  that  you  have  shown  here  in  Utah.  This  shows  fine 
leadership  among  your  officers,  and  especially  your  president. 

You  are  to  be  congratulated  on  the  grant  that  was  ex- 
tended to  Utah  on  the  heart,  cancer  and  stroke  legislation. 
Again,  your  medical  society  was  one  of  the  forefront  leaders 
in  obtaining  the  kind  of  grant  that  will  provide  for  medical 
education. 

One  of  the  projects  that  I would  now  ask  you  to  lend  your 
support  to  is  the  project  known  as  OEO,  Office  of  Economic 
Opportunity.  There  are  many  of  these  under  way  in  Utah, 
and  there  will  be  many  more  to  come.  It  is  very  necessary 
that  medical  leadership  be  offered  wherever  these  programs 
arise.  Each  county  society  must  be  made  aware  of  these 
programs  in  order  that  you,  as  physicians,  may  offer  your 
assistance  in  assuring  adequate  and  good  medical  care  for 
the  people  involved. 
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The  first  session  of  the  Seventy-Second  Annual 
Meeting  of  the  House  of  Delegates  of  the  Utah  State 
Medical  Association  adjourned  at  11:15  a.m.,  Sep- 
tember 20,  1966,  to  reconvene  at  7:00  a.m.  Sep- 
tember 21,  1966. 

SECOND  SESSION 
September  21,  1966 

The  Chairman  of  the  Credentials  Committee  re- 
ported a quorum  in  attendance,  and  the  Second  Ses- 
sion was  declared  in  order.  The  first  item  of  business 
was  a report  of  the  Nominating  Committee. 

The  Nominating  Committee  offered  the  following 
candidates:  President-elect,  Russell  N.  Hirst,  MD, 
and  Drew  M.  Petersen,  MD;  Honorary  President, 
fuel  E.  Trowbridge,  MD;  Treasurer,  Ralph  C. 
Richards,  MD,  and  Robert  M.  Woolf,  MD.  It  was 
then  moved,  seconded  and  approved  that  the  report 
of  the  Nominating  Committee  be  accepted.  Tellers 
were  appointed,  and  delegates  were  instructed  to  cast 
their  ballots. 

Reference  Committee  chairmen  then  made  recom- 
mendations pertaining  to  the  various  reports  sub- 
mitted by  officers  and  committee  chairman  of  the 
USMA. 

USMA  President’s  Report 

Reference  Committee  No.  1 recommended  approval  of  the 
President’s  Report,  with  addition  of  the  following  addendum: 

“With  the  approval  of  the  Executive  Committee.  I am 
recommending  and  appointing  a committee  to  assure  con- 
tinuity of  our  Executive  Secretary  and  office  staff  and  busi- 
ness practices.  They  will  make  a study  and  recommendations 
and  present  them  to  the  Executive  Committee  and  the  Board 
of  Trustees.  It  is  important  that  the  stature  of  our  Associa- 
tion be  maintained  at  all  times.” 

It  was  further  recommended  that  the  statement,  “A  general 
overhaul  of  the  fee  schedule  has  not  been,  nor  should  be 
done,”  be  deleted  from  the  report  in  line  with  recommenda- 
tions pertaining  to  the  adoption  of  the  California  RVS. 

Executive  Secretary’s  Report 

Reference  Committee  No.  1 recommended  approval  of  this 
report,  with  commendation  to  Drs.  Reed  S.  Clegg  and 
George  H.  Lowe  for  outstanding  service  rendered  in  Vietnam. 

Report  of  AM  A Delegate 

Approval  of  this  report  was  recommended  with  addition 
of  addendum  pertaining  to  an  AMA  Resolution  relative  to 
hospital-based  physicians:  “In  view  of  many  considerations, 
and  after  careful  deliberation,  the  Board  of  Trustees  of  the 
American  Medical  Association,  in  a letter  dated  August  5 
and  sent  to  all  delegates  to  our  medical  association,  stated 
that  they  had  directed  the  AMA  not  to  implement  this  res- 
olution and  recommend  to  the  constituent  component  medical 
societies  that  the  resolution  not  be  implemented  by  them.” 

It  was  further  approved  that  workshops  be  organized 
throughout  the  State,  thus  permitting  physicians  to  resolve 
various  problems  pertaining  to  Medicare,  particularly  in  the 
area  of  deductibles  and  various  methods  of  billing  patients. 

Secretary’s  Report 

Approval  of  this  report  was  recommended,  with  the  com- 
ment that  Utah  physicians  continue  to  be  encouraged  to  sub- 
mit papers  and  to  participate  in  the  State  Association  meet- 
ings, and  that  they  further  be  requested  to  participate  in 
the  new  innovation  of  physicians'  hobby  display. 

Blue  Shield  President’s  Report 

Approval  of  this  report  recommended  with  addition  in  the 
fourth  paragraph  of  the  statement,  “except  for  the  relative 
value  studies  for  anesthesia.” 

It  was  further  recommended  that  the  following  addendum 
be  added  at  the  end  of  this  report: 


“It  is  because  of  the  guiding  influence  of  Blue  Shield  that 
we  as  physicians  have  been  able  to  elevate  the  standards 
and  coverage  of  other  health  insurances  offered  in  the  State, 
and  we  must  meet  future  problems  in  the  health  insurance 
field  with  one  voice,  and  we,  your  committee,  feel  that  this 
voice  should  be  that  of  Blue  Shield.  Efforts  should  be  made 
now  to  get  the  plastic  surgeons  and  all  splinter  groups  back 
within  the  plan  so  that  we  can  face  any  pressures  from  lay 
groups  united.  The  problems  which  exist  are  those  relative  to 
the  fee  schedule  and  efforts  to  change  these  should  be  di- 
rected towards  this  and  not  towards  the  Blue  Shield  Pro- 
gram.” 

Rocky  Mountain  Medical  Journal  Report 

Reference  Committee  No.  1 recommended  approval  of  this 
report,  with  emphasis  on  the  statement:  “We  urge  you 
(members  of  USMA)  to  continue  sending  us  articles,  not 
only  for  your  State  issue,  but  for  publication  throughout  the 
year.” 

Nursing  Liaison  Committee  Report 

Reference  Committee  No.  2 recommended  approval  of  this 
report,  with  the  recommendation  that  the  Nursing  Liaison 
Committee  investigate  the  two  separate  nursing  training 
programs  being  sponsored  by  the  National  Nurses  Association 
and  report  their  flndings  in  a memorandum  to  the  member- 
ship of  the  USMA,  in  the  event  that  USMA  may  desire  to 
take  a stand  in  favor  of  one  program  over  the  other,  if  it  is 
felt  that  the  quality  of  nursing  care  would  be  improved  by 
such  a standard.  The  Reference  Committee  also  recommended 
that  whichever  training  program  the  nurses  adopt  should 
still  leave  the  door  open  for  further  advancement  of  nurses 
with  two  or  three  years  training  without  their  having  to 
repeat  their  previous  training. 

Occupational  Health  Committee  Report 

Approval  of  this  report  was  recommended,  with  emphasis 
on  the  following  paragraph:  “Not  all  physicians  are  aware  of 
their  responsibilities  in  the  treatment  of  industrial  injuries 
where  permanent  residuals  have  occurred.  It  is  recom- 
mended that  a speaker  be  provided  at  one  of  our  State 
meetings  to  speak  on  disability  evaluations  of  industrial  in- 
juries.” 

Public  Relations  Committee  Report 

The  Reference  Committee  declined  to  recommend  approval 
of  this  report,  feeling  that  there  was  much  this  committee 
could  have  done  to  aid  public  relations  of  the  Medical  As- 
sociation, and  doctors  in  general.  It  was  recommended  that 
this  committee  be  reorganized. 

Mental  Health  Committee  Report 

Reference  Committee  No.  2 advised  that  this  report  be  ac- 
cepted. with  the  following  recommendations:  (1)  That  Mental 
Health  be  a subdivision  of  the  Department  of  Health;  (2) 
That  the  Department  of  Health  be  separate  from  the  Depart- 
ment of  Weffare  and  the  Department  of  Corrections;  (3)  That 
the  two  committees  of  Mental  Health  and  Mental  Retardation 
remain  separate  committees  but  that  they  work  together  and 
meet  together  as  needed  to  work  out  their  differences  con- 
cerning common  problems. 

Blood  Bank  Committee  Report 

This  report  was  approved,  with  the  recommendation  that 
the  Blood  Bank  Committee  contact  the  Civil  Defense  Agency 
to  see  if  they  can  be  of  help  in  disaster  planning  for  blood 
or  blood  derivatives,  procurement,  distribution,  and  stock- 
piling. 

Athletic  Injuries  Committee  Report 

Reference  Committee  No.  3 recommended  approval  of  this 
report,  with  commendation  expressed  for  the  late  Dr. 
Bernard  Critchfield’s  efforts  and  commendable  work  in  the 
field  of  athletic  injuries  over  the  years. 

Advisory  Committee  to  the  Rocky  Mountain 
Medical  Journal 

Reference  Committee  No.  3 recommended  acceptance  of 
this  report,  with  admonition  that  the  efforts  of  this  com- 
mittee should  be  further  towards  upgrading  the  Journal  and 
trying  to  assist  it  in  becoming  one  of  the  more  outstanding 
journals  of  the  country. 


74 


Rocky  Mountain  Medical  Journal 


Tuberculosis  Committee  Report 

This  report  was  approved,  with  particular  emphasis  placed 
on  the  closing  of  the  Tuberculosis  Hospital  in  Ogden,  Utah. 

Constitution  and  By-Laws  Committee  Report 

This  report  was  approved,  with  emphasis  that  due  con- 
sideration be  given  to  the  issue  of  licensure  of  foreign  phy- 
sicians, particularly  with  reference  to  the  medical  staff  phy- 
sicians of  the  medical  school. 

Disaster  and  Civil  Defense  Committee  Report 

Reference  Committee  No.  4 recommended  approval  of  this 
report,  with  the  addition  in  the  second  paragraph,  “that  em- 
phasis be  piaced  on  county  units  to  have  more  unified  county 
disaster  programs.  The  medical  self  help  program  is  also  to 
be  encouraged.” 

Liaison  Committee  With  the  Utah  Bar 

Reference  Committee  No.  4 recommended  approval  of  this 
report,  with  special  commendation  to  L.  E.  Viko,  MD,  for 
the  extensive  effort  he  has  given  to  the  medical  society, 
organized  medicine,  teaching,  and  to  all  phases  of  society. 

Central  Utah  Medical  Society  Report 

The  Reference  Committee  declined  to  recommend  ap- 
proval of  this  report,  stating  that  a resume  of  the  activities 
of  this  Society  should  have  been  submitted. 

Utah  County  Medical  Society  Report 

Reference  Committee  No.  4 recommended  approval  of  this 
report,  with  commendation  to  Drs.  Richard  A.  Call  and  Seth 
E.  Smoot  for  their  interest  in  politics. 

The  following  resolutions  were  approved  by  the 
House  of  Delegates  of  the  Utah  State  Medical  As- 
sociation. 

Usual  and  Customary  Fees 

Whereas,  The  House  of  Delegates  of  the  Utah  State  Medical 
Association  in  September  1965  and  again  in  March  1966  ap- 
proved the  principle  of  usual  and  customary  fees,  and 

Whereas,  This  concept  is  being  implemented  by  many 
states  across  the  nation  especially  in  connection  with  state 
and  federal  governmental  medical  programs,  and 

Whereas,  This  concept  provides  the  means  for  individual 
physicians  to  establish  their  own  fee  profile,  subject  to 
change  by  themselves,  and  further  provides  a method  of  self 
governing  of  the  fee  structure  through  the  Medical  Associa- 
tion; 

Now  Therefore  Be  It  Resolved, 

That  the  Board  of  Trustees  of  the  Utah  State  Medical  As- 
sociation be  instructed  to  implement  the  concept  of  the 
usual  and  customary  fees  charged  by  physicians  of  the 
State,  and 

Be  It  Further  Resolved,  That  the  Board  of  Trustees  imple- 
ment, in  as  many  programs  as  possible,  the  usual  and  cus- 
tomary fee  concept. 

Adoption  of  California  RVS 

Whereas,  Some  specialists  have  experienced  little  or  no 
change  in  their  fee  structure  in  nearly  ten  years  or  over,  and 

Whereas,  The  Relative  Value  Studies  of  the  Utah  State 
Medical  Association  which  was  published  late  in  1962  and 
made  effective  January  1963  is  now  out  of  date  and  not  in 
accord  with  current  concepts  of  relative  value  relationship, 
and 

Whereas,  The  fourth  version  of  the  California  Medical  As- 
sociation Relative  Value  Studies  published  in  1964  is  recog- 
nized as  one  of  the  most  comprehensive  studies  yet  pub- 
lished, and 

Whereas,  The  1964  California  RVS  was  published  after 
research  over  the  years  costing  in  the  neighborhood  of  a 
quarter  of  a million  dollars,  and 

Whereas,  Duplication  of  such  research  is  thus  rendered 
unnecessary; 

Now  Therefore  Be  It  Resolved, 

That  the  Utah  State  Medical  Association  adapt  the  Cali- 
fornia Relative  Value  Studies  as  of  1964,  or  latest  current 
edition,  with  modifications  to  be  determined  by  the  Fee 
Schedule  Committee  and  its  subcommittees,  and  the  Board 
of  Trustees,  as  a guide  only  to  physicians  in  their  offices  and 
not  as  a fixed  fee  schedule,  and 


Be  It  Further  Resolved,  That  the  Fee  Schedule  Committee 
of  the  Utah  State  Medical  Association  suggest  unit  values 
for  each  of  the  five  sections  taking  into  consideration  the 
variance  in  economic  conditions  between  Utah  and  California, 
and 

Be  It  Further  Resolved,  That  this  index  with  adjusted  unit 
value  be  placed  in  effect  on  or  before  January  1,  1967. 

Public  Welfare  Reports 

Whereas,  Considerable  confusion  exists  relative  to  the  re- 
porting of  payments  made  to  physicians  by  the  State  Depart- 
ment of  Public  Welfare,  and 

Whereas,  This  confusion  is  due  principally  to  the  manner 
in  which  the  State  Department  of  Public  Welfare  consolidates 
expenditures  under  the  caption  of  “medical  care,”  and 

Whereas,  Payments  to  physicians  for  medical  care  con- 
stitutes only  a small  part  of  the  expenditures,  and 

Whereas,  The  Welfare  term  “medical  care”  carries  an  ex- 
penditure in  excess  of  $6,000,000  annually  which  includes 
shelter,  food,  and  clothing  for  indigent  care,  and 

Whereas,  The  actual  amount  paid  to  physicians  for  medical 
care  now  ranges  between  $600,000  and  $700,000  annually; 

Now  Therefore  Be  It  Resolved, 

That  the  State  Department  of  Public  Welfare  consider  re- 
vising immediately  its  nomenclature  and  categorization  of 
expenditures  in  their  true  perspective  to  provide  the  public 
with  an  understandable  report  of  State  Welfare  expenditures 
as  they  relate  to  physicians’  services. 

Ton  Deferred  Compensation 
Plan  for  Physicians 

Whereas,  The  physicians  of  Utah  are  desirous  of  establish- 
ing a voluntary  deferred  compensation  plan  to  provide  in- 
come during  their  years  of  retirement,  and 

Whereas,  Such  a tax  deferred  program  has  been  worked 
out  by  legal  and  tax  counsel  for  the  Insurance  Plans  Com- 
mittee, wherein  a part  of  a physician's  earnings  be  paid 
through  Blue  Shield  may  be  retained  on  a tax  deferred  basis 
and  invested  under  a program  now  being  considered,  and 

Whereas,  It  is  generally  conceded  that  physicians  and  other 
self  employed  professional  people  should  have  similar  tax 
benefits  which  are  enjoyed  by  business,  industry,  and  vir- 
tually all  other  segments  of  our  society; 

Now  Therefore  Be  It  Resolved, 

That  the  House  of  Delegates  approves  the  recommendations 
of  the  Insurance  Plans  Committee  and  directs  the  Board  of 
Trustees  to  proceed  with  the  implementation  of  such  a pro- 
grarrr. 

(An  opinion  will  be  requested  immediately  from 
the  Internal  Revenue  Service  for  a tax  ruling.  In 
the  event  of  favorable  opinion,  or  in  the  absence  of 
any  tax  ruling  by  I.R.S.  by  January  1967,  the  Board 
of  Trustees  will  proceed  with  a formulation  and  es- 
tablishment of  a plan  for  members  of  the  USMA 
as  soon  as  possible  thereafter.) 

Guidelines  for  Government  Medical  Care 

Whereas,  The  federal  and  state  governments  are  becoming 
increasingly  involved  in  the  financing  of  health  care  services, 
and 

Whereas.  Certain  fundamental  principles  governing  the 
physician  should  be  better  understood  by  the  public  as  well 
as  representatives  of  the  people  and  state  and  governmental 
employees,  and 

Whereas,  There  is  a need  for  a specific  statement  of  policy 
and  principles  to  serve  as  guidelines  for  physicians  partici- 
pating in  state  and  federal  medical  care  programs,  and 

Whereas,  Such  principles  and  guidelines  should  create  a 
better  understanding  among  those  implementing  and  working 
with  rules  and  regulations  relative  to  the  control  and  financ- 
ing of  such  services; 

Now  Therefore  Be  It  Resolved, 

That  the  House  of  Delegates  of  the  Utah  State  Medical 
Association,  with  the  view  of  assuring  highest  quality  med- 
ical care  under  state  and  federal  governmental  programs,  the 
following  principles  are  adopted; 

1.  The  primary  purpose  of  medicine  is  to  provide  ap- 
propriate medical  care  based  on  scientific  fact  to  any  and  all 
citizens  who  desire  it  within  the  limits  imposed  by  law. 

2.  That  physicians'  services  must  be  available  under  con- 
ditions which  permit  full  and  intelligent  exercise  of  pro- 
fessional judgment. 

3.  The  physician  must  be  free  to  accept  treatment  of  those 
patients  he  feels  he  can  best  benefit. 
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4.  The  physician  must  be  free  to  select  such  therapy  that 
in  his  judgment  should  be  most  beneficial  to  the  patient. 

5.  The  physician  must  be  free  to  maintain  the  confidential 
nature  of  medical  information  (medical  records). 

6.  Physicians  should  have  a key  role  in  the  maintenance  of 
quality  of  health  care. 

7.  Physicians  should  expect  to  receive  their  usual,  custom- 
ary, and  reasonable  fee  for  their  services  and  no  longer  be 
expected  to  subsidize  health  care,  inasmuch  as  the  govern- 
ment is  assuming  the  responsibility  for  providing  uniformly 
adequate  care  for  all  citizens  on  Medicare  through  taxation. 

8.  There  should  be  no  exploitation  of  professional  services. 

President  Broadbent  then  reported  that  the  fol- 
lowing members  of  the  Utah  State  Medical  Associa- 
tion had  passed  away  since  the  last  session  of  the 
House  of  Delegates  held  on  March  30,  1966: 

LaVille  H.  Merrill,  MD  Harold  E.  Aldous.  MD 

Edward  D.  LeCompte,  MD  Daniel  T.  Madsen,  MD 

A moment  of  silence  was  accordingly  observed. 

Members  of  the  House  of  Delegates  were  then  in- 
formed of  the  results  of  the  election,  which  follow: 

Drew  M.  Petersen,  MD,  President-elect 

Juel  E.  Trowbridge,  MD,  Honorary  President 

Ralph  C.  Richards,  MD,  Treasurer 

President  L.  V.  Broadbent  then  commended  mem- 
bers of  the  Association  and  the  Board  of  Trustees  for 
the  fine  cooperation  extended  to  him.  He  expressed 
appreciation  to  Stanley  R.  Child,  MD,  immediate 
past-president,  for  the  help  and  counsel  he  had  given 
to  him  during  the  past  year.  Doctor  Broadbent  then 
turned  the  gavel  of  the  presidency  over  to  Paul  A. 
Clayton,  MD.  Doctor  Clayton’s  President’s  Message 
appears  elsewhere  in  this  issue. 

There  being  no  further  business,  the  Seventy- 
Second  Annual  Meeting  of  the  House  of  Delegates 


of  the  Utah  State  Medical  Association  was  adjourned 
at  10:20  a.m.,  September  21,  1966. 


University  of  Utah  College  of  Pharmacy 
Dedicates  New  Facility 

A new  and  uniquely-designed  center  for  pharma- 
ceutical study  and  research  opened  officially  in  Oc- 
tober with  the  dedication  of  the  University  of  Utah’s 
$1.3  million  pharmacy  building.  This  new  unit, 
which  is  an  integral  part  of  the  University  of  Utah 
Medical  Center  complex,  has  44,200  square  feet  of 
floor  space,  including  a 450  seat  auditorium  and 
adjacent  lounge  areas  which  will  be  used  jointly  by 
the  Colleges  of  Medicine,  Nursing  and  Pharmacy. 

The  new  structure  has  been  named  L.  S.  SKAGGS 
HALL,  in  honor  of  a major  contributor  to  the 
pharmacy  building  program  and  the  founder  of  the 
intermountain  Skaggs  Drug  Centers. 

Pi  ovo  Ophthalmologist  Honored 

Ralph  E.  Jorgensen,  MD  of  Provo,  was  elected  to 
serve  on  the  Board  of  Trustees  of  the  American 
Association  of  Ophthalmology  at  its  recent  meeting 
in  Chicago. 

The  Association  is  now  accepting  application  for 
membership  from  those  ophthalmologists  not  al- 
ready members.  For  further  information  please  con- 
tact the  Executive  Secretary  of  the  American  Asso- 
ciation of  Ophthalmology,  Mr.  Larry  Zupan  at  1100 
17th  Street  N.W.,  Washington,  D.  C.  20036. 


MOKNINGSID 

HOSPITAL 


Neuroses 


Comprehensive  treatment  of  psychiatric  conditions 
Intensive,  individualized  programs 
AIJ  treatment  modalities  available 
Occupational  and  recreational  therapy 
Long  or  short  term  care 
All  ages  . . . School  on  premises 
Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

Wendell  H.  Hutchens,  M.D.,  Medical  Director — Henry  Coe,  Administrator 


10008  S.  E.  Stark  Street  Portland  16,  Ore.  Inquiries  invited  Phone:  ALpine  2-5571 


Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 
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antiemeticpie 

est  eleve”* 


Vomiting: 

In  Geneva  they  have  a word  for  it 


In  Geneva,  too,  Dramamine  is  a familiar  word. 
Like  physicians  the  world  over,  they  know  that 
"its  antiemetic  potency*  is  high”  (“son  pouvoir 
antiemetique  est  eleve”). 

Nausea  and  vomiting  caused  by  infection 
or  simple  functional  gastrointestinal  disturb- 
ances are  quickly  controlled  by  this  classic 
antinauseant. 

Usual  Adult  Dosage:  One  or  two  tablets 
every  four  hours  as  needed. 

Precautions:  Dramamine,  notably  nontoxic 
itself,  may  mask  the  symptoms  of  strepto- 
mycin toxicity.  Patients  should  be  cautioned 
against  operating  automobiles  or  dangerous 
machinery  because  of  possible  drowsiness. 
*Neyroud,  M.:  Praxis  44:648-650  (July  14)  1955. 


Research  in  the  Service  of  Medicine  searle 


relied  on  round  the  world  ■ 

Dramamine 

■ ■ brdnd  of  ■ ■ ■ • 

dimenhydrmate 


classic  antinauseant 

Ampuls  (for  intramuscular  or  intravenous  use) 
Supposicones®  / Liquid  / Tablets 
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Utah 

James  Albert  Peterson,  MD,  73,  Salt  Lake  City 
General  Practitioner,  died  Wednesday,  October  19, 
1966,  shortly  after  attending  a convention  of  the 
American  Academy  of  General  Practice  in  Boston, 
Massachusetts.  While  at  the  convention  he  had  been 
honored  for  his  dedication  to  his  profession  for  over 
40  years. 

Dr.  Peterson  was  a graduate  of  LDS  High  School 
and  the  University  of  Utah,  where  he  was  active  in 
sports  and  drama.  He  received  his  MD  and  interned 
at  Washington  University  Medical  School,  Washing- 
ton, D.  C.  Dr.  Peterson  had  served  as  president  of 
the  Salt  Lake  “Merry-Go  Rounders  Club,”  and  was 
affiliated  with  the  Salt  Lake  County,  Utah  State  and 
American  Medical  Associations. 

He  was  born  November  2,  1892,  in  Salt  Lake  City 
to  Frederick  G.  and  Mary  Jeppson  Peterson.  He 
married  Marjorie  Gallacher  June  6,  1928. 

He  is  survived  by  his  widow;  two  sons  and  a 
daughter:  Verne  A.  Peterson,  MD,  Port  Washing- 
ton, Long  Island,  New  York;  Fred  G.  Peterson,  and 
Mrs.  Richard  (Marjorie)  Barton,  Salt  Lake  City; 
eight  grandchildren;  brothers  and  sisters. 

Joseph  Edgar  Felt,  MD,  former  member  of  the 
Utah  State  Medical  Association,  and  General  Prac- 
titioner in  Salt  Lake  City,  died  Friday,  September  30, 
1966,  at  the  age  of  72. 

Dr.  Felt  was  born  March  6,  1894,  in  Huntsville, 
Weber  County,  a son  of  Joseph  and  Mary  Garner 
Felt.  He  married  Olive  Agnes  Stirland  June  15,  1919. 

He  graduated  from  the  University  of  Utah  in  1927 
and  received  his  MD  degree  from  the  University  of 
Louisville  College  of  Medicine  in  1929.  He  served 
his  internship  in  the  LDS  Hospital  in  Salt  Lake  City. 
During  World  War  I he  served  in  the  U.  S.  Army. 

Dr.  Felt  is  survived  by  his  widow  and  two  sons, 
Milan  Q.  Felt,  MD.  and  Robert  S.  Felt,  MD,  both 
of  Salt  Lake  City;  four  grandchildren;  his  father, 
Joseph  Felt,  Huntsville;  two  brothers  and  two  sisters. 

Colorado 

Dr.  Olin  J.  Butterfield  died  suddenly  and  unex- 
pectedly November  6,  1966,  at  Swedish  Hospital  in 
Denver  following  a short  illness.  He  was  70  years  old 
at  the  time  of  his  death. 

He  was  born  June  29,  1896  in  Terre  Haute,  In- 
diana, but  moved  to  Denver  as  an  infant  with  his 
parents.  He  received  his  primary  education  in  the 
Denver  Public  Schools  and  later  prepared  for  his 
medical  college  at  the  University  of  Denver.  He  was 
a member  of  the  first  graduating  class  at  the  Univer- 
sity of  Colorado  Medical  Center  in  Denver.  Follow- 
ing his  graduation  from  medical  school  and  a rotat- 
ing internship,  he  began  the  practice  of  medicine  in 


the  Denver  area.  At  the  time  of  his  death  he  had 
his  office  in  Denver,  but  maintained  residences  in 
both  Sedalia  and  Castle  Rock.  He  had  a very  active 
practice  in  the  field  of  general  surgery,  for  which 
he  had  prepared  himself  by  study  and  graduate  work 
in  various  European  centers,  including  Berlin,  Vi- 
enna, and  Budapest. 

Dr.  Butterfield  served  with  great  distinction  as  a 
Corporal  in  the  2nd  Division  of  the  U.  S.  Marines 
during  World  War  I,  and  because  of  his  distinguished 
services  he  was  awarded  the  Navy  Cross,  the  Dis- 
tinguished Service  Cross,  and  the  Croix  de  Guerre 
with  two  stars,  and  several  other  citations.  His  father 
and  grandfather  were  both  physicians. 

He  was  a member  of  the  Colorado  Medical  So- 
ciety, the  American  Medical  Association,  the  Kappa 
Sigma  fraternity,  and  the  Southwest  Surgical  Con- 
gress. In  addition  to  this  he  was  a very  active  mem- 
ber in  the  Leyden-Chiles-Wickersham  Post  of  the 
American  Legion.  Shortly  before  he  died  Dr.  Butter- 
field published  a book  entitled,  “Higher  Than  the 
Sun.”  This  book  deals  with  the  adventures  of  a cor- 
poral in  the  1st  World  War,  and  is  actually  pretty 
much  of  an  autobiography  of  the  Doctor  himself. 

Dr.  Butterfield  was  married  on  December  25, 
1919,  at  Greeley,  Colorado,  to  Dorothy  Benway. 
In  addition  to  his  wife.  Dr.  Butterfield  is  survived 
by  two  sons.  Rupert  B.  Butterfield  of  Wheatridge, 
Colorado,  Thason  S.  Butterfield  of  Foxton,  Colorado, 
and  a daughter,  Mrs.  Virginia  B.  Fullerton,  who  re- 
sides at  Littleton,  Colorado.  Dr.  Butterfield  is  also 
survived  by  12  grandchildren. 

Dr.  Guy  Hopkins,  a long-time  member  of  the 
Colorado  and  Pueblo  Medical  Societies,  died  follow- 
ing a short  illness  in  Pueblo  on  Thursday,  Novem- 
ber 10.  He  was  born  in  Alton,  Illinois  on  January 
18,  1894,  but  moved  with  his  parents  to  Colorado  as 
a young  child. 

He  was  educated  in  the  public  schools  at  Grand 
Junction,  Colorado.  He  did  his  pre-medical  work  at 
Colorado  College  in  Colorado  Springs  and  later 
studied  medicine  at  Washington  University  in  St. 
Louis.  Still  later  he  did  graduate  work  in  the  Depart- 
ment of  Ophthalmology  of  Washington  University 
and  later  still  at  the  University  of  Vienna. 

He  was  licensed  to  practice  medicine  in  Colorado 
in  1920.  At  the  time  of  his  death  he  was  a life 
emeritus  member  of  the  Colorado  Medical  Society. 

Dr.  Hopkins  was  a member  of  A.F.  & A.M.  No. 
17  and  the  Southern  Colorado  Consistory  in  Pueblo. 
In  addition  to  his  membership  in  the  Pueblo  and 
Colorado  Medical  Societies,  he  was  also  a member 
of  the  American  Medical  Association,  the  Colorado 
State  Ophthalmological  Society,  the  American  Acad- 
emy of  Ophthalmology  and  Otolaryngology,  the  Pu- 
eblo County  Pathological  Society  (past  president), 
and  the  Pueblo  Chamber  of  Commerce. 

Dr.  Hopkins  was  an  active  member  of  the  Meth- 
odist Church.  He  was  also  a member  of  the  Beta 
Theta  Pi  and  Phi  Beta  Pi  fraternities. 

He  is  survived  by  his  widow,  Harriette  Pearl  Flora 
Hopkins,  one  son,  William  Guy,  and  a daughter, 
Harriette  Flora. 
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These  Syntex  men  serve  the  physician 


Delbert  W.  Heitz 
Denver,  Colorado 
756-5087 


Jon  McAlear 
Aurora,  Colorado 
343-1221 


Dennis  Deniston 

San  Bernardino,  California 

862-4975 


James  Peterson 
Spokane,  Washington 
624-4011 


Wilbert  Owens 
Carmichael,  California 
944-2633 


Joseph  Hill 
Tucson,  Arizona 
623-1708 


Howard  Green 

Salt  Lake  City,  Utah 

363-3671 


Daniel  McQuarrie 
Salt  Lake  City,  Utah 
277-4635 


SYNTEX  Ea 


for  December,  1966 


79 


new  small  size 


15  Sri. 

OR  TOPICAL  USE 

SYNALAR' 

[FLUOCiNOLONE 

ACETONIDE] 

CREAM 


! Synalar'o.oiro 

^ I (fluocinolone  acetonide)  cream 


SYNTEX 

U80RAT0RIES.  WIC. 
Palo  Alto,  Catit. 


15  Gm. 

for  even  greater 
economy  in 
office  or  hospital 
practice 


the  superiority 

topical 

with  the 


Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
0.01%  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient,  The  hew 
15  Gm.  tube,  for  example,  is  best  suited  for  short-term  therapy 
and  for  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube— a size  that's  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  for  hospital  use.  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone'"^ plus  the  economy  that  makes  therapy  practical  for  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement. 

Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic 
use  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to  any 
of  Its  components.  Precautions:  1.  GeneraZ-Synalar  Cream  O.OIVo  is  virtually 
nonsensitizing  and  nonirritatmg  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids  have  not  been  reported  to 


have  an  adverse  effect  on  pregnancy,  the  safely  of  their  use  on  pregnant 
females  has  not  absolutely  been  established.  Therefore,  they  should  not  be 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  for  prolonged 
periods  of  time.  2.  Occlusive  dressing  mefhod— With  occlusion  of  extensive 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  suitable 
precautions  should  be  taken.  Occasional  patients  may  show  contact  sensi- 
tivity to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculitis,  or 
pyodermas  have  been  seen  infrequently  with  the  use  of  fhis  technique.  The 
development  of  infection  requires  appropriate  antibacterial  therapy  and  dis- 
continuation of  the  occlusive  dressing  method.  Local  atrophy  and  striae 
have  been  reported  with  protracted  occlusive  dressing  therapy.  While  lesion 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients,  remissions 
may  persist  for  several  weeks  to  several  months  in  favorable  cases.  The 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance  of  new 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse.  Some 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  in  their 
use.  Similarly,  caution  should  be  employed  when  such  films  are  used  on  or 
left  near  children  to  avoid  the  possibility  of  accidental  suffocation.  Side 
Effects:  Side  effects  are  not  ordinarily  encountered  with  topically  applied 
corticosteroids.  As  with  all  drugs,  however,  a few  patients  may  react  unfa- 
vorably to  Synalar  under  certain  conditions.  References:  1.  Cahn,  M.  M.,  and 
Levy,  E.  J.:  J New  Drugs  1:262  (Nov. -Dec.)  1961.  2.  Meenan.  F.  O.:  J Irish  ■ 
Med  Ass  52:75  (Mar.)  1963.  3.  Robinson,  H.  M..  Jr.,  Raskin,  J.,  and  Dunseath, 
W.  J.  R.:  Southern  Med  J 56:797  (Jul.)  1963. 
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corticosteroid 
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fluocinolone  acetonide — an  original  steroid  frorr 


120  Gm.  jar  15  Gm.  tube  45  Gm.  tube 
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LABORATORIES  INC  . PAlO  ALTO,  CALIF. 


NorinyLaM.^ 

(norethindrone  2 mg.  c mestranol  %/ 0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucusi"*^  and  an  acceleration 
of  endometrial  changes.i-^-'^-is  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 
Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  scrum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2,2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 
tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 
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University  of  Utah  College  of  Medieine 


A new  Vivarium  at  the  University  of  Utah  Medi- 
cal Center  has  been  under  construction  for  approxi- 
mately two  months.  It  will  serve  as  a central  animal 
facility  for  the  college  of  medicine  and  will  in- 
corporate the  latest  advances  in  care  for  all  types  of 
animals  used  in  medical  research  and  teaching.  Cost 
for  the  project  is  $465,300.  Funds  were  provided  by 
the  National  Institutes  of  Health,  the  Max  C. 
Fleischmann  Foundation  of  Reno,  and  private 
sources.  It  is  estimated  that  the  Vivarium  will  be  oc- 
cupied by  mid-summer  of  1967. 

The  new  facility  is  being  built  east  of  the  Medical 
Center's  Cancer  Research  Wing,  and  will  be  used  for 
breeding,  housing,  and  research  related  to  all  types 
of  experimental  animals  from  dogs,  monkeys,  pigs, 
and  cows  to  frogs,  turtles  and  salamanders.  The  new 
animal  quarters  will  include  a special  diet  kitchen 
for  the  preparation  of  normal  and  special  animal 
diets.  It  will  be  supervised  by  a full-time  graduate 
veterinarian  who  will  be  assisted  by  a staff  qualified 
in  laboratory  animal  care  in  compliance  with  the 
standards  set  by  the  Animal  Care  Panel. 

* * ^5 

Dr.  Louis  S.  Goodman,  professor  and  head  of  the 
Department  of  Pharmacology,  of  the  University  of 
Utah  College  of  Medicine  has  been  appointed  a mem- 
ber of  the  National  Advisory  Council  on  Health  Re- 
search Facilities  of  the  U.  S.  Public  Health  Service. 
As  a member  of  the  Council,  Dr.  Goodman  will 
participate  in  determination  of  how  Federal  funds  for 
construction  of  medical  research  facilities  will  be  ex- 
pended. Dr.  Goodman  also  has  been  appointed  as 
consultant  to  the  National  Institute  of  General  Medi- 
cal Sciences,  of  the  National  Institutes  of  Health. 

Considered  to  be  one  of  the  World’s  leading 
pharmacologists.  Dr.  Goodman  was  elected  to  mem- 
bership in  the  National  Academy  of  Sciences  in  1965. 
He  is  one  of  three  Utahans  to  have  been  so  honored. 
The  other  two  are  Dr.  Henry  Eyring,  professor  of 
Physics,  University  of  Utah  and  President  of  the 
American  Association  for  the  Advancement  of 
Science,  and  Dr.  Harvey  Fletcher,  internationally 
known  physicist  at  Brigham  Young  University. 

❖ ❖ Jk 

The  University  of  Utah  Board  of  Regents  has 
appointed  Dr.  C.  Hilmon  Castle  as  an  Associate 
Dean  of  the  College  of  Medicine. 

Dr.  Castle  is  Chairman  of  the  Division  of  Post- 
graduate Medical  Education  in  the  College,  and  is 
an  Associate  Professor  in  the  Department  of  Medi- 
cine. He  has  been  associated  with  the  College  since 
1952. 


During  the  past  year  Dr.  Castle  has  been  asso- 
ciated with  planning  activities  directed  toward  de- 
velopment of  more  comprehensive  health  care  capa- 
bilities in  the  intermountain  region.  These  planning 
activities  were  recently  accelerated  by  the  awarding 
of  a planning  grant,  and  establishment  of  the  Inter- 
mountain Regional  Medical  Program,  as  part  of  the 
national  attack  on  Heart  Disease,  Cancer,  Stroke 
and  Related  Diseases.  Dr.  Castle  was  designated 
as  coordinator  of  this  planning  effort,  which  involves 
not  only  Utah,  but  portions  of  Idaho,  Montana, 
Colorado,  Wyoming  and  Nevada. 

University  of  Colorado  Medical  Center 

Miss  Jacqueline  Conard,  a research  chemist  from 
Paris,  has  arrived  at  the  University  of  Colorado 
Medical  Center  to  spend  the  current  academic  year 
studying  blood  coagulation  research  under  Dr.  Kurt 
N.  von  Kaulla. 

Her  research  fellowship  in  Denver  is  being  spon- 
sored and  financed  by  the  French  government.  She 
will  spend  the  year  working  with  Dr.  von  Kaulla 
in  his  laboratory  at  the  CU  Medical  Center. 

Miss  Conard  is  a 1963  graduate  of  the  Faculty 
of  Pharmacy  of  the  University  of  Paris  and  also 
holds  a certificate  of  specialization  from  the  uni- 
versity’s Faculty  of  Medicine.  She  has  worked  in 
the  laboratories  of  the  Hospital  Hotel  Dieu  and  the 
Villejuif  Cancer  Hospital  in  Paris. 

Hs  * sH 

Appointment  of  Dr.  Allan  W.  Downie  of  Liver- 
pool University  in  England  as  visiting  professor  of 
pediatrics  and  microbiology  in  the  University  of 
Colorado  School  of  Medicine  for  the  current  aca- 
demic year  was  announced  by  Dr.  John  J.  Conger, 
vice  president  for  medical  affairs  and  dean  of  the 
medical  school. 

During  his  year  at  the  Medical  Center  in  Den- 
ver, Dr.  Downie  will  participate  actively  in  the 
teaching  of  sophomore  medical  students  in  micro- 
biology and  junior  students  in  the  field  of  infec- 
tious diseases.  He  will  also  undertake  research  in 
the  field  of  pox  virus  infections. 

* * * 

An  alumnus  of  the  University  of  Colorado  School 
of  Medicine,  Dr.  Lewis  E.  January,  was  installed  as 
president  of  the  American  Heart  Assn,  at  the  asso- 
ciation's 39th  annual  meeting. 

Dr.  January,  a Colorado  native,  was  graduated 
from  the  CU  School  of  Medicine  in  1937  and  now 
is  professor  of  medicine  in  the  State  University  of 
Iowa  College  of  Medicine,  Iowa  City. 

Active  in  the  work  of  the  American  Heart  Assn, 
since  1948,  he  has  served  on  its  board  of  directors 
for  more  than  a decade  and  was  a vice  president 
in  1963-64.  He  was  chairman  of  the  association’s 
Committee  on  Scientific  Sessions  Program  1961-64 
and  of  its  Council  on  Clinical  Cardiology  1961-63. 
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Rocky  Mountain  Medical  Journal 


Appointment  of  Dr.  Lloyd  M.  Kozloff  as  chair- 
man of  the  Department  of  Microbiology  of  the 
University  of  Colorado  School  of  Medicine  was 
approved  recently  by  the  CU  Board  of  Regents  at 
its  October  meeting. 

Dr.  Kozloff  has  served  as  acting  chairman  of  the 
department  since  last  August,  succeeding  Dr.  David 
W.  Talmadge,  who  was  appointed  associate  dean 
of  the  medical  school. 

Dr.  Kozloff  is  editor  of  the  Journal  of  Virology 
and  serves  on  the  editorial  board  of  the  Journal 
of  Bacteriology. 

* * * 

Dr.  Donald  W.  King,  professor  and  chairman  of 
the  Department  of  Pathology  in  the  University  of 
Colorado  School  of  Medicine,  is  editor  of  a newly 
published  illustrated  textbook,  “Ultrastructural  As- 
pects of  Disease,”  dealing  with  diseases  as  viewed 
at  the  microscopic  level  of  cell  biology. 

The  book  is  published  by  the  Hoeber  Medical 
Division  of  Harper  & Row,  New  York  City  pub- 
lishers. 

Contributors  to  the  volume  are  23  members  of 
the  CU  pathology  faculty  and  Dr.  Daniel  Roberts 
of  the  University  of  Texas  School  of  Medicine, 
Galveston.  It  was  compiled  under  the  direction  of 
Dr.  King  and  an  editorial  committee  of  Drs.  Enid 
K.  Rutledge,  Rolla  B.  Hill,  Jr.  and  Robert  E.  Priest 
of  the  CU  pathology  department. 

The  279-page  volume  is  concerned  with  the  effects 
of  disease  within  the  cell  and  its  structures,  which 
are  illustrated  in  more  than  300  microscope  and 
electron  microscope  photos. 

❖ ❖ ^ 

Fifty  selected  nurses  from  Colorado  and  nine 
other  Western  and  Midwestern  states  have  com- 
pleted an  intensive  two  week  course  in  Denver  to 
prepare  themselves  for  the  care  of  heart  disease  pa- 
tients in  the  coronary  care  units  now  being  estab- 
lished in  hospitals  throughout  the  country. 

The  course,  sponsored  by  the  University  of  Colo- 
rado School  of  Nursing  in  cooperation  with  the 
Colorado  League  for  Nursing,  the  Colorado  Heart 
Assn,  and  the  Cardiology  Division  of  the  CU  School 
of  Medicine,  is  being  supported  by  a $14,800  grant 
from  the  Community  Services  Division,  U.  S.  De- 
partment of  Health,  Education  and  Welfare. 


Socio-Economic  Conference 

On  January  22  and  23,  1967,  the  American  Medi- 
cal Association  will  sponsor  its  First  National  Con- 
gress on  the  Socio-Economics  of  Health  Care.  The 
purpose  of  this  conference  will  be  to:  1)  report 
on  new  issues,  developments  and  techniques  in  . . . 
2)  foster  joint  discussion  and  action  between  medi- 
cine and  other  professional  groups  concerned  with 
. . . 3)  stimulate  ongoing  research  into  more  effec- 
tive methods  for  . . . the  organization  and  delivery 
of  health  services. 


Janet  Doe  Lectureship 

To  inspire  other  contributions,  an  anonymous 
gift  of  $500  has  been  given  the  Medical  Library 
Association  for  a lecture  on  the  history  or  philos- 
ophy of  medical  librarianship.  The  address  will  be 
presented  during  the  MLA  Annual  Meeting  in  June 
1967.  Initial  interest  indicates  that  enough  pledges 
may  be  received  to  guarantee  an  annual  lectureship. 

The  Association  has  chosen  to  honor  Miss  Janet 
Doe,  who  is  the  editor  of  the  Handbook  of  Medical 
Library  Practice,  former  librarian  of  the  New  York 
Academy  of  Medicine,  and  president  of  the  Medical 
Library  Association  in  1949/50,  by  naming  the  lec- 
tureship for  her. 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 

Recent  Acquisitions 

The  Acute  Abdomen  for  the  Man  on  the  Spot:  By  James  C. 
Angell.  Philadelphia,  1965,  Lippincott.  95  p.  Price:  $5.50. 
American  Handbook  of  Psychiatry:  Edited  by  Silvano  Arieti. 
V.3.  New  York,  1966,  Basic  Books.  805  p.  Price:  $16.95. 
Antimicrobial  Agents  and  Chemotherapy:  v.5,  1965.  Ann  Ar- 
bor, Michigan,  1966,  American  Society  for  Microbiology.  1138 
p.  Price:  $15.75. 

Breathlessness:  Edited  by  John  B.  L.  Howell.  Philadelphia. 
1966,  Davis.  243  p.  Price:  $12.50. 

Charcot  Joints:  By  Sidney  N.  Eichenholtz.  Springfield,  111., 
1966,  Thomas.  227  p.  Price:  $15.75. 

Crime  and  the  Mind:  By  Walter  Bromberg.  New  York,  1965, 
Macmillan.  431  p.  Price:  $9.95. 

Current  Perspectives  in  Cancer  Therapy:  Edited  by  William 
S.  Blakemore.  New  York,  1966,  Hoeber.  234  p.  Price:  $8.50. 
Current  Practice  in  Orthopaedic  Surgery:  Edited  by  John  P. 
Adams,  v.3,  1966.  St.  Louis,  1966,  Mosby.  276  p.  Price:  $18.75. 
Diagnostic  Procedures  in  Disorders  of  Calcium  Metabolism: 
By  B.  E.  C.  Nordin.  Boston,  1965,  Little,  Brown.  268  p.  Price: 
$14.00. 

Diseases  of  Feedlot  Cattle:  By  Rue  Jensen.  Philadelphia, 
1965.  Lea  & Febiger.  305  p.  Price:  $13.50. 

Dog  Breeding:  By  S.  A.  Asdell.  Boston.  1966,  Little,  Brown. 
194  p.  Price:  $6.50. 

Encyclopedia  for  Medical  Assistants:  Edited  by  Louis 
Brachman.  Milwaukee,  Wisconsin,  1965,  Cathedral  Square 
Pub.  Co.  448  p.  Price:  $8.95. 

The  Future  of  Man:  By  P.  B.  Medawar.  New  York,  1959, 
Basic  Books.  128  p.  Price:  $3.00. 

Garrison  and  Morton’s  Medical  Bibliography:  By  Leslie  T. 
Morton.  2d  ed.  rev.  London,  1965,  Deutsch.  655  p.  Price: 
$21.00. 

Hearing  Loss:  By  Joseph  Sataloff.  Philadelphia,  1966,  Lippin- 
cott. 404  p.  Price:  $14.00. 

Histology:  Edited  by  Roy  O.  Creep.  2d  ed.  New  York,  1966. 
Blakiston.  914  p.  Price:  $19.50. 

Medical  State  Board  Examination  Review  Book:  By 
L.  Gilbert  Leopold.  3d  ed.  Flushing,  N.  Y.,  1966,  Review 
Book  Pub.  2v.  Price;  $7.50. 

Medicine  in  Transition:  By  lago  Galdston.  Chicago,  1965, 
Univ.  Chicago  Pr.  220  p.  Price;  $5.95. 

Modern  Home  Remedies  and  How  to  Use  Them;  By  Morris 
Fishbein.  New  York.  1966,  Doubleday.  129  p.  Price;  $3.95. 
Neurology  of  the  Visual  System:  By  David  G.  Cogan.  Spring- 
field,  111.,  1966,  Thomas,  413  p.  Price:  $14.50. 

Normality  and  Pathology  in  Childhood:  By  Anna  Freud. 
New  York,  1966,  International  Pr.  273  p.  Price:  $5.00. 

Pain;  Its  Modes  and  Functions:  By  F.  J.  J.  Buytendijk. 
Chicago,  ©1962,  Univ.  Chicago  Pr.  190  p.  Price:  $3.95. 
Peripheral  Arterial  Disease:  By  Wiley  F.  Barker.  Philadel- 
phia, 1966,  Saunders.  229  p.  Price:  $7.65. 


Primer  on  Prematurity  and  High-Risk  Pregnancy:  By 
S.  Gorham  Babson.  St.  Louis,  1966,  Mosby.  194  p.  Price; 
$10.50. 

Progress  in  Clinical  Pathology:  Edited  by  M.  Stefanini.  v.l. 
New  York,  1966,  Grune.  654  p.  Price:  $23.75. 

Psychiatric  Drugs:  Edited  by  Philip  Solomon.  New  York, 
1966,  Grune.  262  p.  Price:  $9.75. 

Renal  Biopsy:  By  D.  B.  Brewer.  Baltimore,  1965,  Williams 
& Wilkins.  92  p.  Price:  $8.75. 

Respiratory  Care:  By  H.  H.  Bendixen.  St.  Louis,  1965,  Mos- 
by. 252  p.  Price;  $15.00. 

The  Small  Intestine:  Edited  by  A.  C.  Thackray.  Philadelphia, 
1965,  Davis.  132  p.  Price;  $4.50. 

Spontaneous  Regression  of  Cancer;  By  Tilden  C.  Everson. 
Philadelphia,  1966,  Saunders.  560  p.  Price:  $20.00. 

Surgical  Approaches  to  the  Neck,  Cervical  Spine  and  Upper 
Extremity:  By  Emanuel  B.  Kaplan.  Philadelphia,  1966, 
Saunders.  246  p.  Price:  $11.50. 

Topley  and  Wilson’s  Principles  of  Bacteriology  and  Immu- 
nity: By  Graham  S.  Wilson.  5th  ed.  Baltimore,  1964,  Williams 
& Wilkins.  2v.  Price:  $35.00. 

What  Shall  I Tell  My  Child?  The  World  Famous  Scandina- 
vian System  of  Sex  Education:  Intro,  by  Theodor  Reik.  New 
York,  1966,  Crown.  177  p.  Price:  $3.95. 

Book  Reviews 

The  Psychological  Aspects  of  Rheumatoid  Arthritis:  By 
Harold  Geist.  Springfield,  111.,  1966,  Thomas.  138  p.  Price: 
$6.50. 

This  book  contains  a continued  traditional,  broad 
approach  in  an  attempt  to  ferret  out  the  operating 
personality  factors  in  rheumatoid  arthritics  from 
their  matched  “control”  counterparts  who  also  suffer 
from  different  chronic  illnesses. 

Dr.  Geist,  the  psychologist  author,  first  of  all 
presents  the  physical  aspects  of  rheumatoid  arthritis, 
reviews  pertinent  studies  to  bring  the  reader  up  to 
date  on  the  current  thinking  regarding  personality 
variables  pertinent  to  the  arthritic.  This  background 
is  in  preparation  for  introducing  and  reporting  his 
own  conducted  study.  Dr.  Geist’s  research  procedure 
is  unquestionably  sound  but  his  experimental  and 
control  populations  are  somewhat  small  for  sta- 
tistically reliable  conclusions. 

Dr.  Geist’s  study  refutes  more  psychosocial  gen- 
eralizations than  he  substantiates.  His  results  not 
only  show  personality  loadings  very  similar  to  those 
found  in  previous  studies,  that  is,  considerable  hypo- 
chondriasis, hysteria,  etc.,  but  additionally  he  sees 
the  rheumatoids  as  having  weak  egos  who  repress 
hostility  and  are  latently  psychotic  and  with  sexual 
identity  diffusion.  These  results  are  not  unique  to 
rheumatoids  as  they  also  are  found  in  chronic  asth- 
matics and  tubercular  patients.  One  small  control 


S.  S.  HOPE  Plans  Mission  to  Colombia 

The  S.  S.  HOPE  will  undertake  a ten-month  mission  to  Colombia  next  year,  according  to 
an  announcement  by  Dr.  William  B.  Walsh,  President  and  founder  of  Project  HOPE. 

Dr.  Walsh  said  the  famed  white  hospital  ship  will  sail  February  7 for  the  port  of  Carta- 
gena, on  Colombia's  Caribbean  coast,  arriving  there  February  17.  HOPE’S  volunteer  doctors 
and  nurses  will  then  begin  an  intensive  medical  teaching-treatment  program  which  will  con- 
tinue through  December  15,  1967. 

Colombia  will  be  the  seventh  nation  visited  by  the  S.  S.  HOPE  since  it  first  set  sail  in  Sep- 
tember, 1960.  Previously  the  ship  has  conducted  similar  programs  in  Indonesia,  South  Viet- 
Nam,  Peru,  Ecuador,  and  Guinea.  The  ship  is  currently  concluding  a ten-month  mission  to 
Nicaragua  and  will  return  to  New  York  on  November  30  for  repair  and  resupply. 

Project  HOPE  is  the  principal  activity  of  The  People-to-People  Health  Foundation,  Inc.,  an 
independent,  non-profit  corporation  sponsored  by  the  American  people. 
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group  of  gouty  arthritics  revealed  a similar  test 
profile  except  the  gout  patients  were  more  openly 
rebellious  and  more  inclined  to  be  antisocially  ex- 
pressive. 

Dr.  Geist’s  unique  contribution  may  come  in  his 
uncovering  the  enormity  of  dream  activity  and  vivid 
recall  in  most  of  his  rheumatoids  where  the  dream 
contents  are  very  largely  of  work  or  disastrous 
situations. 

For  the  psychologists  and  physicians  who  want  a 
concise,  informative  book  which  brings  together  con- 
temporary research  on  the  psychological  aspects  of 
rheumatoid  arthritis,  this  book  should  be  read. 

W.  Lynn  Smith,  Ph.D. 

Radiographic  Examination  in  Blunt  Abdominal  Trauma:  By 
James  J.  McCort.  Philadelphia,  1966,  W.  B.  Saunders.  252  p. 
Price:  $10.50. 

This  book,  to  quote  the  author,  “is  intended  for 
the  radiologist  who  is  called  to  assist  in  the  care  of 
patients  injured  by  blunt  abdominal  trauma.  It  is 
hoped  that  it  will  serve  as  a useful  reference  for  all 
physicians  who  treat  patients  in  the  emergency 
room.” 

The  author  presents  a comprehensive  coverage 
of  the  lesions  and  complications  which  may  result 
from  blunt  abdominal  trauma.  The  radiographic  ex- 
aminations required  for  diagnosis  are  thoroughly 
discussed  and  the  reproductions  of  radiographs  are 
excellent.  Explanatory  diagrams  are  very  well  done. 

The  material  presented  will  serve  as  an  easily  di- 
gested review  for  radiologists.  The  book  will  be  a 
very  useful  addition  to  the  library  of  all  physicians 
who  deal  with  the  injured  patient. 

Martin  E.  Bischoff,  M.D. 


Medical  Library  Association 
Scholarships,  1967 

Two  scholarships  of  $1,000  are  being  offered  by 
the  Medical  Library  Association  to  promising  stu- 
dents who  will  enter  library  school  in  the  summer  or 
fall  of  1967.  The  Paul  Jolowicz  Scholarship  hon- 
ors the  distinguished  bookman  who  was  a member  of 
the  Walter  J.  Johnson,  Inc.  firm  for  many  years. 
The  MLA-Lederle  Scholarship  is  the  third  award  to 
be  given  by  Lederle  Laboratories,  Pearl  River,  New 
York. 

Forms  are  available  from  any  ALA  accredited 
library  school,  or  from  the  MLA  Scholarship  Com- 
mittee chairman,  Mrs.  Betty  Manson,  6300  S.W.  126 
Street,  South,  Miami,  Florida  33156.  The  deadline 
for  accepting  applications  is  March  1,  1967. 


MLA  Initiates  Student  Memberships 

The  Medical  Library  Association  now  offers  a 
student  membership,  which  includes  all  the  privi- 
leges of  the  regular  active  membership  except  voting, 
at  a special  price  of  $3.00  for  the  calendar  year.  The 
new  membership  is  designed  to  introduce  graduate 
library  school  students  to  the  programs  and  publica- 
tions of  the  Association.  Deans  of  the  ALA  ac- 
credited library  schools  have  received  applications. 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with 


rr 

Irocmate 

BRAND  THIPHENAMIL  HCl 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
Administer  4 tablets  ever>'  4 hours  until 
relief  is  constant,  then  adjust  mainte- 
nance dosage. 


Trocinate 


BRASD  THIPHENAMIL  HCl 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  he  used  in  glaucoma 

Sixteen  years  of  clinical  use,  with  absence  of 
untoward  effects,  has  established  the  safety 
and  effectiveness  of  Trocinate. 

Trocinate  is  metabolized  in  the  body  and 
completely  eliminated,  which  is  a safety 
factor.  Dosage  must  be  sufficient  to  maintain 
the  therapeutic  blood  level. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Wide-range  bactericidal  action 
for  genitourinary  infections 


—OMNIPEN 


(AMPICILLIN)  WYETH 


A penicillin  that  exhibits  effectiveness  within  the  gram- 
positive spectrum  of  penicillin  G*  and  the  gram-negative 
spectrum  of  chloramphenicol  and  the  tetracyclines.* 

Active  at  foci  of  infections — kidney,  ureter,  bladder  or 
urethra. 

Effective  against  many  gram-negative  and  gram-positive  path- 
ogens— thus  may  be  valuable  not  only  in  genitourinary  but 
also  in  common  respiratory  and  gastrointestinal  infections. 

Normally  produces  high  and  persistent  levels  in  blood  and 
high  concentrations  in  bile  and  urine. 

Significant  inherent  stability. 

^Exclusive  of  penicillinase-producing  bacteria. 


Indications:  Urinary  tract  infections,  especially  those  caused 
by  E.  coli,  Proteus  mirabilis,  and  Streptococcus  faecalis  and 
viridans;  respiratory  infections  caused  by  H.  influenzae, 
pneumococci,  streptococci,  and  nonpenicillinase-producing 
staphylococci;  and  gastrointestinal  infections  caused  by 
Shigella  and  Salmonella,  including  Sal.  typhosa. 


elevation  of  SGOT  values  of  undetermined  significance  was 
noted  in  a few  infants.  Liver  and  kidney  function  as  well  as 
hematopoietic  tests  are  advisable  during  therapy,  particularly 
in  infants.  As  with  other  antibiotics,  precautions  should  be 
taken  against  gastrointestinal  superinfection.  Safety  for  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Occasional  mild  side 
effects  as  urticaria,  skin  rash,  pruritus, 
diarrhea,  nausea  and  vomiting.  There  have 
been  no  reports  of  blood  dyscrasias,  liver 
or  kidnev  damaee.  Ananhvlaxis  has  been 


Contraindications:  Hypersensitivity  to  penicillin;  infec- 
tions due  to  penicillinase-producing  staphylococci  and  other 
penicillinase-producing  bacteria. 


Precautions:  If  allergic  reaction  occurs,  discontinue  ampi- 
cillin  and  administer  epinephrine,  corticosteroids,  antihis- 
tamines and/or  pressor  amines  as  indicated.  Transient  moderate 
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Free  Delivery 

PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 

3890  ELM  STREET-TEL.  388-5731 -DENVER  7,  COLORADO 


Offices  also  in: 

Colorado  Springs,  Colorado 
1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah  Medical  X-Ray  Equipment 

21  Kensington  Street,  485-8262  Accessories  & Film 


Albuquerque,  New  Mexico 
113  Sierra  Dr.,  S.E.,  255-1288 


Medical  and  Laboratory 
Nuclear  Instrumentation 


THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8825 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Croup  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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Colorado  Medical  Society 

Officers — 1966-67 — Terms  of  Officers  and  Committeemen  ex- 
pire at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  and  expires  Sept. 
23,  1967,  at  the  Annual  Session  in  Colorado  Springs. 

President:  Myron  C.  Waddell,  Denver. 

President-elect:  Henry  H.  Zeigel,  Collbran. 

Vice  President:  Eugene  B.  Ley,  Pueblo. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1968. 
Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Additional  Trustees:  Carl  H.  McLauthlin,  Denver,  1967; 
Kenneth  A.  Platt,  Westminster,  1967;  William  A.  H.  Rettberg, 
Denver,  1968;  Robert  W.  Ludwick,  Sterling,  1969. 

Delegates  to  the  American  Medical  Association:  Harlan  E. 
McClure,  Lamar,  Dec.  31,  1967  (Alternate,  Vernon  L.  Bolton, 
Colorado  Springs,  Dec.  31,  1967);  Gatewood  C.  Milligan, 
Englewood,  Dec.  31,  1967  (Alternate,  Ray  G.  Witham,  Craig, 
Dec.  31,  1967);  Kenneth  C.  Sawyer,  Denver,  Dec.  31,  1968 
(Alternate,  Robert  E.  McCurdy,  Denver,  Dec.  31,  1968). 
Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora. 

Vice  Speaker,  House  of  Delegates:  John  M.  Wood,  Englewood. 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Hermann  B.  Stein,  Denver. 

Historian  Emeritus:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 


Montana  Medical  Association 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  Albert  L.  Vadheim,  Bozeman 
President-elect:  Alfred  M.  Fulton,  Billings 
Vice  President:  Mark  B.  Listerud,  Wolf  Point 
Secretary -Treasurer:  Oscar  A.  Swenson,  Sidney 
Assistant  Secretary-Treasurer:  Hugh  V.  Anderson,  Great  Falls 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings 
Alternate  Delegate  to  the  A.M.A.:  Robert  W.  Thometz,  Butte 
Executive  Committee:  Albert  L.  Vadheim,  Bozeman;  Alfred 
M.  Fulton,  Billings;  Mark  B.  Listerud,  Wolf  Point;  Oscar  A. 
Swenson,  Sidney;  Hugh  V.  Anderson,  Great  Falls:  Robert  W. 
Thometz,  Butte;  Paul  J.  Gans,  Lewistown;  Robert  K.  West, 
Cut  Bank 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren 
D.  Bowman,  Jr.,  Billings 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585 


Nevada  State  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1966  Annual  Session. 

President:  Joseph  M.  George,  Jr.,  La.s  Vegas 
President-Elect:  William  M.  Tappan,  Reno 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno 
Immediate  Past  President:  John  M.  Read,  Elko 
AMA  Delegate:  Leslie  A.  Moren,  Elko 
Alternate  Delegate:  Thomas  S.  White,  Boulder  City 
Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Wesley  W.  Hall,  Reno 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 


New  Mexico  Medical  Society 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1967  Annual  Session. 

President:  Tom  L,  Carr.  Albuquerque. 

President-Elect:  Emmit  M.  Jennings,  Roswell. 

Vice  President:  Earl  B.  Flanagan,  Carlsbad. 

Secretary -Treasurer:  John  D.  Abrums,  Albuquerque. 
Immediate  Past  President:  Robert  P.  Beaudette,  Raton. 
Speaker,  House  of  Delegates:  Hugh  B.  Woodward.  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dom,  Albu- 
querque. 

Delegate  to  A.M.A.;  Allan  L.  Haynes.  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.;  James  C.  Sedgwick,  Las  Cruces. 
Councilors  for  Three  Years:  Don  R.  Clark.  Roswell;  Alvin  S. 
Hartz,  Farmington;  Samuel  E.  Neff,  Clovis. 

Councilors  for  Two  Years:  Harry  D.  Ellis,  Santa  Fe;  Armin 
T,  Keil,  Raton. 

Councilors  for  One  Year:  W.  W.  Kridelbaugh,  Albuquerque; 
Richard  C.  Sherman,  Alamogordo. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
505. 

Utah  State  Medical  Association 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and 
expires  at  the  1967  Annual  Session. 

President:  Paul  A.  Clayton,  Salt  Lake  City 

President-elect:  Drew  M.  Petersen.  Ogden 

Past  President:  L.  V.  Broadbent,  Cedar  City 

Honorary  President:  Juel  E.  Trowbridge,  Bountiful 

Secretary  ’67 : Russell  M.  Nelson,  Salt  Lake  City 

Treasurer  ’69:  Ralph  C.  Richards,  Salt  Lake  City 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo 

President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 

Springville 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan 
Alternate  Speaker,  House  of  Delegates:  William  R. 
Christensen,  Salt  Lake  City 

Additional  Trustees:  Box  Elder  County  Med.  Soc.  ’66,  S.  L. 
Moskowitz,  Brigham  City;  Cache  Valley  Med.  Soc.  '66,  Robert 
S.  Budge,  Smithfleld:  Carbon  Co.  Med.  Soc.  '66,  William 
M.  Gorishek,  Price;  Central  Utah  Med.  Soc.  '67,  Halvard  J. 
Davidson,  Manti;  Salt  Lake  Co.  Med.  Soc.  '66,  John  H. 
Clark,  Salt  Lake  City;  Southeastern  Utah  Med.  Soc.  '67. 
Jerrold  C.  Smith,  Monticello;  Southern  Utah  Med.  Soc.  '67, 
Joseph  J.  Sannella,  Kanab;  Uintah  Basin  Med.  Soc.  '67. 
R.  V.  Larson,  Roosevelt;  Weber  County  Med.  Soc.  '67, 
Douglas  C.  Barker,  Ogden 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Richard 
P.  Middleton,  Salt  Lake  City 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City 

Executive  Secretary:  Mr.  Harold  Bowman.  42  South  Fifth 
East,  Salt  Lake  City.  Telephone  EL  5-7577 

Wyoming  State  Medical  Society 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  Ray  K.  Christensen,  Powell 

President-elect:  Laurence  W.  Greene,  Jr.,  Laramie 

Vice  President:  Henry  N.  Stephenson,  Newcastle 

Secretary:  Raymond  E.  Kunkel,  Thermopolis 

Treasurer:  Elmer  S.  McKay,  Lander 

Delegate  to  the  A.M.A.:  Harlan  B,  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler, 

Casper 

Speaker  of  the  House:  John  H.  Froyd,  Worland 
Vice  Speaker  of  the  House:  Roy  Holmes,  Casper 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Mr.  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Mr.  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Mr.  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  P.  O.  Box  2266, 
Cheyenne;  Telephone  632-5525,  area  code  307. 
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WANT  ADS 


NEW  BUILDING  in  Arvada  area.  Medical -Dental  office.  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502,  Denver. 

9-7-TFB 


INTERNIST,  UNIVERSITY  TRAINED  AND  BOARD  CERTI- 
FIED, desires  association  with  group,  another  internist  or 
location  in  Denver  or  vicinity.  Reply  to  Box  10-2-3B,  Rocky 
Mountain  Medical  Journal.  1809  E.  18th  Avenue,  Denver,  Colo. 
80218.  10-2-3B 


FULLY  EQUIPPED  AND  FURNISHED  Generalist’s  suite, 
Park  Hill,  for  lease.  $200.00  per  month.  Lease  optional. 
Denver  area.  Phone  287-5551.  12-5-lB 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-5-TFB 


1962  Cessna  Skylane,  clean,  1670  TT.  550  SMOH,  licensed 
7/67.  large  tanks,  MK  10,  VOA-4  Omni,  full  panel,  heated 
pitot,  headrests  4 seats,  courtesy  lights,  $11,850,  financing 
available.  Cal!  A.  D.  Rooney,  Denver,  366-1232  days,  364- 
3078  evenings.  12-1-lB 


OFFICE  FOR  RENT.  A going  practice.  New  medical  build- 
ing— good  location,  plenty  of  parking.  Large  reception 
room,  secretary  office.  Two  treatment  rooms,  surgery,  pri- 
vate office,  two  dressing  rooms,  one  small  laboratory  and 
drug  room.  New  hospital  under  construction,  present  hospi- 
tal 30  beds.  New  schools,  5,000  pop.  area,  two  MD’s.  38 
miles  from  Colorado  Springs,  on  Arkansas  River.  Also  2 
b.r.  brick  home  on  two  acres.  Reasons  for  leaving — Medi- 
care, D.O.  Contact  Edward  W.  Murphy,  D.O.,  110  No.  Pikes 
Peak,  Florence,  Colorado  81226.  11-4-3B 


PSYCHIATRIC  RESIDENCIES:  Northern  California  Mental 
Health  Center.  Two  hours  San  Francisco;  vacation  area; 
warm  dry  summer  days,  cool  nights;  close  to  Pacific  beaches. 
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heart  disease 
or  psychic  tension? 

“Heart  symptoms”  — chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  sj’mptoms  often  are  somatic  masks 
of  psychic  tension,  arising  from  constant  encounters 
with  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally  pro- 
duced, consider  Valium  (diazepam)  as  adjunctive 
therapy.  Valium  (diazepam)  acts  rapidly  to  calm  the 
patient,  to  reduce  his  psychic  tension  and  relieve 
associated  cardiovascular  complaints. 

Neurotic  fatigue -the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be  con- 
trolled by  this  highly  useful  agent.  Valium  (diazepam) 
often  achieves  results  where  other  psychotherapeutic 
agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsiness 
occur,  they  usually  disappear  with  dosage  adjustment. 


In  prescribinji:  Dosage  — Adults:  !Mikl  to  moderate  psychoneu- 
rotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic 
reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle 
spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients:  1 or  2 mg/ day  initially,  increase  gradually  as 
needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  preclude 
ataxia  or  oversedation.  Advise  patients  against  possibly  hazard- 
ous procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent 
use  with  other  psychotropic  agents  is  not  recommended.  Warn 
patients  of  possible  comhined  effects  with  alcohol.  Safe  use  in 
pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations)  and 
changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HCl. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  SO  for  con- 
venience and  economy  in  prescribing. 


\^llUITr(diazepam) 

2-mg,  5-mg,  10-mg  tablets 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  N.J.  07110 
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And,  with  that  simple  greeting  comes  our  sincerest  “Thank  You” 
for  your  loyal  support.  Indeed,  you  have  enabled  our  business  to 
grow  and  have  inspired  us  to  continue  to  serve  you  in  the  finest  way 
we  know. 

You  deserve  the  finest.  A holiday  season  rich  with  all  that  is  good  is 
our  heartfelt  wish  for  you. 


Sincerely,  Julius  Herbert,  President 
and  the  Staff  of 

GEO.  HERBERT  & SONS,  INC. 
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